
TRUST BOARD MEETING IN PUBLIC 

Thursday 3 January 2018 
09:30 – 14:35 

Oasis Centre, Southwick Hill Road, Cosham, Portsmouth, PO6 3LY 

A G E N D A 

Item No. Time Item Enclosure  
Y/N & Number 

Presented 
by 

001/19 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 

002/19 09:35 Minutes of the last meeting –  6 December 2018 1 Chair 

003/19 09:40 Matters Arising/Summary of agreed actions 2 Chair 

004/19 09:50 Notification of any other business N Chair 

005/19 09:55 Chairman’s opening remarks N Chair 

006/19 10:05 Chief Executive’s Report 3 CEO 

STRATEGY 

007/19 10:25 Maggie’s Centre 4 DSP 

008/19 10:40 Update on Estates strategy Presentation CFO 

009/19 10.55 Update on IT strategy Presentation DSP 

010/19 11:10 Corporate Objectives balanced scorecard N** DSP 

QUALITY & SAFETY 

011/19 11:20 Quality & Performance Committee feedback 5 Committee 
Chair 

012/19 11:30 Safety, quality and operational performance report 
analysis 

N ** MD/CN/ 
COO 

013/19 11:55 Quality Recovery Plan 6 DGR 

014/19 12:05 Corporate Risk Register 7 DGR 

015/19 12:15 Never Events 8 MD 
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016/19 12:30 Annual Infection Prevention & Control report 9 MD 

017/19 12:40 Annual Complaints report 10 DGR 

018/19 12:50 Preparation in anticipation of departure from the 
European Union 11 COO 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

019/19 13:05 Workforce and organisational development 
Committee feedback 12 Committee 

Chair 

020/19 13:15 
 
Workforce and Organisational Development 
performance report analysis 
 

N ** DWOD 

021/19 13:30 Freedom to Speak Up Guardian’s quarterly report 13 DGR 

FINANCE AND INFRASTRUCTURE   

022/19 13:40 
 
Finance and Infrastructure Committee feedback 
 

14 Committee 
Chair 

023/19 13:50 
Electronic Prescribing and Medicines 
Administration business case 15 DSP 

023/19 14:00 
 
Financial performance report analysis 
 

N ** CFO 

 
FOR NOTING / INFORMATION 

024/19 14:15 Directors’ and Non-Executive Directors’ 
comments  N Chair 

025/19 14:20 Record of attendance 
 

16 Chair 

026/19 14:20 Opportunity for the public to ask questions 
relating to today’s Board meeting N Chair 

027/19 14:25 Any other business N Chair 

 
028/19 

 
14:30 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 

  
14:35 

 
Date of next meeting:  Thursday 7 February 2019, 
Lecture Theatre, QAH 

 
N 

 
Chair 

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

Held on Thursday 6 December 2018 
 

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

MINUTES 
 

Present: Melloney Poole  Chair  
 David Parfitt  Non-Executive Director 
 Christine Slaymaker Non-Executive Director  
 Gary Hay   Associate Non-Executive Director  
 Inga Kennedy  Non-Executive Director 
 Martin Rolfe  Non-Executive Director 
 Roger Burke-Hamilton Non-Executive Director designate 
 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) 
 Nicole Cornelius  Director of Workforce and Organisational 
     Development (DWOD) 
    
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) 
 Sarah Balchin  Associate Director of Patient Experience 

 
Minutes:  Sonia Clarke  Committee Clerk (CC) 
    
Observing: Seven members of staff and public. 

 
 
Item No 

 
Minute 
 

253/18 Welcome, apologies and declarations of interest 
The Chairman welcomed everyone to the meeting.  There were no apologies, and no 
declarations of interest. 

  
254/18 Staff story 

The Chair introduced Mary Harris, Macmillan Centre Manager and Mandie Tonge, Clinical 
Practice Educator who presented to the Board an overview of Sage and Thyme (S&T).  Sage 
and Thyme provides a structure for conversations to be held in difficult situations.  It was 
originally developed within cancer care but the principles are generic and can be used with 
anyone in distress.  The structured S&T model can be used to support someone who is 
upset or has concerns, by providing basic psychological care and directing the  individual to 
a range of self-care techniques. There are eight trainers working at PHT who delivered four 
training sessions during 2018, training a total of 66 PHT staff from a variety of staff groups 
and specialities.  Four further sessions will be held during 2019.  The Chair thanked the team 
for their presentation and noted that this was a valuable service. 

  
255/18 Minutes of the last meeting 

The minutes of the meeting of 1 November 2018 were approved as a true and accurate 
record of the meeting, subject to the following amendments. 

Page 6, 232.18, 6th line down, sentence amended to read “statutory boards across 
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the system.  The ….” 
  
256/18 Matters arising / summary of agreed actions 

The action log was reviewed.  It was agreed that an updated action log would be sent to all 
Board members after the meeting.   

  
257/18 Notification of any other business 

There were no items of other business.  
  
258/18 Chair’s opening remarks 

The Chair commented that as most items would be covered in discussions, she felt the most 
important item to highlight was the Duncan Lewis report, which she felt identified some good 
news and some concerns which would be addressed.  The financial position would also be 
reviewed in detail during the meeting, although much of this was discussed at the Finance & 
Infrastructure Committee.   The Chairman asked Board members to keep in mind during the 
remaining discussions the importance of ensuring the delivery of the Trust strategy during 
the coming period of high operational demand.     

  
259/18 Chief Executive’s Report 

The Chief Executive Officer presented his report.  He opened by mentioning the latest series 
of public meetings in November in Fareham and Petersfield.  The times and locations of 
future meetings will be reviewed to make the most of the opportunities to engage with the 
local community.  The CEO advised that the Trust had also hosted its third Facebook Live 
session, focused on winter planning.  The broadcast had attracted its largest number of 
viewers to date and received questions on a wide range of topics.  This has been a 
successful means of engaging with both staff and the local community and further dates are 
planned during December and the New Year.  Flu Vaccination rates have reached 55.7% in 
comparison with 55.4% for the same period last year.  The national rate among frontline 
workers is currently 46%, however the aim is to improve on the Trust’s 2017/18 vaccination 
rate of 72%.  In order to achieve this, communication with Divisions to understand the 
reasons why some staff have not yet received a vaccination, and to dispel any myths that 
exist has been undertaken.   The CEO advised that the staff survey had closed on 30 
November with the last reported completion rate at 55%.  Although slightly lower than in 
previous years, the Trust’s completion rate is still expected to be in the top 20 nationally.  
The responses to the survey will now be collated and the results will be published in the 
Spring.  The Trust is very grateful to all staff who took the time to complete the survey.   
 
There had unfortunately been two Never Events during October, both involving nasogastric 
tubes.  These incidents are under full investigation and associated immediate changes have 
been implemented.   
 
The members of the Executive Team and Professor Anoop Chauhan, Director of Research & 
Innovation, had attended a very positive meeting with the University of Portsmouth.  A 
partnership agreement has been in place for quite some time and colleagues felt there was 
scope to re-invigorate it.  The university is one of the Trust’s key strategic partners and the 
CEO looked forward to bringing the Board further updates on how the relationship develops.   
 
As part of the planning process the Trust agreed with commissioners that the total waiting list 
size at the end of 2018/19 should not exceed its size at the end of March 2018.  As at 
October, the waiting list has grown due to both increases in demand and capacity constraints 
arising from a number of contributory factors including theatre refurbishments and staffing 
shortfalls.  Work continues to reduce the waiting list and there is a weekly review of 
performance against activity plan to ensure all opportunities to maximise efficiency are taken.   
The number of patients waiting more than 40 weeks for treatment is reducing; however, 
unfortunately three patients waited longer than 52 weeks for treatment in October.  The 
longest waits are in gastroenterology where a weekly clinically led Multi-Disciplinary Team 
(MDT) meeting is in place to ensure patients are reviewed and progressed. 
 
The CEO highlighted that on 5 November, Bank Partners, the Trust’s new bank staff provider 
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service went live.  There are 14 members of Bank Partners’ team on site and actively 
engaging with staff on the wards.  Since the go live date the fill rate has remained constant or 
improved, and there has been a significant reduction in the number of unfilled shifts.  
 
Also on 5 November, the CEO was joined by leaders from across the local health and social 
care system for a meeting with a group of MPs from Portsmouth and South East Hampshire.  
The MPs were updated on key issues of interest from within the Trust and an overview of the 
preparations for winter, in particular the work involved in providing additional capacity outside 
of the hospital.  The MPs are keen to help support the system where they can, and have 
offered help in providing information and advice to the local community about how best to 
use urgent care services.   
 
During November, the CEO, Medical Director, Director of Strategy & Performance and the 
Head of Transformation & Delivery visited the East London NHS Foundation Trust (ELFT) to 
learn more about their work.  ELFT has earned a reputation as an outstanding organisation 
with a track record in embracing and embedding quality improvement which has delivered 
results.  The Trust is excited about the learning opportunities evident from comparison 
between PHT and ELFT, particularly in the areas of patient involvement and quality 
improvement.      
 
The CEO reminded Board members that the Trust has come to the end of the diagnostic 
phase of the three year Culture Change programme.  15 Culture Change Agents have been 
working to identify the current culture of the Trust, and how it needs to develop in the future 
to ensure the successful delivery of the Trust’s vision and strategic priorities.  Linked to this 
work are the findings of Professor Duncan Lewis’s report on workplace behaviours, which will 
be discussed later in the agenda.  The CEO was very grateful to all of the Culture Change 
Agents for the work that they have undertaken and for the additional insight that they have 
brought.    
 
The Board noted that there had been a cluster of cases of diarrhoea and vomiting on G4 at 
the beginning of November, with two laboratory confirmed cases of norovirus.  Although this 
had been the first outbreak of the infection during this current financial year, it was clearly 
worthy of note as the Trust heads into winter.   
 
The CEO was pleased to report that the Trust is one of 24 NHS bodies across the country to 
be awarded Veteran Aware status, having been accredited by the Veterans Covenant 
Hospital Alliance.  This status means that the Trust staff caring for those who have served in 
the armed forces will have received training and education on their specific physical and 
mental health needs.   
 
The Beyond Boundaries programme for staff from a BAME (Black, Asian and Minority Ethnic) 
background was launched in November, with applications open throughout the month.  This 
programme has been specifically designed to support the development of staff from a BAME 
background and will be run over a period of five months.  Twenty percent of the workforce 
identify themselves as being from a BAME background, but this is not well reflected in senior 
leadership positions within the organisation and it is hoped that the Beyond Boundaries 
programme will ensure the richness of diversity amongst the wider workforce is reflected at 
all levels of the Trust.  The CEO was looking forward to reporting back on the progress of the 
programme.  
 
The Board agreed the Director of Governance & Risk’s proposal, made via the CEO, to 
revise to the Board Assurance Framework by amalgamating BAF12  and BAF13 to create a 
new risk, BAF23, which acknowledges inconsistencies in improvement and governance 
practice across the Trust.    
 
The CEO highlighted and was very proud of the support the Trust had been able to provide 
to University Hospital Southampton NHS Foundation Trust (UHS) last week during an 
incident which saw UHS suffer a significant power outage.  Various of the Trust’s teams had 
responded extremely well, and the CEO wished to thank all those involved.   
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The CEO reported that, so far, no national guidance had been received in relation to 
BREXIT,  but that a paper on the subject would be brought to Trust Board in January.    
 
The CEO thanked the MD and the COO who presented to the South Coast Ambulance 
Service Board and received extremely positive feedback.  From the Chair and the CEO, 
there had been much appreciation and positive feedback about the work underway to 
improve the system-wide position for patients, service users and staff over the winter period.   
The Board heard from the CEO that the Audiology service was under significant pressure, 
which meant that some patients are waiting much longer for their hearing aids than the Trust 
would expect or want.  The Trust is now responding well but this had been a national 
problem.  The COO is working to ensure there is locum support to reduce the waiting times 
for those patients. 
 
The CEO highlighted his top three concerns as the Trust’s financial position, the challenge 
presented to the Trust by the need to secure, collate and present evidence that the Trust has 
addressed the Care Quality Commission’s requirements for improvement, as set out in the 
Warning Notice served in August, and the system response to the forthcoming winter period.  
Whilst there have been significant improvements to preparations across the health and care 
system, there were further schemes still planned to come on line.  The CEO would continue 
to flag this as a concern, until all such schemes are in place.   
 
The CEO’s top three clinical risks were highlighted as,  

• Winter pressures including staff uptake of the flu vaccine and the Trust’s 
preparedness to respond to cases of flu and associated pressures on bed capacity; 

• the recent Never Events, and ensuring that the Trust learns effectively from these 
incidents; 

• the shortage of key consultant staff in a number of areas of the Trust, in particular  in 
oncology and breast screening.  Whilst concerted efforts continue to recruit to these 
areas, the shortages do pose a risk to the sustainability of the services. 

 
The Board noted the contents of the CEO’s report and formally accepted the changes to the 
Board Assurance Framework. 

  
260/18 Patient Engagement Strategy  

The Chief Nurse presented the proposal for the Patient Engagement Strategy.  The report 
had been written in partnership with the Patient, Family and Carers’ Collaborative, and 
described how the Trust will build on its current and developing approach to effective 
engagement and involvement of patients, families, carers and members of the local 
community in the development, delivery and monitoring of the services the Trust provides.  
The report demonstrated changes that have been made since the publication of the first 
strategy in 2015; the four key aims identified by patients and local communities as being 
essential to ensure meaningful involvement in the services provided, and the Trust’s plans 
for further developments.  The number of people who tell the Trust about their experience of 
Trust care has increased from approximately 3,200 per month to over 5,000, and the 
diversity of the Patient Experience Group has increased.  The Associate Chief Nurse - 
Patient Experience (ACH-PE) thanked the Executive team for their commitment to the 
principle of patient engagement.  The Chair expressed the Board’s thanks to Sarah Balchin, 
the ACH-PE, and her team for this clear and straightforward strategy.   
 
The Board noted and approved the strategy. 

  
261/18 Corporate Objectives Balanced Scorecard  

The Director of Strategy and Performance presented the Corporate Objectives Balanced 
Scorecard and commented that work was ongoing to update the whole of the Integrated 
Performance Report, including the scorecard, to review and streamline the input.  It is 
intended to have an update for February Board.  The Chair asked that when the update is 
available in February, it should include information about how the data is transferred and 
analysed before it is added to the report.  The assistance of Non-Executive Directors in the 
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re-design of the IPR was noted as likely to be valuable, and Martin Rolfe and Roger Burke-
Hamilton volunteered to assist.  Christine Slaymaker asked which of these indicators NHSI 
would recognise as being an improvement on 18 months ago and was not sure this could be 
answered.  David Parfitt commented that at some point in the future it may be useful to ask 
Internal Audit to look at the process and how that is working.  The CEO thanked the Board 
members for their patience whilst the IPR was reviewed and changes made. 

ACTION: DSP 
 
The Board noted the report.  

  
262/18 Quality and Performance Committee feedback 

The Chair of the Committee presented the feedback and drew the Board’s attention to the 
section on mental health service provision.  It had been acknowledged at the Committee 
meeting that the Trust and system partners need to move into a new phase of service 
planning, delivery and reporting, rather than continuing in the medium to long term with 
current arrangements.  The Committee had noted that mortality rates continued to improve, 
and that the representative of the Clinical Commissioning Group had advised that PHT 
mortality levels had been removed from the CCG’s risk register as a result of the impressive 
work on mortality that had been led by the Trust’s MD.  Although performance against the 
four hour standard was still not where it should be, work continued and there were 
encouraging signs around the half term break in October that the winter plan is being 
implemented well and having a beneficial impact.   
 
The Committee had heard that performance against the cancer access standard was in fact 
better than initially reported.  Work is underway to refine pathways in a number of areas 
covered by the 18 week referral to treatment (RTT) standard, and there were some 
associated improvements in some waiting list levels.  The Medicine & Urgent Care Division 
had reported improvements in stroke services, but there remained a risk relating to the Joint 
Advisory Group accreditation of the Trust’s bowel screening service, as facilities do not 
prevent mixed sex accommodation.  Associated works are planned and plans to mitigate the 
impact of lack of division between the sexes are in development. The Committee welcomed 
the way that risk management was being more effectively driven, and complimented the 
teams on their work.  The Chair commented that she was mindful of the workload of the 
Committee and was aware that the Committee Chair and the Executive Lead were going to 
review and refine the work programme.  The CEO commented that discussion in Quality and 
Performance had always been heavy, and in view of the new Divisional structure and the 
performance and accountability reviews, it may be possible to step down some of the 
Committee’s work.   
 
The Board noted the feedback. 

  
263/18 Safety, quality and operational performance report analysis 

The MD presented the report.  He re-emphasised that there is a planned review of the way in 
which the quality of mental health services are reported to the Board, and drew attention to a 
reduction in the number of pressure ulcers reported since September. The MD also sought to 
highlight the work of the Surgical and Outpatient Division which has implemented a rigorous 
approach to assessment and addressing the needs of patients who are identified at risk of 
pressure area damage.  The pages of the IPR which address medication incidents include a 
snapshot of learning from reported incidents and a retrospective review of incidents recorded 
on DATIX, which suggested that in the region of 700 of those would not have happened if 
there was an electronic prescribing system in place. 
  
The MD highlighted that there have been no reported cases of CDiff, and that although the 
first small cluster of Norovirus cases had been noted, these had been managed promptly and 
well.  Unfortunately there were two Never Events during October and both of these related to 
the insertion of naso-gastric tubes.    Both of these incidents have had an early high-level 
review at the Serious Incident Panel and that has ensured that early learning has been 
communicated quickly.  A detailed paper will be brought to Board in January. 

ACTION: MD 
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In addition, the MD noted that there had been progress with identifying and responding to 
sepsis, and there was optimism about the positive impact of the new Sepsis Lead post.  The 
Stroke Team has achieved a Level B score in the Sentinel Stroke National Audit Programme 
(SSNAP) and there has been progress against dementia screening – as a result there was 
confidence that the Board would see target compliance achieved next month.   
 
The CEO added that national funding had been announced to support implementation of an 
electronic prescribing system, and advised that the Trust intended to submit an application 
by the 31 January 2019 deadline.   
 
The Chief Operating Officer (COO) presented the operational report, drawing particular 
attention to the performance against the four hour access standard during October.  Daily 
attendance rates had on some days exceeded 390, and these high levels of attendance were 
contributing to some of the static performance.  An analysis of this continual high attendance 
was underway, looking at reasons for attendances and whether there was any correlation 
with particular GP practices.  Implementation of the winter plan has been seen to have had a 
beneficial impact on occupancy rates during October.  The flow through the hospital is 
improving, as many of the Winter Plan schemes, both internal and external to the Trust, start 
to take effect  An action taken to help address this problem is the creation of a senior nurse 
role in Medicine to go to ED to ensure ambulatory patients are managed more effectively.  
The initial findings from this initiative are positive.   
 
The workforce position in the Emergency Department, Medicine for Older People & 
Rehabilitation team and Acute Medicine continues to be a challenge.  Key amongst priorities 
for the staff in these areas is increasing ‘early bird’ discharges and other discharges before 
midday.  NHS Improvement is helping the ED team with flow and internal processes through 
the ED but there remains a lot of work to do to achieve the emergency access standard in a 
more sustainable way. 
 
The COO commented on the Winter Plan.  He noted that the CT scanner had been 
operational for five weeks, and had been the first part of the winter plan to go live.  The new 
modular discharge lounge is open and available, and is being used well.  There are two 
further parts of the winter plan to be implemented in the next few weeks - additional beds on 
A6 and the opening of a Frailty Assessment Unit to further support ED performance.  
 
The COO continued by saying that it was a pleasure to advise the Board that the cancer 
standards had been achieved across all eight standards in October and across the first two 
quarters of the year, which is testament to the amount of work being undertaken to review 
cancer pathways and improve delivery.  Keeping up with increased demand, and creating 
imaging capacity are key amongst the risks and concerns currently facing the Trust.  One of 
the most challenged specialties is Urology, and a visit from NHSI to undertake a deep dive is 
scheduled for next week.  The Chair thanked the COO and the team for the work that has 
been achieved in this area. 
 
The COO commented that the performance against the diagnostic standard of 99% of 
patients waiting six weeks from the date their test was requested until the date the test is 
performed was at 96.8%.  There have been a lot of challenges to performance in this area, 
from increased referrals to imaging resource problems.  The delivery of the additional CT 
scanner has had a positive impact, but sustainability of the service is key to throughput, and 
a paper is intended to be brought to Board in the next couple of months outlining plans to 
increase capacity further. 

ACTION: COO 
   

Achievement of the Referral to Treatment (RTT) access standard is below the agreed 
trajectory and the operational team is now meeting weekly to focus on improved delivery.  
There were three 52 week breaches.  The Ophthalmology waiting list will see a reduction of 
around 1600 patients in the new year as a result of reorganisation of clinical templates and 
associated increases in capacity.  December will see the implementation of a plan which will 
deliver a reduction in the time that patients wait to be treated.  Gastroenterology remains an 
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area of challenge; there is an increase in the number of clinics being mapped at the moment, 
and these will be set up for the rest of the year.  The number of operations cancelled on the 
day is reducing as a result of a lot of work being undertaken in this area and emphasising the 
need to ensure that operations are not cancelled. 
 
The Chair and the Board thanked the teams for their hard work, particularly at this time of 
year.   
  
The Board noted the report. 

  
264/18 Quality Recovery Plan (QRP) 

The Director of Governance and Risk presented the plan, explaining that it had been 
discussed at Quality & Performance Committee in November and was a fast moving 
programme.  There were now twice weekly situation reporting (sitrep) meetings which were 
led by the Chief Nurse, and are supported by a programme of scrutiny and checks.  A new 
version of the report will go to the Quality Recovery Group on Monday and would be more 
objective, using the CQC’s own ratings.  The CQC has advised that it will review progress by 
re-inspection focusing on the “must do” elements.  The timing of any re-inspection was 
unknown.  
 
The Board noted the updated plan. 

  
265/18 Research and Innovation quarterly report 

The Medical Director presented the report, commenting that it described a hugely positive 
picture of research and innovation activity in the Trust.  PHT was very proud to be ranked in 
the top three nationally for recruitment in a wide range of specialities.  In the last quarter, 785   
commercial studies have recruited on time and to target, and in the last 12 months the Trust 
has improved delivery of all clinical trials to time and target from 86% to 92% which is above 
the national average.  The department has recently secured external funding from the 
National Institute of Health Research (NIHR) i4i programme and Asthma UK, with other bids 
currently under review.  The Trust Leadership Team (TLT) has agreed the formation of a new 
Research and Innovation Steering Group which is due to meet for the first time in early 2019.   
The Trust’s Patient Research Ambassadors have secured external grant funding from the 
Wessex Clinical Research Network (CRN) to develop their training and communication 
materials, and were awarded the CEO’s award for outstanding achievement at the recent 
Pride of Portsmouth Awards. 
 
The Board noted the report. 

  
266/18 Learning from deaths   

The MD presented the report and commented that this was the fourth report following the 
publication of the National Quality Board report on learning from deaths, and that since the 
last report the Trust has continued to develop the systems and processes required to meet 
the relevant requirements.  The Trust has fully implemented the Learning from Deaths policy, 
and all adult inpatient deaths are reviewed at the Mortality Review Panel.  98.9% of deaths 
were reviewed in quarter one.  The learning themes from this quarter include communication 
between teams, delays in discharge planning, funding queries preventing discharge to 
preferred place of care, and issues relating to continuity of care impacting on timely decision 
making.    The Chair observed that whilst there were improvements in end of fife care, 
communication between wards and the barriers to ambulance transfers to the Rowans 
Hospice were still significant issues.  The MD responded by stating that when such issues 
occur, they are discussed and overall there are far fewer problems than there were a year 
ago.  The Chief Operating Officer noted that the Continuing Health Care (CHC) fast track 
decision making process is continuing to improve.  The Chair noted the very valuable 
contribution to end of life care made by  volunteers who sit with patients at the end of their 
life when no family members are  available.  
 
The Board noted the report.  
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267/18 Workforce and Organisational Development Committee feedback 
Gary Hay, Chair of the Committee, presented the feedback and commented that there had 
been good conversations at the meeting about flexible working, which had arisen from exit 
interviews.  The Professor Lewis report findings and the associated recommendations were 
also discussed and the Committee had highlighted the importance of having clear priorities 
for action.  There had also been discussions regarding the Investors in Diversity Board 
Diagnostic Feedback which had been completed by the Board in June.  It was suggested 
that this be brought back to the Board for further consideration.  There had also been a 
discussion on the progress made to date against each of the Workforce Cost Improvement 
Programme (CIP) schemes, which predominantly focused upon the use of premium and high 
cost agency staff, and on premium payments to staff.  It was noted that, with the exception of 
two schemes, all were failing to deliver and work to identify how this shortfall will be 
addressed must continue. 
 
The Board noted the feedback.   

   
268/18 Behaviours in the workplace review    

The Director of Workforce and Organisational Development (DWOD) presented the report.  
She reminded the Board that an independent study into workplace behaviours had been 
commissioned from Professor Duncan Lewis by the Trust in late 2017 in response to alleged 
incidents of bullying and harassment.  The findings of the report, together with its 
recommendations, were received by the Trust Leadership Team in September.  There had 
been 1,150 responses to Professor Lewis’ request for feedback about the Trust.  The report 
recognised that many managers were doing a good job, but highlighted that 236 members of 
staff had experienced concerning behaviour, and that bullying had occurred in some 
departments, but that this was not widespread.  The DWOD advised that she would be 
leading a steering group to ensure delivery against the recommendations and coordinate 
activity across the different work programmes.  Progress would be reported through the 
Workforce and OD Committee.  An all-staff email had been sent by the CEO, highlighting the 
key issues in the report and the Trust’s response to them.  Divisions had also been 
encouraged to issue their own tailored communications from their leadership teams to 
reinforce the message.   
 
The Board noted the report 

  
269/18 Culture Change Programme 

The DWOD presented the report concerning the three year culture change programme 
formally launched in the Trust in March 2018.  The programme was broken down into three 
phases; Diagnostic, Design and Delivery. Phase one had been undertaken by 15 Change 
Agents who set out to identify the current culture of the organisation and how it needs to 
change to ensure delivery of the Trust’s strategy.   The Change Agents had engaged directly 
with approximately 300 members of staff and referenced multiple sources of data to 
triangulate their findings.  A number of recommendations have been made and the findings 
were presented to the Board in October.  The feedback from Professor Lewis has now been 
included in this work.  The Design phase will now begin   and updates will be provided to the 
Board as the work progresses.   
 
The Chair was concerned that overnight and weekend staff may not have had the 
opportunity to speak with Professor Lewis.  The DWOD and CEO responded, assuring the 
Board that all staff were encouraged to come to site or to make contact in other ways, and 
that some out of hours staff had done so.  Roger Burke-Hamilton commented that the report 
did not address whether any of the staff identified as having carried out bullying behaviour 
were themselves experiencing bullying.    The DWOD advised that this issue would be 
picked up in the response to Professor Lewis’ report.  The MD added that being able to 
challenge in a way that is respectful and not considered as anything other than appropriate 
professional challenge must be at the heart of successful culture change.  Martin Rolfe 
commented that Professor Lewis’ report is focussed on management relationships, but that 
there should also be consideration of a piece of work which addresses peer to peer 
relationships.  The CEO responded by acknowledging that more needed to be done before 
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putting individuals into positions of middle management to ensure sure they have the 
leadership skills to undertake their new roles.   
 
The Chair thanked the Change Agents for the work already done and the board looked 
forward to further iterations of the work. 
 
The Board noted the report. 

  
270/18 Workforce and Organisational Development performance report analysis 

The DWOD presented the report.  She highlighted the vacancy figure of 438, of which 347 
were registered nurse posts.  The non-registered nursing numbers appear to be 43 over 
establishment, but these include a number of band 4 Healthcare Assistants in post to help 
cover registered nurse vacancies, and overseas staff currently being paid at band 3 level 
while awaiting admission to the register and consequent transition into a band 5 role.  The 
size of the temporary workforce continues to exceed the number of vacancies which is 
subject to a deep dive analysis by the HR team, with a view to reducing usage of temporary 
staff.  There has been a re-set of ward establishment numbers, which will be helpful, as will 
continued efforts to recruit more nurses.  There are a further 37 registered nurses joining the 
Trust in November, and 48 already scheduled for next year.   
 
Appraisal compliance is at 76.7%, below the target of 85%.  A new appraisal form has been 
piloted, and in the relevant area there has already been an increase in the number of 
appraisals being completed.   Essential skills training compliance remains marginally above 
target at 88.6%. Sickness absence rates are still a challenge at 2.7% and the Divisional HR 
Business Partners are focused in this area.  Some disparity between the number of staff self 
identifying as members of the Black, Asian and Minority Ethnic (BAME) community, and the 
number identified by the Workforce Race Equality Standard (WRES) data was noted and will 
be addressed by the Workforce and OD Committee.  The Beyond Boundaries programme for 
BAME staff previously mentioned by the CEO was noted.     
 
Christine Slaymaker asked about a reference in the report to flexible working, and what that 
meant.  The DWOD explained that a variety of flexible working packages are being reviewed, 
and before these are offered to staff they would be discussed at length and reviewed in the 
appropriate forums.  Martin Rolfe added that there are a great many organisations with the 
same problem, from which there would undoubtedly be learning available to the Trust.   
 
The Board noted the feedback. 

  
271/18 Finance and Infrastructure Committee feedback 

The Chair of the Committee presented the feedback, explaining that the Committee had 
reviewed the financial position for the period to the end of October, noting in particular the 
challenges presented as a result of continuing high demand and associated above-plan 
levels of expenditure on workforce.  In addition, the Committee had discussed risks 
associated with failure to use all of the Capital Resource Limit and key processes for 
ensuring that health records entries are coded appropriately to ensure full payment.  The 
Committee will be provided with further assurance in relation to the capital programme in 
December, based on submissions due to be made to NHS Improvement.  The quarter two 
year end forecast review was presented to the Committee which was satisfied that the 
information was comprehensive and sufficient to gain a good understanding of the key 
factors impacting on the year-end financial position.  
 
A business case for the Pharmacy Distribution Centre had been discussed, but the 
Committee had sought further assurance in relation to costings before it could approve the 
proposal.  The committee also reviewed current infrastructure work, noting that there are 
multiple projects underway.  The positive results of the recent fire safety audit had been 
welcomed by the Committee.  
  
The Board noted the feedback. 
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272/18 Financial Performance report analysis 
The Chief Financial Officer presented the report and commented that at the end of October 
2018 the Trust had incurred a deficit of £21.8m, an increase of £3.2m since the previous 
month and a variance to the in-month plan of £2.9m.  The key risks to delivery of the year-
end forecast were failure to achieve the £35m Cost Improvement Plan (CIP) target, shortfall 
in delivery of the 2018/19 activity plan, and increases in costs driven by non-elective activity 
pressures.  Plans to improve the CIP performance to recover this position are currently being 
developed by divisional teams.  

Clinical income is above plan by £1.8m at the end of month 7.  The position is driven by over-
recovery against plan through the Aligned Incentives Contract (AIC) and higher than planned 
income from pass-through items such as high cost drugs and devices, reflecting above 
planned levels of expenditure for these items.  This means that the over-recovery of income 
for pass through items does not make a positive contribution to the Income and Expenditure 
account, and the reported shortfall in income from variable activity contracts is a contributory 
factor to the adverse position reported at the end of October.  Other income is favourable to 
plan - this relates mainly to education income and changes in provider to provider 
agreements.   

The COO commented on the CIP plans, and reported that each divisional position is checked 
and challenged on a weekly basis, with subsequent weekly oversight of delivery of 
associated recovery activity.   The CFO reported that cash flow was being monitored very 
carefully but remains a fluid position as a result of additional allocations.   

Christine Slaymaker asked about spend on agency staff and the reductions in costs that had 
been sought as part of the re-procurement of staffing agencies.  The CFO replied that a 
material reduction in expenditure as a result of the process which had been undertaken 
would only materialise if demand for agency shifts was also impacted.  The CEO added that 
the agency request point was a significant issue and problems had existed for some time.  
The number of requests has been reduced and the bank provider is now being used more 
effectively.       

The Board noted the report. 

273/18 Committee Terms of Reference 
The DGR presented the report and requested the ratification of the Terms of Reference for 
the Board’s Committees.  She also asked the Board to give effect to the Audit Committee’s 
recommendation that the current Scheme of Delegation be extended until the end of January 
to allow for further amendments to be completed. 

The Board ratified the Terms of Reference and delegated to the Audit Committee the 
authority to the make a minor change to its Terms of Reference.  In addition, it approved the 
extension of the current Scheme of Delegation until the end of January. 

274/18 Directors and Non-Executive Directors’ comments 
Inga Kennedy commented that it had been a long meeting but there had been good 
discussions regarding quality and performance. Gary Hay said there had been good 
oversight of quality and workforce issues, and that the culture change work discussed during 
the meeting is crucial.  However, as a NED he felt concern about the lack of clear sight 
around finances.    The DSP, DCE and DWOD said they were pleased with the conversation 
that had taken place around the culture change work and the transparency with which the 
matter was being addressed.   The COO felt that management performance is absolutely 
linked to the cultural belief that all staff do the best they can and aspire to be the best that 
they can be.  The COO’s view was that the Board recognises the challenges the Trust faces 
but he believes that progress is being made.  Roger Burke-Hamilton commented that he felt 
financial challenges are still being addressed at a tactical, rather than strategic, level.    The 
MD felt that the culture changes discussed now provided a clear way forward for a wide 
range of improvements.  Christine Slaymaker commented that, early in the meeting, she 
asked which indicators NHS Improvement might recognise as improving, and that during the 
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course of the meeting she had identified that learning from deaths, stroke performance, 
dementia screening, cancer standards and OPEL patterns were all on an improving 
trajectory.  The DGR was keen to receive feedback by email, on the practical issues of the 
day such as the venue.  Martin Rolfe felt that having been transparent around the Professor 
Lewis Report had been very beneficial to the Trust, and that identification of the problems 
cited meant that they could now be addressed. The CN commented that the discussions 
today had provided evidence of real stewardship across the organisation of public finances 
and well-being.    David Parfitt was keen to understand how the Professor Lewis report would 
be followed up.   It was agreed that this significant piece of work should be considered 
periodically in the strategy section of the Board agenda.  

  
275/18 Record of Attendance 

Noted. 
  
276/18 Opportunity for the Public to ask questions relating to today’s Board meeting  

None. 
  
277/18 Any Other Business 

None. 
  
278/18 Additions to the Board Assurance Framework and Risk 

None. 
  
279/18 Next  Trust Board  

 
Date of Next Meeting: Thursday 3 January 2018, 9.30 am in the Oasis Centre 
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Minute Agenda Topic Summary of Action required  Owner Due 
Date  Update  

Status 

June 2018 

094/18  
Safety, Quality & 
Operational 
Performance  

Never Events: a report outlining the 
associated learning was requested to 
be brought to a future board 

MD Jan ‘19 

Report on learning from recent Never Events on 
January Board agenda.   
 
Further Never Events will be notified to the 
Board through the IPR. 

Current 
action 
completed 

104/18  
Workforce & OD 
Committee 
Feedback 

The Board noted that a revised 
Workforce and OD Strategy would be 
submitted to the Board in due course 

DWOD Mar ‘19 

The first draft of the strategy will be discussed at 
W&OD Committee in December.  The final draft 
will be presented to the Board for consideration 
and adoption in March.  
 
Item added to Board work programme for 
March. 

Current 
action 
completed 

July 2018 

129/18 Safer Staffing 

The report would be taken through the 
Workforce Committee, following which 
it would return to the Board.  The front 
cover should include confirmation the 
proposal had been risk assessed and 
been through the internal management 
processes 

CN Dec ‘18 

The Safer Staffing paper will be presented to the 
January Workforce & Organisational 
Development Committee, and subsequently to 
the February Board meeting.   
See also action 166/18  

Action 
replaced 
by 166/18 

134/18 
Workforce & OD 
Performance 
Report Analysis 

The Board requested that the policy 
relating to capability and disciplinary 
procedures took account of BaME 
cultural and religious considerations 

DWOD Jan ‘19  

All relevant employment policies have been 
reviewed and revised as appropriate.   
 
Ongoing monitoring of the equality of application 
of such policies is conducted via the Equality, 
Diversity and Inclusion Group. 

Current 
action 
completed 

August 2018 

154/18 
Quarterly IT 
Strategy 
Development 
Update 

The Trust reviewing external support 
and would report back to the Board by 
the end of the year 

DSP  Jan ‘19 

An update on the development of the IT strategy 
will be presented to the Board in January, with 
the full draft strategy expected at the March 
Board meeting.   
 
Item added to Board work programme for March. 

Current 
action 
completed 
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164/18 Audit Committee 
Feedback 

The Reservation of Powers Policy 
required amendment and was 
extended to permit this work 

DGR Jan ‘19 

Revised policy to be presented to the Audit 
Committee 14.01.19 and subsequently to the 
February Board meeting. 

Item added to the Board work programme for 
February.  

Current 
action 
completed 

166/18 
174/18 

Board Work 
Programme 

To move the Safe Staffing Report to 
the December 2018 Board meeting to 
allow for it to be reviewed at the 
Workforce Committee. 

CN Dec ‘18 

The Safer Staffing paper will be presented to the 
January Workforce & Organisational 
Development Committee, and subsequently to 
the February Board meeting.  

Item added to the Board work programme for 
February.  

Current 
action 
completed 

September 2018 

172/18 Staff Story 

Macmillan Psychology.  The Chief 
Financial Officer noted that there was 
an opportunity, with the introduction of 
the Divisional Finance Managers, to 
look at the service and consider a 
business case for its expansion.   

CFO Dec ‘18 

The Board will be apprised of the outcome of the 
discussions about the extension of the service in 
the Cancer Strategy paper to be presented to 
the Board in April. 

Item added to the Board work programme for 
April. 

Current 
action 
completed 

182/18 

Safety, quality and 
operational 
performance 
report analysis 

The MD commented that although the 
data suggested that the incidence of 
healthcare acquired infections (HCAI) 
is no longer increasing.  It was agreed 
to ask the Associate Director of 
Infection and Patient Safety to obtain 
the latest standards and undertake a 
gap analysis which would be shared 
with the Board in due course. 

MD Jan ‘19 

Report will be produced for the January Infection 
Management Committee meeting, and 
subsequently the Quality & Performance 
Committee on 25th January and to the Board in 
February.   

Item added to the Board work programme for 
February. 

Current 
action 
completed 

182/18 

Safety, quality and 
operational 
performance 
report analysis 

It was agreed that time would be made 
available at a Board workshop to 
discuss the issue of unscheduled care 
in detail.   

DGR Jan ‘19 On April board workshop agenda. 
Current 
action 
completed 

184/18 Learning from 
Deaths 

A workshop on Learning from deaths 
was requested. DGR Jan ‘19 On January board workshop agenda. 

Current 
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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 
Criteria will be included in reports on planning 
process presented to Committees during 
February.  

Ongoing 

October 2018 

214/18 
Finance & 
Infrastructure 
Committee 
Feedback 

The Committee had recommended 
inclusions on the Risk Register in 
respect of Water Safety, and the 
estates agenda and the year-end 
financial position.  The DGR agreed to 
discuss with the CFO 

DGR / 
CFO Dec ‘18 Relevant items added to Corporate Risk 

Register. 
Current 
action 
completed 

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 Discussions in support of revisions underway.  Ongoing 

November 2018 

235/18 Board Assurance 
Framework 

Review of BAF 12 and report back to 
the Board via the CEO’s next report DGR Dec ‘ 18 BAF revisions proposed via Chief Executive’s 

report on December agenda.  
Current 
action 
completed 

December 2018 

261/18 
Corporate 
Objectives 
Balanced 
Scorecard 

To include information about how the 
data is transferred and analysed 
before it is added to the report in the 
revised IPR 

DSP Feb ‘19 

263/18 
Safety Quality and 
Operational 
Performance 
report analysis 

To bring a detailed paper to Trust 
Board in January 2019 MD Jan ‘19 Paper on agenda for January Trust Board 

Current 
action 
completed 

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 Feb ‘19 
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Report to Trust Board Public – January 2019 

 
Agenda Item Number: 005.19 

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, 14, 23  
CRR  1, 2, 4, 5, 6, 7, 11, 12, 14 
 

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 

3 January 2019 
 
 

 
 

1. 
 
 
 
 
 
 
 
 
 
2. 
 
 
 
 
 
 
 
 
 
 
 
 
 
3. 
 
 
 
 
 
 
 
 
4.  
 
 
 
 
 
 
 
 
 
 
 
 
 
5. 
 
 

Capital investment for urgent care  
On 7 December we were delighted to learn that we have been successful in our bid for 
capital investment to transform our urgent care services at the Queen Alexandra 
hospital. Secretary of State Matt Hancock MP visited the hospital to coincide with the 
announcement and was joined by local MPs Penny Mordaunt and Alan Mak. All of our 
local partners have been extremely supportive of our bid and I have written to them all 
to express our thanks and gratitude. Director of Strategy and Performance, Penny 
Emerit is our Senior Responsible Office for the project and will bring an update to the 
Board in due course outlining the next steps.  
 
IT strategy  
As Board members will be aware, it is a priority for the Trust to upgrade our IT systems.  
This has been a strategic risk facing our organisation for some years Whilst we have 
some fantastic examples of technological developments within the Trust, some of which 
we have created by our own teams, staff frequently tell us that the experience of using our 
IT causes some very real frustrations on a day to day basis. We are fortunate to have 
received external funding for digital transformation and we now in the process of identifying 
how this can be used to best effect. In December we started a series of engagement 
events with staff to get their feedback and input into what our priorities should be, in 
parallel to addressing risks previously identified.  Developing our IT capability and 
infrastructure is fundamental to addressing the challenges we face, increasing our 
efficiency and most importantly improving our patient’s experience. The strategy will be 
brought to the Board for review in March.  
 
Solent Acute Alliance 
The Solent Acute Alliance is the key vehicle driving partnership working between 
ourselves, University Southampton NHS Foundation Trust (UHS) and the Isle of Wight 
NHS Trust. As of 1 January I have taken over the role of Senior Responsible Officer for 
the Solent Acute Alliance and will hold this position for six months. Throughout this 
period I will be working with Peter Hollins, Chair of UHS and other Chairs and Chief 
Executives and will continue to keep the Board updated on relevant programmes of 
work. 
 
Avoidable Harm  
The table below provides an overview of the harm incidents which have occurred in the 
month of November. Further detail is provided in the Integrated Performance Report.  
 

 Monthly 
figure 

Year to 
date figure 

C Difficile  0 16 
MRSA 0 2 
Ecoli  9 55 
Grade 4 avoidable pressure ulcers  0 1 
Falls which cause moderate, severe or 
catastrophic harm  5 30 

Never Events  0 4 
 
NHS Regional Talent Board – SE England 
The NHS Leadership Academy has established four Regional Talent Boards across the 
country to provide oversight of talent management activity at regional level and encourage 
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collaboration towards a whole system approach to talent. I have been invited to join the 
South East Regional Talent Board alongside representatives from some of our 
neighbouring provider organisations, Clinical Commissioning Groups and Regional Arm’s 
Length bodies (ALBs) This is an approach which I wholeheartedly endorse as it should 
shape the future for development of leaders across the region.. I am unable to make the 
first meeting as it takes place on 3rd January and clashes with today’s Board meeting but I 
look forward to contributing to future discussions and activity to support this important 
piece of work.  
 
NHS Long Term Plan and 9/20 Planning Guidance 
On Thursday 20 December I attended a meeting hosted by Simon Stevens, Chief 
Executive of NHS England and Ian Dalton, Chief Executive of NHS Improvement to 
receive an update on the NHS Long Term Plan which we now expect to be published 
during January.  
 
The NHS Planning Guidance for 19/20 was published on 21 December and we are 
working closely with our commissioners and partners to ensure our local planning 
process is aligned to the timetable issued. A comprehensive overview of the planning 
requirements for 19/20 will be presented to the Trust Board in February. 
 
Smoke free PHT 
In less than two weeks, on 14 January we will be going smoke free across PHT. As 
previously highlighted, our campaign to make our premises smoke free aims to help 
protect people from the harmful effects of second-hand smoke on-site and will be 
implemented by providing support and guidance to help smokers quit. Revised signage 
will be visible throughout the hospital promoting our ‘we share clean air’ mission. We 
have so far trained over 30 Smoke Free Ambassadors within the Trust to signpost 
smokers to support services to help them stop smoking.   
 
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. 
 
While reducing gradually over the last four months as at the end of November 2018 the 
total waiting list remains higher than our plan.  This is due to both increases in demand 
(referrals) across several specialities and capacity constraints, such as theatre 
refurbishment and staffing shortfalls. Work continues to reduce the waiting list with 
additional plans for increased capacity in the last quarter of the financial year both at 
weekends, and by completion of theatre refurbishment. In addition speciality specific 
recovery plans in ENT, Oral surgery, orthopaedics and ophthalmology are delivering, but 
offset against unpredicted increased referrals in other specialities.  There is a weekly 
executive led review of performance against activity plan to ensure all opportunities to 
maximise efficiency are taken. 
 
The number of patients waiting more than 40 weeks continues to reduce.  Unfortunately, 
there was a single patient who waited longer than 52 weeks for treatment in November, 
which will be addressed by our Chief Operating Officer in the operational update provided 
later in this meeting. The longest waits remain for gastroenterology where a weekly 
clinically led MDT meeting is in place to ensure all patients are reviewed and progressed in 
a clinically appropriate time period. 
 
Michael McDonnell visit  
On 14 December I was pleased to welcome Michael MacDonnell to QA as part of a wider 
visit to NHS organisations across Hampshire and the Isle of Wight. Michael is a Director at 
NHS England responsible for overseeing integration and it was a great opportunity to 
provide him with further detail on the work we have been doing with our partners in the 
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community to improve flow and timeliness of discharge for our patients.  
 
South Central Ambulance Service Board meeting 
On 29 November Paul Bytheway, Chief Operating Officer and Dr John Knighton, 
Medical Director were both invited to attend the Board meeting of South Central 
Ambulance Service to provide an update on our plan for winter. SCAS is one of our key 
partners in the Portsmouth and South East Hampshire system and has worked closely 
with us throughout our planning for winter, but this was an opportunity for us to provide 
a formal update to their Board which was well received. We plan to hold a further 
session in the Spring to share the learning from this winter from the perspective of both 
organisations. 
 
NHS England and NHS Improvement: working closer together 
On 11 December NHS England and NHS Improvement announced their joint senior 
leadership team. As part of closer working arrangements between the two organisations, 
they will share a new combined management group, chaired by the two chief executives, 
Simon Stevens and Ian Dalton. Under the new structure, there are seven integrated 
regional teams who will oversee performance in their region, as well as supporting local 
system transformation.  The Regional Director for the South East region has been 
confirmed as Anne Eden. We have of course been working closely with Anne since 2016 
and her support and guidance has been much appreciated. I look forward to continuing to 
work with her in this new role. 
 
NHSI visit re cancer pathway  
During December a team from NHS Improvement spent the day at the Trust reviewing our 
Prostate Cancer Pathway and the overall progress on developing the cancer services 
team.  NHS Improvement fed back on the day that they were impressed with the teams 
who were clearly working together to ensure patient pathways were being fully optimised, 
and that the Trust had set a very high bar.  There was particular recognition of how the 
clinical and non-clinical teams worked closely together, and the rigour of oversight at an 
individual patient level.  The team recommended actions that will drive future pathway 
improvements, whilst recognising both capacity and funding constraints.  A full report with 
recommendations is expected to be shared with us in due course. 
 
EU Exit 
On 21 December the Department of Health and Social Care (DHSC) issued guidance to all 
NHS Trusts referencing the planning requirements to be initiated in readiness for a no-deal 
Brexit, should this be required. An update is provided by the Chief Operating Officer later 
on the agenda. 
 
Top three concerns 
The top three concerns facing the Trust remain similar to those reported in December: 
 
a) I continue to be concerned about the Trust’s financial position, as set out in reports 

elsewhere on the agenda, and our ability to deliver the planned year-end financial out-
turn. 

 
b) In addition, I am aware of the challenge presented by the need to secure, collate and 

present evidence that the Trust has addressed the Care Quality Commission’s 
requirements for improvement, as set out in the Warning Notice served on the Trust in 
August this year.  As Board members will be aware, the period for compliance with the 
Notice has now passed, and the Trust now awaits formal notification of how the 
Commission will seek evidence that the Trust has delivered the changes required.  A 
range of assurance activities, including internal and external stakeholders, is in hand 
and planned for January to help evidence areas of progress or on-going challenge. 

 
c) My third concern remains the ability of the local health and social care system to meet 
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the needs of our community and other service users in the winter months.  Although 
the Christmas and New Year period has passed and we have been in a considerably 
better position than we have done in previous years, there are a number of weeks of 
winter still ahead of us.   

 
All of these concerns are reflected in the Board Assurance Framework and/or Corporate 
Risk Register, as indicated on the cover sheet. 
 
Top three clinical risks 
There are three clinical risks I would like to bring to the Board’s attention: 
 
a) As outlined above, there are a number of specific risks associated with winter pressures 

which continue to require focus.  These include our staffing levels, staff uptake of the flu 
vaccination, our preparedness to respond to cases of flu and pressures on bed 
capacity.  All of these have the potential to compromise patient safety across the site. 

 
b) The inconsistency with which the Trust learns from incidents continues to represent a 

risk to staff and patients.  This position will be improved by the safety campaign due to 
launch in the early new year.      

 
c) There are some services within the Trust which are currently experiencing shortages of 

key consultant staff. In particular this is of concern in oncology and breast screening. 
Whilst concerted efforts are being made to recruit to these areas, these shortages do 
pose a risk to the sustainability of the services.   

 
All of these concerns are reflected in the Board Assurance Framework and/or Corporate 
Risk Register, as indicated on the cover sheet. 
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Paper Title: Proposal for a Maggie’s Centre on the Queen Alexandra Hospital  
Site 
 

Sponsoring Director: Penny Emerit, Director of Strategy & Performance 
 

Authors: Penny Emerit, Director of Strategy & Performance 
 

Purpose: This paper seeks approval from the Trust Board to proceed with a 
project in partnership with Maggie Keswick Jencks Cancer Caring 
Centres Trust to develop a Maggie’s Centre on the Queen 
Alexandra Hospital site. 
Content from this paper will be used to inform a paper to the 
Maggie’s Board on 12th January. 

Action required by the Board/Committee: Decision 
 

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

Background paper to TLT 6th November  
Background paper to Board of Trustees 29th November 
Paper to TLT 17th December 
 

Executive Summary - (This should include a summary of the background, key points and must include risks and 
mitigation. Include the internal scrutiny of compliance with procedures and regulations to ensure the Board and/or 
Committee are assured that due process and rigour has occurred. This must include the recommendations on the way 
forward and the “criteria for success” ) 
 
The Board of Maggie’s is intending to take a paper on 12th January to consider Portsmouth Hospitals Trust as one of the 
first wave of 20 additional Maggie’s Centres to be in place by 2022.  
 
In order for the Maggie’s Board to approve Queen Alexandra Hospital  as a site for a future Maggie’s Centre, they 
require:  Trust Board agreement for the development of a Maggie’s Centre, a summary of the need for a Maggie’s 
Centre including details of the cancer population served by the Trust and details of existing cancer support services 
with the area or Cancer Alliance, land for a Maggie’s Centre which can accommodate a building of approximately 300-
450m2 and ideally a garden area at a peppercorn rent and demonstration of clinical support for the project. 
 
This paper is intended to provide the information necessary for the Trust Board to provide that confirmation to the 
Maggie’s Board. 
 
Portsmouth Hospitals NHS Trust has been a designated Cancer Centre since 1996 and serves a population of 
approximately 800,000 within the area of southern Hampshire. The Centre is part of the Central and South Coast 
Cancer Network and has close links with the Cancer Centre in Southampton and the Cancer Units in Chichester and on 
the Isle of Wight. In 2009 the Cancer Centre relocated to purpose built facilities at the Queen Alexandra Hospital site, 
which brought together all acute services on a single site and enabled the development of a joint haematological and 
oncology centre and fully integrated oncology at the acute interface.  
 
Maggie’s provides free practical, emotional and social support to people with cancer and their family and friends, 
following the ideas about cancer care originally laid out by Maggie Keswick Jencks. Built in the grounds of NHS 
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hospitals, Maggie’s Centres are places with professional staff on hand to offer the support people need. 
 
This paper proposes that a partnership between Maggie Keswick Jencks Cancer Caring Centres Trust and Portsmouth 
Hospitals Trust to develop a Maggie’s Centre on the Queen Alexandra Hospital site would support delivery of the 
Trust’s strategic aim to fulfil our role for the communities we serve by supporting and enhancing our cancer centre to 
strengthen the services available to patients, their families and staff. 
 
In order for the Trust Board to reach agreement for the development of a Maggie’s Centre, the paper outlines a 
number of key considerations for discussion:  
 

 Potential impact on Portsmouth Hospitals Charity 

 Site options  

 Implications for the PFI 

 Potential financial implications 

 Potential implications for staff 

 Length of commitment 
 
 

Recommendations:  
The Board is asked to: 

 Discuss the risks and opportunities outlined in this paper with specific reference to the considerations outlined, 

 Support the current range of site options, noting that a preferred site will be agreed between PHT and Maggie’s 
following Maggie’s appointment of an architect, 

 Note that further work is required to negotiate and sign the Heads of Terms as identified in the considerations 
above, 

 In that context, approve the project to proceed with a Maggie’s Centre on the Queen Alexandra site. 
 

Key Risks Identified: As set out in key considerations 
 

Links to BAF/Risk Register: None identified 
 

Quality Impact Assessment Form See attached at Appendix A 
 

Equality Impact Assessment Form See attached at Appendix B 
 

Corporate Objectives (insert  )                                 
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Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 

     

Quality Impact Assessment  See attached at Appendix A 

Equality Impact Assessment  See attached at Appendix B 
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Proposal for a Maggie’s Centre on the Queen Alexandra Hospital Site 

Purpose 

This paper seeks approval from the Trust Board to proceed with a project in partnership with 
Maggie Keswick Jencks Cancer Caring Centres Trust to develop a Maggie’s Centre on the 
Queen Alexandra Hospital site. 

This paper proposes that a partnership between Maggie Keswick Jencks Cancer Caring 
Centres Trust and Portsmouth Hospitals Trust to develop a Maggie’s Centre on the Queen 
Alexandra Hospital site would support delivery of the Trust’s strategic aim to fulfil our role for 
the communities we serve by supporting and enhancing our cancer centre to strengthen the 
services available to patients, their families and staff. 

Background 

Maggie’s provides free practical, emotional and social support to people with cancer and 
their family and friends, following the ideas about cancer care originally laid out by Maggie 
Keswick Jencks. Built in the grounds of NHS hospitals, Maggie’s Centres are places with 
professional staff on hand to offer the support people need. The Centres are places to find 
practical advice about benefits and eating well; places where qualified experts provide 
emotional support; places to meet other people; places to simply sit quietly with a cup of tea. 
The first Maggie’s Centre opened in Edinburgh in 1996 and since then Maggie’s has 
continued to grow, with 20 Centres at major NHS hospitals in the UK and abroad. Maggie’s 
Board strategy is to have ten further centres by 2022 and it would be feasible that a Centre 
at Portsmouth Hospitals Trust could be in the first half of those new Centres.  

Strategic Context 

Portsmouth Hospitals NHS Trust has been a designated Cancer Centre since 1996 and 
serves a population of approximately 800,000 within the area of southern Hampshire. The 
Centre is part of the Central and South Coast Cancer Network and has close links with the 
Cancer Centre in Southampton and the Cancer Units in Chichester and on the Isle of Wight. 

In 2009 the Cancer Centre relocated to purpose built facilities at the Queen Alexandra 
Hospital site, which brought together all acute services on a single site and enabled the 
development of a joint haematological and oncology centre and fully integrated oncology at 
the acute interface. 

The Oncology department sees approximately 3,500 new referrals per year for medical 
oncology and delivers around 22,000 episodes of chemotherapy per year. Clinical oncology 
(radiotherapy) sees around 2,500 new referrals per year and delivers around 34,000 
attendances per year. 

The centre offers combined Haematology and Oncology facilities, which include a combined 
day unit, 3 wards, outpatients department and a radiotherapy department. 

The clinical haematology service investigates and delivers treatment to patients with a 
diverse range of conditions, patients may have non-malignant or malignant conditions. The 
service provided includes treating patients with haemophilia and advice on management of 
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coagulation disorders, diagnostic interpretation to the whole hospital and to primary care 
colleagues and treatment of acute and chronic leukaemia, some lymphomas and myeloma.   

The radiotherapy team at Portsmouth are motivated, enthusiastic and forward thinking in 
their approach to improving the quality of treatment for patients through innovation and 
research. The team is amongst the top recruiters in the country for some clinical trials using 
techniques such as DiBH for breast cancer treatment and 4DCT with IMRT for lung cancer 
treatment. IMRT, VMAT and CBCT are in regular use, treating approx. 50% of radical 
patients with this technique. We are currently working towards the introduction of adaptive 
radiotherapy, using plan of the day. All four Varian iX Clinacs have OBI CBCT & 
IMRT/VMAT and these are being replaced over the course of the next two years. We also 
have brachytherapy and orthovoltage treatment units and pre-treatment facilities which 
include a wide bore CT, simulator and Prosoma virtual simulation software. ARIA patient 
management system links all aspects of the patient pathway together. 

There is a Macmillan Centre at Portsmouth with comprehensive information on all aspects of 
living with cancer and treatment information with links to Cancer Nurse Specialists and Allied 
Health Professionals. The drop-in centre is available to anyone with concerns about cancer 
and offers a variety of supportive services to cancer patients, their families and carers. 

Requirements to be part of the Maggie’s Centres Network 

The Board is asked to provide: 

• Trust Board agreement for the development of a Maggie’s Centre 
• A summary of the need for a Maggie’s Centre including details of the cancer 

population served by the Trust and details of existing cancer support services within 
the area or Cancer Alliance 

• Land for a Maggie’s Centre, which can accommodate a building of approximately 
300-450m2 and ideally a garden area, at a peppercorn rent 

• Clinical support 

The strategic context above provides the summary of the need for the Maggie’s Centre. The 
Trust’s strategy ‘Working Together’ identifies the Cancer Beacon Status for Head & Neck 
Cancer Services as one of the services that sets us apart from other organisations and also 
that as part of our role delivering our strategic aim to ‘fulfil our role for the communities we 
serve’ we should support and enhance our cancer centre. 

Site Options 

In terms of the land suitable for a Maggie’s Centre, a site visit was undertaken on 10 
December 2018 by two Maggie’s Directors; the Director of Development and the Property 
Director. There were six potential sites identified, shown on the attached map at Appendix 1. 
Five of the six potential sites are within the boundary of the hospital site, and of those, two 
were identified as preferred sites. The two preferred sites are option 5 and option 6. 

In option 5, a portion of the staff car park would be required and there is an option to share 
the green space above the footpath for a garden for the Maggie’s Centre and the proposed 
memorial garden, this would include a joint contribution to the conversion and ongoing 
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maintenance of this area. This was one of the preferred options due to its close proximity to 
existing green space. 

Option 6 could require some demolition as the site currently includes Victoria, Albert, 
Gloucester and Mary Houses which house a mixture of office and accommodation. A 
Maggie’s Centre and garden would be created and the Trust would need to consider how to 
re-provide any required accommodation from any buildings demolished. The car parking 
would also be addressed to make better use of space. This was one of the preferred options 
due to its close proximity to the main entrance, its visibility and the potential for landscaping 
the surrounding area for the benefit of patients, staff and visitors. 

Clinical Support for a Maggie’s Centre 

We have good clinical support for the proposal demonstrated by the engagement from 
Consultant Surgeons, Consultant Clinical Oncologists and Clinical Nurse Specialists to date. 
There is an initial meeting with wider membership of the Clinical and Patient Leadership 
Group scheduled for January 2019. A Consultant Surgeon and Consultant Oncologist have 
both been involved with visits and meetings with Maggie’s during the development phase of 
this proposal. 

Timeline and Approach 

• Approach to Fundraising
o Each new development is funded through a similar process, which includes

establishing a fundraising campaign to cover the costs of; developing the
centre (capital costs), a ‘moving-in fund (revenue to support the centre for a
given period) and raising the funds

o The Maggie’s capital campaign is supported by a fundraising board, the chair
of which will be a well-connected local business person with an interest in the
area and the work of Maggie’s.

o The capital campaign will run for approximately four years and construction of
the centre will not commence until all of the capital costs have been banked
or pledged and/or to a timetable agreeable to the host organisation.

o Each Maggie’s Centre employs a Centre Fundraising Manager who is
responsible for raising sufficient funds to support the ongoing revenue needs
of the centre which is, on average, £350-650K per annum.

• Key Milestones – see Appendix 2

Considerations 

In reaching a decision about whether to support the development of a Maggie’s Centre on 
the Queen Alexandra Hospital site, this paper identifies some key issues for the Board’s 
consideration: 

• Potential impact on Portsmouth Hospitals Charity – Following the initial fundraising
for the capital and initial revenue costs for the centre, Maggie’s will employ a Centre
Fundraising Manager responsible for raising sufficient funds to support the ongoing
revenue needs of the centre. This could divert current or potential donors from giving
to the Portsmouth Hospitals Charity in favour of Maggie’s. The annual costs of
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running the Centre could be up to £650K per annum. The current draft of the Heads 
of Terms would allow Maggie’s to use the premises for the purposes of fundraising 
and administration.  

• Prioritisation of space on the hospital site in the absence of an agreed estates 
strategy – In addition to the Maggie’s Centre there are a number of other 
developments under consideration for the site including, but not limited to, 
Emergency Department redevelopment, proposal for a memorial garden and re-
provision of office accommodation. Maggie’s engage world renowned architects to 
develop their Centres and there is an opportunity for this to provide benefit beyond 
the development of the Maggie’s Centre. 

• Implications for the PFI – In agreeing to pursue the development of a Maggie’s 
Centre the Trust Board is agreeing to provide the agreed site at a peppercorn rent for 
the duration of the lease (up to 60 years) which will require the land to be removed 
from the PFI agreement to agree a lease between PHT and Maggie’s. This may incur 
some interface costs during construction and beyond in particular for the utility 
connections and we should plan for associated PFI legal and management fees. 
While not a large development, other associated impacts include, another demand 
on a stretched electrical infrastructure, access to public parking and permission to 
construct private car parking and wayfinding to be included on existing Trust signage.  

• Potential financial risks – As currently drafted, the Heads of Terms give Maggie’s the 
right to terminate the lease if the Landlord ceases to have a Cancer Treatment 
Centre at the hospital or relocates a substantial part of its cancer services. In the 
event of termination of the lease, for any reason, PHT would be liable to reimburse 
Maggie’s its original capital expenditure plus any additional capital expenditure 
written down on a straight line basis over the period from the date of the expenditure 
until the original date of expiry of the lease. 

• Implications for staff - Maggie’s seek to recruit the best clinical staff from the Trust to 
run the Maggie’s Centre. Maggie’s Centres are also a source of information and 
support for staff as well as patients and their families. 

• Length of commitment – As currently drafted, the Heads of Terms propose that the 
lease is 60 years and would allow Maggie’s to sub-let to subsidiaries or other group 
companies and assign the whole to another organisation with similar charitable aims. 
It is proposed that PHT should have right of approval of any assignment of the lease. 

Governance and Oversight 

A Steering Group (chaired by Director of Strategy & Performance) and Clinical and Patient 
Leadership Groups are being arranged to start in January. These groups will include 
representatives from partners such as MacMillan and Rowans as well as engagement 
internally from Divisions, strategy, communications, estates and cancer services including 
both staff and patient champions. The Division providing leadership, resource and oversight 
to this programme is Networked Services. 

Recommendations 

The Board is asked to: 

• Discuss the risks and opportunities outlined in this paper with specific reference to 
the considerations outlined above, 
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• Support the current range of site options, noting that a preferred site will be agreed 
between PHT and Maggie’s following Maggie’s appointment of an architect, 

• Note that further work is required to negotiate and sign the Heads of Terms as 
identified in the considerations above, 

• In that context, approve the project to proceed with a Maggie’s Centre on the Queen 
Alexandra site. 
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Appendix 1 – see site map 
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48m long ramp at 1:12
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Paper Title: Quality Recovery Plan update 

Sponsoring Director: Lois Howell, Director of Governance and Risk 

Authors: Jane Druce, Deputy Director of Governance and Risk 
Tracey Stenning, Head of Governance and Quality 
Sarah Trevenna, Sister and Secondee to Governance Team  

Purpose: To provide the Board with a position status of requirements within 
the Care Quality Commission Section 29a Warning Notice and 
associated ‘must do’ actions. 

Action required by the Board/Committee: Discussion and noting 

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

Trust Leadership Team (TLT) – 04 December 2018 
Quality Recovery Group  - 10 December 2018 
Quality & Performance Committee  (non-quorate) - 31 December 
2018 

Executive Summary  
 
The Quality Recovery Plan (QRP) has continued to develop as the Section 29a notice period has now completed (30th 
October 2018). The QRP has therefore shifted focus to include evaluation of the clinical impacts of the Trust approach 
to date, and further actions for long term sustainability. This means that the scored approach to identifying 
achievement of each component has altered to reflect impact achieved, rather than action in process. The approach to 
evaluating successful implementation and positive impact is now aligned to the CQCs approach, and triangulates 
quantitative metrics evidence, with context and other qualitative evidence to agree a comprehensive achievement 
score per requirement.  
 
Further work is underway to support both the immediate requirements of the Section 29a compliance evaluation, and 
embedding a culture of broader compliance and oversight for quality of care, within the Trust and Divisions.   
 
The strengthened governance approach is strongly embedded in the Trust Divisional and Executive clinical team 
priorities, via the divisional nurse director team, and with clear executive support. This includes twice weekly detailed 
operational updates to evaluate the impact of the changes made.  These meetings are chaired by the Chief Nurse with 
attendance from the Divisional Nurse Directors and various other key stakeholders. Compliance and actions are also 
discussed at the weekly Senior Lead Nurse meetings and the weekly Chief Nursing Officer meetings to support Trust-
wide engagement in delivery. 
 
The outcomes are formally reported through this report to the Quality Recovery Group and Quality and Performance 
Committee monthly.   
 
This development has supported strengthening of clinical governance and assurance arrangements, towards an 
embedded and sustainable approach to oversight and management of quality of care compliance that meets both Trust 
and CQC priorities.   
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This report provides a position status of the Section 29a Warning Notice and associated ‘must do’ actions.  It is to be 
noted, that this is a ‘live’ document which is continually being refined and updated. 
 
The key performance indicator dashboard is used to inform the position and is used by the Governance team with 
discussion at the twice weekly meetings. 
To determine compliance with the requirements the CQC ratings approach has been adopted by the Trust. 
 
Section 29a Warning Notice Status 
 
 

 
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 
 

Recommendations:  
None 

Key Risks Identified: Non-delivery of the Quality Recovery Plan will put the Trust at 
continued risk of non-compliance with regulatory obligations. 

Links to BAF/Risk Register: Delivery of the Quality Recovery Plan will help reduce the risk of 
non-compliance with regulatory obligations, and mitigate a number 
of key operational risks already included on divisional and/or 
corporate risk registers. 

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  )                                 
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Safe Effective Caring Responsive Well led 

     
Quality Impact Assessment  Completed – no concerns identified 

Equality Impact Assessment  Completed – no concerns identified 
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 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 
 

Requirement September Status October Status 

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 

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 

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 
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 

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

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

Requires 
Improvement Inadequate 

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

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

3d-  Ensure medicines are stored, checked and disposed of correctly. Requires 
Improvement Good 

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

Requires 
Improvement 

Requires 
Improvement 

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 

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 

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

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

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

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

Requires 
Improvement 

Requires 
Improvement 

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

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 

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

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

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

Requires 
Improvement Inadequate 

10b- The Trust must ensure staff fully complete patient’s records. This includes medical records, nursing records, 
patients’ fluid balance records and patients’ food intake records 

Requires 
Improvement 

Requires 
improvement 

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

Requires 
Improvement 

10d- Doctors must ensure they keep accurate records including name, date, time and bleep number  Data not due 
10e- Staff must complete person-centred and comprehensive records Inadequate Data not due 
11a- The Trust must ensure all staff report all incidents, including staff shortages. Good Good 
11b- Staff must be encouraged to report and learn from incidents, and receive feedback consistently. 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 
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Requirement September Status October Status 

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 

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 

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 

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 
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 

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

15a- The Trust must ensure all staff receive an annual appraisal 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 competence in their role. 

Requires 
improvement 

Requires 
Improvement 

16a- Adult trained nurses who provide care for children must successfully complete children’s competency training 
 Good Data not available 

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 

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

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

Requires 
Improvement 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 

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

Requires 
Improvement 
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Requirement September Status October Status 

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 

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

Requires 
Improvement Good 

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

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 
emergency department for their treatment to begin and their transfer to an inpatient bed. (PITSTOP) 

Requires 
Improvement 

Requires 
Improvement 

24a- The Trust must ensure patient records are stored securely, including in the ED corridor and other escalation areas 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 

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 

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 

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 

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

27a- Review leadership and governance systems in the ED 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 

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 

28b- Ensure maternity services undertake audits and act on findings to improve practices Good Good 
29- The Trust must develop and embed a vision and strategy for the trust and services Good Good 
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How CQC monitors, inspects and regulates NHS trusts (March 2018) 
 
 

 

Aggregated metrics 
[CQC] principles for aggregation, with [CQC] professional judgement to apply 
them... 
 
Aggregated rating will normally be ‘outstanding’ where at least X number 
ratings are ‘outstanding’ and the other ratings are ‘good’.  

Number of underlying 
ratings  

Number (X) of underlying outstanding 
ratings  

1 – 3  1 or more  
4 – 8  2 or more  
9+  3 or more  

 
Aggregated rating will normally be limited to ‘requires improvement’ where at 
least X number underlying ratings are ‘requires improvement’.  

Number of underlying 
ratings  

Number (X) of underlying requires 
improvement ratings  

1 – 3  1 or more  
4 – 8  2 or more  
9+  3 or more  

 

 
 
Ratings characteristics  
 
A core service or trust doesn’t have to demonstrate every characteristic of a rating for us to give that rating.  
 
E.g. if one of the characteristics is deemed inadequate and it has significant impact on the quality of care, this could lead to a total rating of inadequate.  
 
In the same way, trusts don’t need to demonstrate every characteristic of good in order to be rated as good.  
 
Inspection teams use the ratings characteristics as a guide, not as a checklist. They take into account best practice and recognised guidelines. 
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No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
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 

ED MD 
s29A 

Aug 18 

Update from 28/11/18 
• ED sepsis CQUIN for quarter 2 demonstrates 99.01% 

of patients being screened in ED and direct admit 
areas and 72.43% of patients received IV 
administration and empiric review. Improvements 
noted in both areas.  

• ED remain above the national target time to initial 
triage of less than 15 minutes since April 2018, with 
the average being 14 minutes to initial triage time.  

• ED safety checklist compliance shows 95% 
compliance on the 17 days audited in November 
since the introduction onto Oceano. mandatory 
function in Oceano to be rolled out in the New Year 
which will mean that audit data can be pulled directly 
from the system’ 

 
 

 
 Target Sept Oct 
ED Safety checklist 
compliance;  
Source: ED safety checklist audit 95% 

69% 68.5% 

Sepsis CQUIN screened 
 Source: CQUIN 90% 

99.5% No 
data 

Sepsis CQUIN IV and review 
Source: CQUIN 90% 

75.6% No 
data 

ED Nurse Triage within 15 
minutes (minutes)  see #23 

<15 
mins 

12 14 

 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 3 measures unmet 
Inadequate 4+ measures unmet 

 

Comments 
• ED safety checklist currently on paper relying on scanning onto system; senior staff feel this may not give accurate results. 

From November ED safety checklist to be included on Oceano to allow better auditing. 
• ED safety checklist will be mandatory field on Oceano. PITSTOP and ambulance handover processes have been improved, 

to include peer reviews. Actions in place to mitigate these risks and to be monitored through divisional nurse leads. 
• Sepsis CQUINS data released quarterly so data for 3rd quarter not available until 2019.  
• ED safety checklist results sent daily to DND, DD of Governance and Risk, and Chief Nurse  

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.. 

MED 
MD 

s29A 
Aug 18 

Update from 28/11/18 
• Nursing documentation audit show in October key risk 

assessment completion remains high. However 
across medicine, completion of care planning post 
risk assessment compliance has reduced, particularly 
in relation to anti-embolism stocking care record.  

• Trust wide VTE screening compliance remains above 
the 95% target (95.9% in October) 

• Falls resulting in severe harm or death remains at 2 
cases each month since July.  

• Grade 3 pressure ulcers have significantly increased 
in September however this is likely to be due to 
changes in reporting.  

• October data for medicine risk assessments (Average 
98.19% compliant).  

• October data for medicine associated care plans 
(average 75.2% compliant however compliance of 

 
 

MEDICINE Target Sept  Oct 
Nursing documentation 
audit: Falls risk 
assessment 95% 

89.46% 97.5% 

Nursing 
documentation audit: 
PU risk assessment 95% 

97.43% 97.5% 

Nursing documentation 
audit: Bed rails 
assessment 95% 

95.26% 95.9% 

Nursing documentation 
audit:  Moving & Handling 
assessment 95% 

99.11% 100% 

Nursing 
documentation audit:  
Barthel ADL 95% 

92.86% 100% 
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No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
VTW anti-embolism stockings was very poor at 47.1% 
compliant.  

 
 

Nursing documentation 
audit: Falls  Care plan 95% 

90.37% 89.0% 

Nursing documentation 
audit: PU care plan 

95% 84.22% 76.0% 

Nursing documentation 
audit:  Moving & 
Handling 

95% 96.19% 88.6% 

Falls confirmed 
resulting in severe harm 
or death (Trust) 

Monitor 2 2 

Category 4 pressure 
damage (Trust) 

Monitor 0 0 

Category 3 pressure 
damage (Trust) 

Monitor 12 3 

Audit of mental capacity 
assessments 

 Confirming 
matrix 

 

VTE compliance (Trust) 95% 95.3% 95.9% 
 
 

Outstanding All measures met 
Good 3  measure unmet  
RI 7 measures unmet 
Inadequate 10+ measures unmet 

 

Comments 
• Following publication of NHS Improvement consensus document, changes to classification and reporting of Pressure 

Damage, namely pressure damage identified more than 6 hours after admission deemed hospital acquired and removal of 
categorisation of ‘avoidable’ or ‘unavoidable. 

• Support needed from patient safety team to identify on a weekly basic hot spots of poor practice. 
• The Trust is working with CCG colleagues to confirm the approach for external reporting for pressure ulcers in line with 

NRLS guidance.  
 
 

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  

MED 
MD 

Update from 28/11/18 
• Compliance with % of overall adult NEWS completed 

is 80%, however compliance remains poor with adult 
NEWS completed for patients with a score of 6+ 
(58.44%) especially in medicine (47.40%). 
Improvement has been seen in renal for adult NEWS 
completed for patients with a score of 6+ (64.50%).  

• In October, 1 ward was highlighted as having poor 
compliance with overall adult NEWS score (E8- 

 
 Target Sept Oct 
NEWS compliance: Overall % 
observation 80% 

77.6% 80% 

NEWS compliance: Score 6 plus 
% observation compliance 
(Average) 80% 

56.6% 58.44 

 
Outstanding All measures consistently met 
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No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
53.27%). However 26 wards across all divisions 
showed poor compliance with completing adult 
NEWS (less than 60% completed on time) 

Good All measures met 
RI 1 measure unmet but improved 
Inadequate  1 measure unmet  

 

Comments 
• Repeat NEWS reporting required within a specific time frame depending on the NEWS score.  
• For patients scoring 6+ observations should be completed, as a minimum hourly.  
• Reset of patient scores in some areas where patients routinely have high NEWS scores. NEWS 2 to be introduced in next 

vital pac update and education to start next week. Expected to be in use from January. Daily and weekly monitoring to 
identify hot spots of poor practice and to be discussed at twice weekly SITREP meetings. Stop the red clocks initiative to be 
included on daily in charge checklist. 

• In all adult in-patient areas, NEWS on vitalPAC clinical is used to identify unwell patients through filtering by score. This 
data is real time and the function is used by hospital at night and critical care outreach overnight. During the day this is 
accessed at ward rounds, handovers, safety huddles using ward IPADs. In paediatrics, PEWS is still paper based and 
individual charts need to be looked at the identify unwell children.  
 

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

SUR 
MD 

s29A 
Aug 18 

Update from 28/11/18 
• Nursing documentation audit show in October key risk 

assessment completion has decreased since 
September across surgery. Additionally, completion of 
care planning post risk assessment compliance 
remains below the trust target.  

• October data for surgery risk assessments (Average 
93.14% compliant).  

• October data for surgery associated care plans 
(Average 77.77% however compliance of falls care 
plans was poor at 58.3% compliant.) 

 

 
SURGERY Target Sept Oct 
Nursing documentation 
audit: Falls risk assessment 95% 

91.98% 83.0% 

Nursing documentation 
audit: PU risk 
assessment 95% 

90.91% 95.2% 

Nursing documentation 
audit: Bed rails assessment 95% 

90.46% 94.3% 

Nursing documentation 
audit:  Moving & Handling 
assessment 95% 

95.36% 93.2% 

Nursing documentation 
audit:  Barthel ADL 95% 

97.18% 100% 

Nursing documentation 
audit: Falls Care plan 95% 

96.1% 58.3% 

Nursing documentation 
audit: PU care plan 

95% 78.93% 81.7% 

Nursing documentation 
audit:  Moving & Handling 

95% 87.26% 93.3% 

 
 

Outstanding All measures met 
Good 2 measure unmet  
RI 4 measures unmet 
Inadequate 6+ measures unmet 
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&  
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&  
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Comments  

• SITREP- risk assessments completed in Surgery- 1 area highlighted as very good and 1 poor area highlighted. Back to 
basics campaign to be encouraged to encourage nurses to recognise the importance of risk assessments. Remedial action 
plan in place for Pressure Ulcers- within 2 hours rapid SWARM to ensure appropriate risk assessments, plans and 
safeguarding concerns are addressed. This is to be rolled out in all divisions. VTE and pressure ulcer compliance to be 
added to daily in charge checklist. 

• Spot checks of nursing documentation is completed during senior nurse walk about.  
2 Ensure transfer checklist forms 

are completed before all patients 
move between areas 

s29A 
Aug 18 

Update from 28/11/18 
• Nursing documentation audit did not include enough 

patient records (2 records) to give an appropriate 
sample size to give usable data.  

• Transfer checklist formally audited from 16th 
November. In November data this showed 89% 
compliance over the 16 days checked.  

• Although a significant improvement has been seen in 
transfer checklists being completed from ED to other 
ward areas, no data is yet available about transfers 
between ward areas. This data should come with the 
November Nursing documentation audit, to be 
published in mid- December.  

 
 

 
 

 Target Sept Oct 
ED transfer checklist (data 
collected from 16.11.18) 100% 

n/a n/a 

Nursing documentation audit: 
transfer checklist completion  95% 

n/a n/a 

 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet 
Inadequate  2 measure unmet  

 

Comments 
• Plan to go to Oceano and will be mandatory. Dates for compliance to be revised. 

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

ED MD Update from 28/11/18 
• Trust wide nursing hot topics audit shows little 

difference between September and October data. 
However ED has only demonstrated partial 
compliance over several weeks since November.  

• Hot topics have been revised to include remedial 
action taken to temperature variations.  

• Included as part of ‘Daily in charge’ checklist for the 
nurse in charge of each clinical area to ensure 
medication is stored, including fridge temperatures 
and remedial action taken to variations.  

• Annual medication safety team audit compliance 
results have increased to 70% in November.  

 
 

 Target Sept Oct 
Fridge Temperature 
checks 
Nursing Hot Topics Audit,   

79% 78% 

 
 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet but improved 
Inadequate  1 measure unmet  

 

Comments 
• Temperature checks now on daily in charge checklist- locked, fridge temp checked and remedial action taken. Fridges are 

being replaced and thermometers checked to ensure they are compliant and reduce variations.  
• In medicine storage of fluids to be improved as sometimes currently stored on floor. 

Page 51 of 264



No. Requirement Source 
Rationale  

&  
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&  
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3b The Trust must ensure all 

medicines are stored at 
recommended temperatures  

MED 
MD 

Update from 28/11/18 
• Hot topics have been revised to include remedial 

action taken to temperature variations.  
• Included as part of ‘Daily in charge’ checklist for the 

nurse in charge of each clinical area to ensure 
medication is stored, including fridge temperatures 
and remedial action taken to variations.  

 
 

 
Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet but improved 
Inadequate  1 measure unmet  

 

Comments 
• Daily in charge checklist will help. 
• Hot topics need to link with pharmacy updates. Hot topics identified areas of poor compliance in medicine and MOPRs. 

3c The Trust must ensure all 
medicines are stored securely 

MED 
MD 

Update from 28/11/18 
• New secure pharmacy return bins have been ordered 

and SOP to be written for use in clinical areas by 
Pharmacy team.  

 
 

 Target Sept Oct 
Medicines Storage Action plan 
completed 
  

80% 82% 

 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet but improved 
Inadequate  1 measure unmet  

 
 
 

Comments 
• Revised specification for purchasing of new equipment to ensure better monitoring. After current action plan is complete, 

the recommendations will be reviewed regarding storage and purchasing. 
3d Ensure medicines are stored, 

checked and disposed of correctly. 
SUR 
MD 

Update from 28/11/18 
• Some issues remain in surgery although all medicine 

waste bins should now be behind closed doors.  
 

 
Same as metric at 3c 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet but improved 
Inadequate  1 measure unmet  

 

Comments 
• New process to be introduced for drug waste disposal in AMU and new secure pharmacy return bins to ‘near to patient’ 

pharmacy areas. 
• Some issues remain in surgery although all waste bins, except in AMU, should be behind closed doors. 
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&  
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Metrics 
&  

Rating 
3e Improve compliance with 

requirement to complete 
medicines reconciliation within 24 
hours of a patient’s admission 

s29A 
Aug 18 

Update from 28/11/18 
• The medicines reconciliation audit has shown 

improvement between September and October, 
although remains marginally below the trust  target. 
This has been highlighted as a particular issue at 
weekends. 

• PHT is in the top ¼ nationally for medicine 
reconciliation 

 
 Target Sept  Oct 
Medicines Reconciliation Audit 
 80% 

77% 79% 

 
Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet but improved 
Inadequate  1 measure unmet  

 

Comments 
• Review of weekend pharmacy resources and introduction of ‘weekend work-list’ to be completed to attempt to increase 

compliance. 
• From January additional pharmacy resources to aid in medication reconciliation.  
• Over the last 6 months a new reporting tool has been introduced in line with the national tool, introduced just prior to last 

CQC visit. PHT is in the top ¼ nationally for medicine reconciliation and the weekend cover has already been reviewed. 
4 The Trust must ensure that all 

toilet facilities used by patients are 
equipped with an alarm so that 
patients can summon assistance. 

ED MD Update from 12/11/18 
• Toilets audit completed to identify all toilet areas 

within ED without a call bell.  
• Remedial action put in place to rectify this.  

 
  
Estates (toilet facilities) action plan completed 
 Complete 

 
Good All measures met 
Inadequate  1 measure unmet  

 

Comments 
 

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  
 

ED MD Update from 28/11/18 
• Urgent care are using new SIRI process and use of 

governance tracker to ensure SIRI’s are responded to in a 
timely manner and actions and learning are achieved. 

• New SIRI process to be rolled out across Network 
services from December 2018.  

• In ED, this tracker will help the Governance lead and the 
Care Group SLN and Associate Directors for Governance  
ensure that actions are being delivered in a timely way,  
and the action responsible leads provide evidence that the 
actions have been taken. 

 
 Target Sept Oct 
Number of moderate and severe 
harm falls 0 

1 2 

Number of moderate and severe 
harm falls with a SWARM within 
48 hours 

Potential new metrics 

Number of serious incidents 
through new process recording of 
immediate actions at panel  

 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measures unmet 
Inadequate  2 measures unmet  
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Comments 
• The roll out of the new incident review process focuses on learning potential from incidents by use of a two- dimensional 

learning tool which promotes the scope and depth of learning from clinical incidents.  
• Use of SOS newsletters, safety huddles, REACT process (timely response to incidents through intervention and support of 

members of the senior safety team).   
• Key themes of learning from incidents are cascaded through the multi-professional networks by the Medical Director and Chief 

Nurse- who are the executive leads for safety.   
• New SI process included daily incident reviews with immediate action plans and then weekly in depth reviews on Fridays. CCG 

are involved in whole process to allow them to better understand SI’s. Needs embedding for new practice. SWARMS now used 
in other areas of practice in relation to incidents. 

• Measures to be amended to SWARMs within 48 hours and SIRI’s where immediate actions are taken at the panel.  
6 The Trust must ensure staff check 

and record the checks of 
resuscitation equipment daily, as 
per the trust policy.  
 

MED 
MD 

Update from 28/11/18 
• Overall the number of checks of resus trolleys 

checked by the resus officer is 3. This showed 100% 
compliance although is a very small sample size 
across the trust.  

• Nursing hot topics, across the trust, showed better 
compliance of resuscitation equipment checked daily.  
 

 

 
 Target Sept Oct 
Cardiac Arrest Trolley daily 
check compliance 
Nursing Hot Topics Audit, 100% 

87% 96.9% 

Number of cardiac arrest trolley 
audits completed by resus 
officer monitor 

18 3 

% of cardiac arrest trolleys 
checked daily 100% 

56% 100% 

 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet 
Inadequate  2 measure unmet  

 

Comments 
• Re-audit of all resus trolleys across the trust with results available on 13/11/18 with some hot spots of poor practice 

identified. Further actions to be lead from the latest audit. 
• This data is also assessed as part of ‘daily nurse in charge checklist’.  

 
7 The Trust must ensure all 

substances hazardous to health 
are stored in a secure area  

MED 
MD 

Update from 28/11/18 
• COSHH is now focus of monthly fire/safety 

walkabouts completed across the Trust. Actichlor 
usage and storage being reviewed through NPSA 
audit and infection prevention environment spot 
checks.  

 

 
 
 

Outstanding Consistently good practice seen across 
Trust 

Good Good practice seen across Trust 
RI Hot spots of poor practice across Trust 
Inadequate  Multiple areas of poor practice across 

Trust  
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Comments 

• Remedial action taken by small works to make appropriate changes to locks and doors to improve compliance. Regularly 
checked through fire and safety monthly walkabouts. 

• Health and safety team have been placing up posters, checking facilities and planning to re-audit COSHH. 
 

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  

ED MD 
s29A  

Aug 18 

Update from 28/11/18 
• NPSA (90.50%) and hand hygiene audits (93.57%) in 

ED in October shows slight deterioration since 
September data. However this reflects a similar to 
trend compared to the trust-wide data.  

• SoP in place to ensure prompt transfer of patients into 
isolation following arrival at Pitstop (via ambulance). 
Key questions asked of walk in patients to determine 
if immediate isolation required. Triage determines any 
further or outstanding concerns. 

• Isolation rooms are few in the department and SoP 
allows movement of a patients who  are at risk of 
transmitting infection.  Nurse in Charge alerts Ops 
Centre if unable to locate isolation room. Review of 
Datix suggests this is not a persistent issue. 

 
 

 
 Target Sept Oct 
Hand hygiene audit (ED) 95% 94.13% 93.57% 
NPSA monthly audit (ED) 95% 93.89% 90.50% 
Equipment cleaning 
compliance 
Nursing Hot Topics Audit,  

64%  60.6% 

Number patients MRSA  0 1 0 
Number patients cDiff 40 pa 2 1 
Number staff sharps injuries 
(Trust)  

21 22 

 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 3 measures unmet 
Inadequate 4+ measures unmet 

 
 

Comments 
• Point of care flu testing to start in ED from end of November to allow staff to identify patients with flu within 30 minutes and 

isolate appropriately. 
• SoP in place to ensure prompt transfer of patients into isolation facilities following arrival at Pitstop (via ambulance). Key 

questions asked of walk in patients to determine if immediate isolation required. Triage determines any further outstanding 
concerns. Isolation rooms are few in the department and SoP allows movement of a patient who are at risk of transmitting 
infection. Nurse in charge alerts Ops centre if unable to locate isolation room. Review of DATIX suggests this is not a 
persistent issue.  
 

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

SUR 
MD 

Update from 28/11/18 
• NPSA and Hand hygiene audits remain above the 

Trust target of 95%.  
• Equipment cleaning through the hot topics showed 

mixed compliance across October. Both G5 and E2 
showed 100% compliance, whereas D7 were only 
40% compliant across October.  
 

 
 Target Sept Oct 
Hand Hygiene audit 
(Surgery) 

95% 95.71% 95.71% 

NPSA monthly audit 
(Surgery) 

95% 97.0% 97.13% 
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Outstanding All measures met 
Good 1 measure unmet  
RI 2+ measures unmet but improved 
Inadequate 2+ measures unmet 

 

Comments 
• Hot topics looks at cleaning of patient equipment daily and non- patient related equipment every other day. Action plan in 

place. 
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. 

SUR 
MD 

Update from 28/11/18 
• Within the Surgical high dependency unit, the Hand 

hygiene audit and NPSA audit showed compliance 
slightly below the trust target of 95%. This has been 
below the Trust target since September for NPSA and 
July for Hand hygiene audit.  

• It has been highlighted that due to environmental 
factors within surgical high dependency unit, 
minimising the spread of infection and availability of 
hand washing facilities is currently limited. Despite 
this action plans in place to mitigate the risk and no 
spikes in MRSA or C-Difficile seen in area.  

• Divisional nurse Director met with Infection prevention 
around physical estates and explore options for 
isolation. 
 
 

 
 Target Sept Oct 
Hand Hygiene audit 
(Surgical high dependency 
unit) 

95% Not 
submitted 

94.29% 

NPSA monthly audit 
(Surgical high dependency 
unit) 

95% 94% 93% 

 
Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
• Awaiting advice from infection prevention. Risk mitigated currently by placing patients requiring isolation near to the sink 

and using screens to protect their privacy and dignity. This is an identified risk on the risk register. 
8d The Trust must ensure that 

infection control processes and 
systems are followed, in particular 
equipment hygiene and sharps 
disposal  

s29A 
Aug 18 

Update from 28/11/18 
• The Trust remains above the 95% target for NPSA 

and Hand Hygiene audits for October.  
• In October, the nursing hot topics audit highlighted 

mixed practice in equipment cleaning between 
different ward areas with 6 clinical areas not 
achieving compliance from the October data. Surgical 
High dependency unit has 40% full compliance and 
60% partial compliance with the equipment cleaning 
in the nursing hot topics audit for October. 

• Sharps disposal compliance audit by Daniels 
HealthCare was completed in November 2018, 
Overall improved  compliance seen with sharps bins 
closed, not overfull, and appropriate items in the bins. 

 
 
Same as 8a   
 
 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 3 measures unmet 
Inadequate 4+ measures unmet 

 

Page 56 of 264



No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
3 areas with below 85% compliance in November 
2018, compared to 11 areas in November 2017. 

• 103 sharps injuries reported between April 2017 and 
September 2018. 

• The Health and Safety team will continue to monitor 
practice on a monthly basis.  

• The Health and Safety and Occupational Health 
nursing team continue to work with clinical areas 
providing Safe Sharps awareness sessions.  
 

• SLN for surgery to complete a risk assessment and 
mitigation in terms of equipment cleaning.  DND has 
been doing spot check audit but to complete a 
formalised audit in January 19 of sharps bins.  

Comments 
• Sharps boxes on daily checklist. Regular equipment checking now taking place. 

8e 
 

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

SUR 
MD 

Update from 28/11/18 
• Within the SHCU, the Hand hygiene audit and NPSA 

audit showed compliance slightly below the trust 
target of 95%. This has been below the Trust target 
since September for NPSA and July for Hand hygiene 
audit. 

• Divisional nurse Director met with Infection prevention 
around physical estates and explore options for 
isolation. 

 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
 

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

ED  
MD 

s29A  
Aug 18 

Update from 28/11/18 
• Vacancy rate in ED is at it’s highest since June 2018 

(9.6 FTE in October).  
• Temporary staff usage has increased in ED since 

October for registered nurses with 46% agency staff 
usage in October, compared to bank staff which is an 
improvement on September data.  

• For band 2-4 staff, ED continues to only use bank 
staff in October.  

• In October, no temporary medical staff were used in 
ED.  

• In October, Medicine and Urgent Care continue to 
have higher levels of vacancies across all staff 
groups. Data from Workforce team pulled from ESR.  

 
 Target Sept Oct 
Vacancy rates trust  0% 6.40% 6.20% 
Vacancy rate ED 0 FTE 8.7 9.6 
Bank/agency staff use Trust 
wide 0 FTE 

561.23 438.4 

Agency staff usage ED 
compared to bank staff 
(registered nurses) 20% 

52.25% 46% 

Agency staff usage ED 
compared to bank staff (non-
registered) 0% 

0% 0% 
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October Data Trust Vacancy 
rate 

Medicine and 
Urgent Care 
vacancy rate 

RN’s 14.3 22.3 
Non-registered 
staff (all band 2-
4) 

0.0 11.1 

Allied Health 
Professionals 

8.0 17.1 

Medical and 
Dental 

0.2 7.2 

 
 

Outstanding Significantly improving measures 
Good Slightly improving measures 
RI Slightly worsening measures 
Inadequate Significantly worsening measures  

 
 

Comments 
• Temporary staff includes bank staff- employed substantively within the Trust or by Trust provider (bank partners) and 

agency staff classed as any agency used outside of bank partners who provide workers.  
• Within Urgent Care an additional 4 Mental Health Registered Nurses (RMHN) have been recruited to (aim to commence in 

post mid-January).  There is currently an advert out to fill a Band 7 post to lead the team, with the appointment of 1 more 
RMHN, will be up to establishment.   

• Across the Trust, aim to have 95% recruitment rates, 60% Bank fill rate and 40% agency fill rate for temporary staffing. 
9b The Trust must ensure there are 

sufficient senior medical staff 
employed in the emergency 
department at night.  

ED MD Update from 28/11/18 
• 2 new consultants employed to ED. In October, no 

temporary medical staff were used in the ED 
department.  
 

 
 
Same as 9a 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 3 measures unmet 
Inadequate 4+ measures unmet 

 

Comments 
• New registrar at night and increased fill in registrar shifts, although unable to recruit against business case. Another 

consultant recruited to start in March 2019. Additional consultant in the department until midnight. On risk register. 
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.  

MED 
MD 

Update from 28/11/18 
• Overall vacancy rates in medicine are 11.9% in 

October 2018.However across all staff groups in 
October Medicine showed higher vacancy rates than 
the trust average.  

• 68 new nurses recruited in ED, AMU and Medicine, 
recruitment still lacking in MOPRS. Filling band 4 
posts (transferred from band 5 allocation). 
Establishment skill mix reviewed.  

 
 Target Sept Oct 
Vacancy rates medicine 5% 13.6% 11.9% 
Agency staff usage 
compared to bank staff 
(registered nurses) 20% 

75.2% 41.53% 

Agency staff usage ED 
compared to bank staff (non- 0% 

0% 0% 
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• Improved RMNM recruitment in ED, means that by 

January 2019 the trust will have 85% compliance on 
substantive RMN cover in ED 

•  
• Nursing temporary staffing usage is slightly 

decreases to 114.1 in October.  
• In medicine in October, 93% (11/15) wards have 

reduced their use of agency registered staff using 
more bank staff to cover shifts compared to 
September. The average agency usage compared to 
bank in medicine in October is 41.53%, dramatically 
better than September.  

• Medicine continues to only use bank staff to cover 
HCSW shifts (band 2-4) in October.  

registered) 
 
 

Vacancy rates  Target Trust Oct 
(Medicine) 

Registered Nurses 5% 14.3% 22.3% 
Allied Health Professionals 5% 8.0% 17.1% 
Medical staff 5% 0.2% 7.2% 
Band 2-4 staff 5% 0.0% 11.1% 

 
 

Outstanding Significantly improving measures 
Good Slightly improving measures 
RI Slightly worsening measures 
Inadequate Significantly worsening measures  

 

Comments 
• 68 new nurses recruited in ED, AMU and Medicine, recruitment still lacking in MOPRS. Filling band 4 posts (transferred 

from band 5 allocation). Establishment skill mix reviewed. 
 

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

CYP 
MD 

Update from 28/11/18 
• SHO, registrar and consultant level gaps are being 

covered with flexible staffing within Trust 
establishment on a day to day basis. Active 
recruitment is in place and effective, where needed. 
This has maintained safety standards within 
requirements of the RCPCH 

• There has been no requirement for consultants to act 
down in recent months.  

• Growing staff vacancy rate in NICU between July 
(5.27 %) and September (10.16%) in addition to 
increased rolling turnover and temporary staff.  

 
 Target Sept Oct 
Vacancy rates (all CYP) of 
Nurses 0% 

2.8% 5.7% 

Temporary staff usage (all 
CYP) compared to bank staff 
(registered nurses) 20% 

48.1% 7.75% 

Temporary staff usage ED 
compared to bank staff (non-
registered) 0% 

0% 0% 

 
Outstanding Significantly improving measures 
Good Slightly improving measures 
RI Slightly worsening measures 
Inadequate Significantly worsening measures  

 

Comments 
• NICU not meeting national standards. Business case currently being completed to address this. Open days and recruitment 

days held but poor attendance. Using qualified staff from agencies. Looking at different skill mix in the department. NICU 
will be fully recruited to funded establishment by end of January 2019. Still have very good outcomes in Trust. 

• PHT falls below the national average for providing 1:1 care within NICU (45% in PHT, 53% national average). This is being 
mitigated by active recruitment, having a team leader each shift, support through agency nurses (Thornbury), and parent 
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engagement.  

• In terms of medial care within paediatrics, with a variance of 0.01 WTE at substantive consultant grade, and 3.76 WTE for 
medical trainee grades so staffing was above establishment.    

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

ED MD Update from 28/11/18 
• The data from the nursing documentation audit 

shows poor compliance with the recording of ongoing 
assessment; however the majority have shown 
improvement from September data.  

• The compliance of completing the nursing 
documentation audit has significantly increased 
between September and October following changes 
to Oceano. 

• Health records audit will be completed monthly from 
January 2018.  

 
 Target Sept Oct 
Nursing documentation 
audit: compliance 100% 

79.49% 94.87% 

Nursing documentation 
audit: Vitalpac malnutrition 
assessment completed 95% 

88.3% 83.1% 

Nursing documentation 
audit: Care plan has 
evidence of ongoing patient 
assessment 

95% 93.1% 92.2% 

Nursing documentation 
audit: fluid chart completion 

95% 86.0% 90.2% 

Nursing documentation 
audit: Food chart completion 

95% 91.2% 92.4% 

Nursing documentation 
audit: Care plan prescribes 
the care to be given. 

95% 97.0% 94.4% 

 
Outstanding All measures met 
Good 1 measure unmet  
RI 3 measures unmet 
Inadequate 4+ measures unmet 

 

Comments 
• Functionality of Oceano is still being devised to allow automatic audit of key nursing documentation. Glitches are still being 

worked through so manual audit still in place.. Medical records audit to be more frequent with medical staff using structured 
judgement review as evidence of decision making and quality of notes completed. 

10b The Trust must ensure staff fully 
complete patient’s records. This 
includes medical records, nursing 
records, patients’ fluid balance 
records and patients’ food intake 
records  

MED 
MD 

s29A 
Aug 18 

Update from 12/11/18 
• The data from the nursing documentation audit shows 

poor compliance with the recording of ongoing 
assessment; however the majority have shown 
improvement from September data.  

• In medicine, food and fluid charts completion have 
increased to 98.1% (fluid charts) and 97.2% (food 
charts) in October.  

• However only 94.8% of care plans prescribe the care 
to be given, compared to 97.5% in September.  

 
MEDICINE Target Sept Oct 
Nursing documentation 
audit: Vitalpac malnutrition 
assessment completed in 
medicine 95% 

94.7% 95.7% 

Nursing documentation 
audit: Care plan has 
evidence of ongoing patient 
assessment in medicine 

95% 98.33% 93.2% 

Nursing documentation 95% 66.04% 98.1% 
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audit: fluid chart completion 
in medicine 
Nursing documentation 
audit: Food chart completion 
in medicine 

95% 76.79% 97.2% 

Nursing documentation 
audit: Care plan prescribes 
the care to be given. In 
medicine 

95% 97.5% 94.8% 

 
 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet 
Inadequate 4+ measures unmet 

 

Comments 
• Fluid balance and food charts identified as improvement needed. To be reported to a divisional level. 
• 22 separate integrated care plans used across the trust. Review currently underway of these care plans to ensure 

compliance. 
10c Staff must keep detailed records 

of patients’ care and treatment.  
SUR 
MD 

Update from 28/11/18 
• In surgery, there has been a reduction in the number 

of care plans which prescribe the care to be given 
and have evidence of ongoing assessment, 
compared to September data.  

• Compliance with the completion of food and fluid 
charts has increased in surgery working towards the 
Trust target.  

 
 
 
 
 
 
 
 

 
SURGERY Target Sept Oct 
Nursing documentation 
audit: Vitalpac malnutrition 
assessment completed in 
Surgery 95% 

80% 85% 

Nursing documentation 
audit: Care plan has 
evidence of ongoing patient 
assessment in Surgery 

95% 92.9% 90.5% 

Nursing documentation 
audit: fluid chart completion 
in Surgery 

95% 81.8% 100% 

Nursing documentation 
audit: Food chart completion 
in Surgery 

95% 80% 91.7% 

Nursing documentation 
audit: Care plan prescribes 
the care to be given. In 
Surgery 

95% 97.4% 92.9% 
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Outstanding All measures met 
Good 1 measure unmet  
RI 3 measures unmet/ improved 

compliance 
Inadequate 4+ measures unmet 

 

Comments 
 

10d Doctors must ensure they keep 
accurate records including name, 
date, time and bleep number  

EOLC 
MD 

Update from 28/11/18 
• Mortality review steering group held monthly. This 

group is chaired by the medical director and a NED is 
present (which meets the NQB requirements). This 
meeting has good attendance and minutes are 
recorded and distributed monthly.  

Outstanding All measures met 
Good 1 measure unmet  
RI 3 measures unmet 
Inadequate 4+ measures unmet 

Data not due 

Comments 
• Audit being completed on APOC by Amanda Laird, no data available yet. 

10e Staff must complete person-
centred and comprehensive 
records  

MAT 
MD 

Update from 12/11/18 
• New audit of maternity notes commenced 8th October 

2018.  
• Benchmark audit for involvement utilising both sets of 

notes in current use in December 2018.  
• All women booking with the service receive a 

personalised maternity care budget booklet to 
encourage person-centred care.  

• Safety huddles used to share relevant issues 
including documentation.  

 

 
 Target Sept Oct 
% women in receipt of a 
personalised maternity care 
booklet 100% 

Data 
not 
due 

Data 
not 
due 

 
Outstanding All measures met 
Good 1 measure unmet  
RI 3 measures unmet 
Inadequate 4+ measures unmet 

 

Comments 
• Notes received and circulated for use. Audit to be completed by December. ‘My maternity care booklet’ has been rolled out 
• No results back from audits started in October. ‘my maternity care record’ to be rolled out and monthly numbers sent to 

LMS for collation. Data is presented at LMS board bi-monthly.  
• £2.9m from Acute Alliance new funding for maternity digital records agreed but not yet in place. 

11a The Trust must ensure all staff 
report all incidents, including staff 
shortages. 

MED 
MD 

Update from 28/11/18  
• NRLS data shows a slight decrease in reporting in 

October compared to September. The Trust is now in 
the top 25% of benchmarked organisations 

• A slight reduction in staff shortages have been 
reported in October compared to September however 
this is likely to be due to recruitment of staff post 
qualification.  
 

 
 Target Sept Oct 
NRLS benchmarking for incident 
reporting (all incidents)  

1880 1853 

Number incidents relating to staff 
shortage recorded 0 

176 127 

 
Outstanding All measures consistently met 
Good All measures met 

Page 62 of 264



No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
RI 1 measure unmet but improved 
Inadequate  1 measure unmet  

 
 

Comments 
• Talked about at staff meetings and 4x daily Ops meetings and if needed more daily meetings to ensure staffing covered. 

11b Staff must be encouraged to 
report and learn from incidents, 
and receive feedback consistently.  

MAT 
MD 

Update from 28/11/18 
• New SIRI process piloted in the Urgent Care division 

and to be introduced in networked services from 
December 2018.  

• Urgent Care group Governance SIRI tracker in place,  
detailing all agreed following completion of a SIRI 
investigation to ensure that actions are delivered and 
evidenced in a timely way. The tracker is reviewed 
monthly. 
 

• In Maternity several ways of sharing information and 
learning. Learning shared verbally at the start of each 
shift, at the MDT handover. Additionally on the safety 
huddle paperwork (later uploaded to intranet), lessons 
learned board in staff room and new board to be 
included in corridor of new learning from serious 
incidents.  
 

 
Same as 11a 
 (new system automatically gives feedback on completion) 

Comments 
 

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  

MED 
MD 

s29A 
Aug 18 

Update from 28/11/18 
• MCA and DOLS level 1 training  compliance remains 

high; however MCA and DOLS level 2 training 
compliance remains low at 60%.  

• 100 senior staff nominated as MCA/DOLS ‘staff with 
special interest ’attended the 2 hour simulation 
training session. 

• The 2 hour simulation training is available to all 
frontline clinical staff, and is run monthly.  

• Level 2 MCA and DOLS training is now included in 
the trust wide essential skills sessions 

 
• Each Division now has a named link Safeguarding 

Specialist to support the senior leadership team and 
safeguarding operational leads. 

 
 

 Target Sept Oct 
% MCA and DOLS level 1 training 
compliance 85% 

95% 94% 

% MCA and DOLS level 2 training 
compliance 85% 

60% 60% 

 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet 
Inadequate  2 measure unmet  
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• Feedback from the Best Interests Assessor working 

with frontline services/clinicians provides evidence of 
improved understanding and application of MCA and 
DOLS in the areas she has been working in.  

• Paper DOLS trackers are now used on the wards to 
identify when DOLS lapse or are granted.  

• A centralised IT reporting and monitoring system for 
MCA and DOLS on track for April 2019.  
 

• New mental capacity paperwork ‘The Hampshire 
Toolkit’ has been introduced to ensure a standardised 
approach to MCA assessments and Best Interest 
decision making and recording.  
 

• Adult Safeguarding Lead is now in post and is a 
qualified Best Interests Assessor. 

• Hampshire DoLS office have funded a Best Interests 
Assessor (BIA) to work with frontline 
services/clinicians to support the application of MCA 
and DOLS in practice. This commenced 10/09/18 for 
a three month period.  

• Information has been added to the Junior Doctors 
Handy App about MCA and DOLS.  
 

• Updates from each Division regarding their LSAB 
MCA Organisational Self Audit Tool self assessment 
audit and local action plans:      ~Medicine - 
Benchmark division compliance. Hot spots of poor 
compliance highlighted and action plan in place.  
~Surgery - Live tracker of s42, MCA and DOLS. A few 
areas need more robust training. Action plans in 
place.  
~Clinical Delivery - More needed around MCA and 
consent before therapy. Included as part of 
documentation audit. To review WHO checklists to 
ensure more robust care. 
~Networked Services - On safety checklist and 
discussed at safety huddles to identify which areas 
need support to look after these patients. 

Comments 
• The IT Project Team and Safeguarding team are working together to develop a centralised computerised reporting and 
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&  
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&  
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monitoring system for MCA and DOLS.  This project is on target for completion in April 2019.  

• The Safeguarding team are producing a for frontline staff to use in the notes when the DOLS has lapsed that will explain 
this and that the patient is being accommodated under the MCA and in their best interests. This should improve 
documentation but also aid understanding of the legal framework for frontline staff.  
All Divisions are due to repeat their self assessment audit in December 2018. 

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

SUR 
MD 

s29A 
Aug 18 

Update from 12//11/18 
• See requirement 12a 

 

 
Same as 12a 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet 
Inadequate  2 measure unmet  

 

Comments 
 

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. 

ED MD 
s29A 

Aug 18 

Update from 28/11/18 
• See requirement 12a 

 
• New safeguarding and DOLS simulation training, to 

include translation issues.  
 

• Posters placed in ED to provide contact details for 
translation services 

 

 
Same as 12a 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet 
Inadequate  2 measure unmet  

 
 
 

Comments 
• Consent, substantive assurance that this is robust from safeguarding board. 

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

Old 
QIP 

Update from 28/11/18 
• ED and Maternity have both had named domestic 

violence and abuse (DVA) leads for several years.  
• DVA training is mandatory in the Maternity Service 

and is supported by an external specialist domestic 
abuse service.  
 

• Paediatrics and Medicine for Older People were 
identified as high risk areas and named DVA leads 
have been identified in both areas. 

• The new DVA leads are being supported by their 
Divisions to attend the DVA training provided by the 
Safer Portsmouth Partnership to equip them to 

 
 

 Target Sept Oct 
Adult safeguarding level 1 85% 97% 97.4% 
Safeguarding children level 1 85% 98% 97.8% 
Safeguarding children level 2 85% 92% 91.95% 
Safeguarding children level 3 85% 78% 78.9% 
Number of areas identified as 
high risk with a named DVA 
lead 100% 

100% 100% 

Number of named DVA leads 
in high risk areas who have 
undertaken DVA training to 100% 

100% Awaiting 
data 
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undertake the role. 

• An external specialist domestic abuse service has 
facilitated a basic DVA training session 28/11/18 and 
have committed to doing another 10/12/18. These 
training sessions are open to staff working in all areas 
across the trust. 

 

equip them to undertake the 
role 

 
Outstanding All measures met 
Good 1 measure unmet  
RI 3 measures unmet 
Inadequate 4+ measures unmet 

 

Comments 
• SOLs- safeguarding operational leads. 

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

MED 
MD 

Update from 28/11/18 
• Naso-Gastric tube checks now included in nursing 

daily in charge checklist.  
• MSK/H&N have adapted the checklist for use in their 

care group with regards to naso-gastric tube checks.  

 
Outstanding All measures consistently met 
Good All measures met 
RI 1 measures unmet but improved 
Inadequate  1 measure unmet  

 
 

Comments 
• To be included onto daily ‘in-charge checklist’ when introduced. Currently, Nurse-In-Charge of ward checks NG position 

with responsible nurse at the beginning of each day to ensure correct positioning. Documented in notes. 
• Detailed analysis of 2 never events. 1 relates to review of x-rays and the second relates to a patient vomiting. Both all 

checks completed by nursing staff and compliant with policy. 
• Initial reviews of both incidents have been undertaken and have identified that the causation in each case is very different 

with the second case thought almost certainly to be avoidable. Full root cause analysis is underway and immediate actions 
to reduce the risk of further incidents have been put in place. The Senior Patients Safety team is leading a Trust-wide 
review to understand and address the factors leading to Never Events.  

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.  
 

ED MD Update from 28/11/18 
• High levels of training compliance with PREVENT 

level 1 training across the Trust.  
• The Trust essential skills compliance is 88.6% in 

October.  

 
 Target  Sept Oct 
% Compliance staff training 
PREVENT level 1 (Trust) 
Source ESR 85% 

94% 93.9% 

% compliance staff training 
Essential skills 
Source ESR 

Trust: 
85% 

87.9% 88.6% 

 
Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet 
Inadequate  2 measures unmet  

 

Comments 
• Recognised this is a fluid indicator which changes daily. Divisional teams to monitor and do more work. 
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14b The Trust must ensure completion 

rates for mandatory training 
across all staff groups meets the 
trust target 

MED 
MD 

Update from 28/11/18 
 

Staff Group 
October Data 

Care Group Essential Skills 
Compliance 
(%) 

Medical & Dental 
(76.7% average) 

Medicine 73.2% 
Old Persons 
Medicine 

80.3% 

Urgent Care 76.6% 
Nursing & Midwifery 
(86.2% average) 

Medicine 83.9% 
Old Persons 
Medicine 

87.1% 

Urgent Care 87.5% 
Scientific, Technical 
& Therapeutic 
(90.9% average) 

Medicine 91.6% 
Old Persons 
Medicine 

90.2% 

Urgent Care - 
Admin & Clerical 
(95.8% average) 

Medicine 94.2% 
Old Persons 
Medicine 

97.7% 

Urgent Care 95.5% 
 
 

 
 Target Sept Oct 
Essential skills compliance ED 85% 84.8% 86.9% 
Essential skills compliance 
Medicine 

85% 82.9% 83.8% 

Essential skills compliance 
Older Peoples medicine 

85% 85.3% 86.4% 

 
Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet 
Inadequate 3 measures unmet 

 

Comments 
• Divisions to do more work on this to improve compliance. 

15a The Trust must ensure all staff 
receive an annual appraisal 

MED 
MD 

Update from 28/11/18 
• Trust wide appraisal rates are 76.7% in October 

2018.  
• Medicine appraisal rates are 72.1% and Older 

persons medicine 50.8% in October 2018.  
 

 

 
 

 Target  Sept Oct 
Appraisal compliance Trust-
wide 
Source ESR 85% 

75.9% 76.7% 

Appraisal compliance ED 85% 73.8% 73.4% 
Appraisal compliance 
Medicine 85% 

77.7% 72.1% 

Appraisal compliance Older 
Persons medicine 85% 

49.7% 50.8% 

 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet 
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Inadequate 3 measures unmet 

 
 

Comments 
• Action plan in place to improve appraisal rates. Ward managers now have protected time to ensure appraisals are 

completed. Divisional nurse directors to monitor. 
15b The Trust must ensure that staff in 

the emergency department 
receive regular supervision and 
performance appraisal to provide 
assurance of their continuing 
competence in their role.  

ED MD Update from 28/11/18 
• ED appraisal compliance is 73.4% in October.  
• Urgent Care drive compliance by communicating with 

the teams on a weekly basis. 
• Discussed at each divisional performance and 

accountability meeting 

 
 Target Sept Oct 
Appraisal compliance ED 85% 73.8% 73.4% 

 
 
Same as 15a 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet but improved 
Inadequate 1 measure unmet 

 

Comments 
• Supervision, Child protection and mental health training support in place.  New accountability framework and new 4 page 

appraisal documents with positive feedback on its use. 
•  

16a Adult trained nurses who provide 
care for children must successfully 
complete children’s competency 
training 
 

CYP 
MD 

Update from 12/11/18 
• Core training needs identified.  
• Action plan in place to ensure all adult trained nurses 

working with children have these competencies. 
 

Update from 28/11/18- RAG status-  
 

 
 

 Target  Sept Oct 
BLS child training competence 
(Trust-wide) 
Source ESR 85% 

73.6% No 
data 

 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet but improved 
Inadequate 1 measure unmet 

 

Comments 
• Areas identified are Head and Neck and MSK. In BLS both adult and children are covered for all staff. Outpatient areas 

have small margins. Action plans in place for all areas to be completed by the end of the year.  
• Op and fracture clinic and ophthalmology now compliant. Other areas to be reviewed and dates set. 

16b All staff that treat children in 
outpatient areas must have 
specific competencies to treat 

OP MD Update from 28/1/18  
• Safeguarding Children level 3 compliance remains 

below the trust target, however safeguarding children 

 
Same as 16a PLUS 
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children and be trained to 
safeguarding children level 3 

level 1 and 2 are above the Trust target.  
• A total of 7 level 3 training sessions have been  

delivered by the safeguarding team since the last 
update. Some of these sessions have been targeted 
to the areas/staff groups identified as having low 
compliance.  

• The Named Nurse has worked with each Division to 
complete an in depth training needs analysis which 
clarified which staff required level 3. Every member of 
staff working in the organisation has had their ESR 
competency setting manually reviewed and updated 
to reflect the new TNA’s.  This has resulted in an 
additional 227 staff being set to level 3 which has 
impacted on the compliance figures. However, we are 
now assured that the data on ESR has been 
forensically refreshed and can be relied upon moving 
forwards. 

 Target Sept Oct 
Safeguarding children level 3 
compliance 
Source ESR 

85% 79% 

78% 
 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet but improved 
Inadequate 1 measure unmet 

 
 

Comments 
• Safeguarding- need to identify levels of training needing. Plans to complete training by December. 
• Training needs analysis completed. 

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. 
 

ED MD 
s29A 

Aug 18 

Update from 28/11/18 
• No non-clinical areas have been used to outlie 

patients in October.  
• 1 non- clinically justified mixed sex breach, affecting 6 

patients occurred in October.  
• Buddy wards to ensure better medical cover for 

patients formalised 
• More escalation beds have been opened in October 

compared to September data.  
• Compliance status decreased to requires 

improvement due to the occurrence of a mixed sex 
accommodation breach in October (1 breach 
affecting 6 patients in Respiratory High Care)..  
 

 
 Target  Sept Oct 
Number mixed sex breaches 
reported 
National reporting 0 

0 6 

Non- clinical areas used for 
outlying 0 

0  

Escalation beds open (bed days 
per month) monitor 

98 173 

ED safety checklist compliance 85% 69%  
 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet 
Inadequate 3 measures unmet 

 

Comments 
• In December 2018/January 2019 the opening of the Frailty assessment unit as part of ED is hoping to help ease corridor 

waits for patients.  
• Clinical contact sessions going into ward areas in a programme to ensure all areas are seen once a fortnight. Checklist for 
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contact sessions comes from section 29a. 

• The importance of Single Sex breeches to be Datixed has been highlighted by Deputy Chief Nurse.  
• The Deputy Chief Nurse has re-iterated the importance of submitting Safety Learning Events for all potential mixed sex 

accommodation breaches.  Discussions have also taken place with the Operation Centre Team regarding the importance. 
 

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

ED MD 
s29A 

Aug 18 

Update from 28/11/18 
• There has been an increase in the number of patients 

who would not recommend the Emergency 
Department comparing September to October data. 
However this remains below the national average of 
8%. 

• Perfect care week in ED (October) showed positive 
feedback from patient shadowing and in-patient 
questionnaires (38 patients) showed the majority felt 
listened to by the medical and nursing teams.  

• The number of complaints across the trust has risen 
in October, particularly in Urgent care (14 in October), 
Medicine (12 in October) and MSK/H+N (19 in 
October). Only 3 complaints across the trust relate to 
poor nursing care.  
 

 
 

 Target Sept Oct 
FFT not recommends (inpatient)  0.4% 0.4% 
FFT not recommends (ED)  5.8% 6.3% 
Complaints numbers (Trust)  51 72 
Plaudits numbers (Trust)  409 502 

 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet 
Inadequate 3+ measures unmet 

 
 

Comments 
• There is to be a focus in ED in December, to include a review of local response rates against national response rates, and 

actions being taken when a not recommend is received. 
• Recent re-introduction of text messaging request has increased response rate for ED. This in turn has affected the ‘would 

not recommend’ percentage. However this is still lower than the national benchmark with 7% for September and 8% for 
October.  

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

MED 
MD 

s29A  
Aug 18 

Update from 28/11/18 
• ‘This is me’ document to individually support patients 

with dementia to be relaunched on 7th December 
2018 as part of the Alzheimers Society ‘Elf’ day..  

• Preceptorship training sessions regarding Dementia 
planned and to continue throughout the year.  

• 7 day care planning documentation (including falls, 
tissue viability, VTE and other key assessments, plus 
prompts to involve patients and carers and to 
consider mental capacity / dementia) launched Aug 
2018. 

   
Same as 1b PLUS 
 

 Target Sept Oct 
Care plans have been 
individualised to the patient 

 93.6% 93.2% 

 
 

Outstanding All measures met 
Good 3  measure unmet  
RI 7 measures unmet 
Inadequate 10+ measures unmet 

 

Comments 
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• 12 of 22Integrated Care Pathway documents have been updated to include 7 day care planning. 
 

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

EOLC 
MD 

Update from 12/11/18 
• Audit of APOC documentation extended to 2.11.18 to 

allow adequate data collection and results to be 
presented to December Mortality review group.  

• Identified increase use of APOC across Trust when 
deaths, excluding cardiac arrests and sudden deaths, 
although remains below an average of 50%.  

• Review of APOC documentation to occur.  
 
Update from 28/11/18- RAG status- Not Due 

• APOC audit information has not been published yet.  

 
 

 Target Sept Oct 

APOC audit compliance 100% 
Not 
due 

Not 
due 

 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet but improved 
Inadequate  1 measure unmet  

 
 

Comments 
• APOC audit from End of October showed high compliance. Results to be sent to Quality recovery group. Mortality reviews 

also include APOC completion quality audit. 
19c The Trust must ensure patients 

and their relatives or carers are 
involved and are kept informed 
about their care and treatment. 

MED 
MD 

Update from 28/11/18 
• 7 day care plan specifically discussed patient and 

carer involvement around discharge and care 
planning.  

• From the nursing documentation audit data from 
September and October showed across the trust it is 
not being recorded that care plans are being 
discussed with patients/family.  

• In medicine, there has been a decrease in the 
number of care plans where it is recorded that 
patients/family have been involved in discussing their 
care.  

• MDT documentation is reviewed regularly and shows 
good practice.  

• Carers champions are in place in almost all 
departments, with positive feedback received on the 
difference they are making.  
 

 
Medicine Target Sept Oct 
Nursing documentation audit: Care 
plan discussed with patient/family- 
(Trust) 

95% 70.2% 68.2% 

Nursing documentation audit: Care 
plan discussed with patient/family- 
(Medicine) 

95% 86.6% 76.5% 

Nursing documentation audit: Care 
plan has been individualised to the 
patient’ (Medicine) 

95% 94% 95% 

 
 

Outstanding All measures consistently unmet 
Good All measures met 
RI 1 measure unmet 
Inadequate  2 measure unmet  

 

Comments 
• Patient engagement strategy due December 2018. 
• Dementia strategy updated following national guidelines to be discussed at dementia board following discussions with 

shared patient/carer collaborative. 
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No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
• FFT and surveys don’t show we are fully engaging with patients and relative. Ambitious approach for engagement to be 

arranged to be discussed at next Q+P. 
20a Improve assessment and 

recording of the need for bed rail 
use, including in respect of 
patients who lack capacity.  

s29A 
Aug 18 

Update from 28/11/18 
• Bed rails assessment now included in revised nursing 

documentation. As part of assessment, required to 
assess and document capacity in terms of mental 
state and ability to make decisions 

• In October there has been improvement in 
compliance in bed rail assessment completed across 
the Trust. 
 

 
 Target Sept Oct 
Nursing documentation audit: 
bed rails assessment 
documented 

95% 91.9% 94.2% 

 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 requirement unmet but improved 
Inadequate  1 measure unmet  

 

Comments 
 

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

s29A 
Aug 18 

Update from 28/11/28 
• Restraint working party still to assess policies, 

compliance and training needs. 
• Datix updated mid October to improve availability of 

data for restraint incidents/use. 
• Overall decrease in the number of restraint incidents 

reported since May 2018, with 35 reported in October.  
 

 
 

 Target Sept Oct 
Number of restraint incidents 
reported on DATIX  

21 35 

 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 requirement unmet but improved 
Inadequate  1 measure unmet  

 
 

Comments 
• Head of Safeguarding  to take over restraint working group. 2 more meetings have been held of restraint working group. 
• Divisional and safeguarding team review every DATIX of restraint reporting.  

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

ED MD 
s29A 

Aug 18 

Update from 28/11/18 
• The Trust has good levels of compliance for step 2 

and step 3 dementia screening, above the national 
target.  

• Although step 1 screening of dementia remains below 
the national target, it has significantly improved 
between September and October.  

• Dementia screening now completed by competent 
non-medical staff as well as medical staff to improve 

 
 

 Target  Sept Oct 
% eligible patients Dementia 
screened (step 1) 
 National reporting 90% 

81.1% 88.3% 

% eligible patients on 
Dementia pathway step 2 
 National reporting 90% 

98.6% 98.5% 

% eligible patients on 90% 100% 100% 
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No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
compliance and ensure patients get the appropriate 
care 

Dementia pathway step 3 
 National reporting 

 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
• Band 7 peer training for MCA and DOLS to be rolled out.  
• Audit of current ED facilities reviewed by dementia carer and charity to identify areas for improvement 

 
21b The Trust must plan and provide 

services to meet the collective and 
individual needs of patients living 
with dementia 

MED 
MD 

Aug 18 

Update from 28/11/18  
• Dementia strategy in progress. 
• Dementia to be reviewed in all new developments, 

particularly ED redevelopment and frailty assessment 
unit.  

• Dementia friendly ED is in early stages. Signage is in 
place now. 
 

 
Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 
 

Comments 
• Posters, matron leads and walk arounds. 

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   

SUR 
MD 

s29A 
Aug 18 

Update from 28/11/18 
• DNACPR monthly audit results show 100% 

compliance using uDNACPR forms and for giving an 
appropriate reason for decision.   

• Work needed on patients with capacity being 
informed of decision (72% in September). 

 
• Update from Resus officer states that data is always a 

month behind. The audit is completed from patients 
who have died and therefore the decision is made in 
advance of EOL care and that may die any time after 
the decision has been made.  

 
 Target Sept Oct 
% patients with DNACPR who 
have uDNACPR forms with clear 
and appropriate reason 100% 

97% No 
data 

% patients with capacity with 
DNACPR who have been 
informed about decision.  100% 

55% No 
data 

% patients with DNACPR forms 
with appropriate record of MCA 100% 

No 
data 

No 
data 

 
Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
• Mental Capacity Assessment not currently included in the DNACPR audit, however discussions taking place with 

safeguarding regarding which patient groups need to have a MCA completed. 
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No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
• Now st3 and above and available on intranet and covered in resus training. 

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 
emergency department for their 
treatment to begin and their 
transfer to an inpatient bed. 
(PITSTOP)  

ED MD 
s29A 

Aug 18 

Update from 28/11/18 
• In October variance remains in ambulance handover 

times >30 and >60 minutes, although both have 
increased since September.  

• Worsening 4 hour performance time in ED from 
September to October.  

• The Trust continues to meet the national target of 
patients receiving initial triage assessment in less 
than 15 minutes.  

• Ambulance handover times- new models of working 
in PitStop where ambulance holds of >1hour are no 
longer tolerated. Escalation starts at 15mins wait and 
supported by Full Capacity Policy which details rapid 
decant out of ED should the need arise.  

  Same as 1a PLUS 
 Target Sept Oct 
compliance with Ambulance 
handover time <30 mins 
 Source national  

105 177 

compliance with Ambulance 
handover time <60 mins 
Source national  

74 137 

compliance with 4 hour ED 
performance 
Source national 95% 

80.44% 77.30% 

ED Nurse Triage within 15 
minutes (minutes)  see #23 

<15 
mins 

12 14 

 
Outstanding All measures met 
Good 1 measure unmet  
RI 3 measures unmet 
Inadequate 4+ measures unmet 

 

Comments 
• Aim to reduce time in pitstop and ensure investigations occur in a timely manner and patients are treated in the most 

appropriate area. 
• PITSTOP process improved but need to be sustainable. Peer methodology to be imbedded, to go to either triage, 

PITSTOP. 
• The Trust has been under increased demand over the past few months with attendance up by 9%.  

 
24a The Trust must ensure patient 

records are stored securely, 
including in the ED corridor and 
other escalation areas 

MED 
MD 

s29A 
Aug 18 

Update from 28/11/18 
• 29 areas which scored poorly in the initial record 

storage audit have been visited by head of 
information governance. These areas have been 
asked to produce action plans and re-audit to be 
completed in 2019.  

• This is also checked on an individual ward basis by 
matrons to ensure record security.  
 
 

 
 

Outstanding All measures continuously met 
Good All measures met  
RI 1 measure unmet 
Inadequate 2 measures unmet 

 

Comments 
• Review of audit process encouraging peer review from IG leads in each division. IG audit completed twice yearly. 
 

24b Introduce and embed enhanced 
systems of oversight and 

s29A 
Aug 18 

Update from 28/11/18 
• Information security awareness month held in 
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No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
governance to ensure that the 
security of patient records 
improves 

October. 
• All internal QAH and 50% of external locations 

reviewed. External facilities identified as low risk.  
• Improvements in IG training levels across the Trust. 

However there has been an increase in IG incidents 
reported.  
 

 Target Sept Oct 
IG training levels 95% 78.5% 80.0% 
IG incidents  54 69 

 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
• Programme of routine spot checks to be completed and tool to record this to be completed. 

 
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   

S29A 
Aug 18 

Update 28/11/18 
• Consent included in care planning documentation.  
• Documentation audit results from October still fall 

below the Trust standard.  
• Integrated Care pathways to be assessed to ensure 

they include consent for PIB, or a form is in the notes 
to document consent.  

 

 
 Target Sept Oct 
Nursing Documentation audit: 
consent for name on PIB 95% 

66.5% 66.5% 

 
 

Outstanding All measures consistently met 
Good All measures met 
RI 1 measure unmet but improved 
Inadequate  1 measure unmet  

 

Comments 
• Patient information board SOP to be developed (Deadline 30/11/18) 
• Pilot of electronic whiteboards in E8 and SAU 

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.  

ED MD 
s29A  

Aug 18 

Update from 28/11/18-  
• Revised Datix risk module went live 01/11/18, with 

new process for management and revision of risks 
• Risk registers to be reviewed at SITREP meeting to 

ensure they are being streamlines and have all 
appropriate risks.  

 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
• Revised risk management strategy approved and adopted by Trust Board.  
• Governance lead forum re-established to support regular review of risk registers. 

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 

MED 
MD 

Update from 12/11/18 
• New process for the management and revision of 

risks.  
 

• Revised Risk Management Strategy approved and 
adopted by Trust Board.  

 
  

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 
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No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
 

• Quality and Performance committee oversight of risk 
registers.  

Comments 
• Governance leads forum re-established to help reinforce and embed good governance.  
• Learning from last CQC visit to supply full risk register 

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

s29A  
Aug 18 

Update from 28/11/18  
• Mortality review steering group continues to meet 

monthly with good attendance at these meetings and 
appropriate minutes taken. Chaired by Medical 
Director and NED present (meets NQB requirement) 

• Quality and performance committee monthly with a 
TOR in place and good attendance, and chaired by a 
NED.  

 
• Divisional governance oversight through divisional 

reports to Quality and Performance and Performance 
and Accountability meetings.  
 

• Patient safety steering group is currently on hold but 
being covered by senior patient safety team which 
meets weekly. This team ensure safety agenda is 
taken forward and all requirements are acted upon.  

 
 Oct  
Divisional governance meeting held this month? Yes 
Mortality review group held this month? Yes 
Quality and performance meeting held this month? Yes  

 
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
• Tool to be developed for governance teams to do spot checks of Performance and Accountability meetings to ensure they 

are appropriate and beneficial. 
27a Review leadership and 

governance systems in the ED 
s29A  

Aug 18 
Update from 28/11/18  

• Substantive appointment of Senior Lead Nurse 
confirmed in November 2018. Matrons x2 seconded 
until March 2019 for substantive appointment after 
this period.  

• Non- DDC PA’s in ED consultants job plans so that 
governance is led medically.  

• Quality performance metrics systems are in place and 
reporting.  

• Governance structures in line with trust framework.  
• Escalated and overseen to Quality and Performance 

Committee, Performance and Accountability 
meetings, and Trust Board.  

• Staff receive feedback via monthly governance 

 
Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 
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No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
newsletters, noticeboard and Datix feedback function 
plus debrief after each shift.   

Comments 
27b  The Trust must develop 

governance systems to provide 
assurance of the efficiency and 
effectiveness of systems to ensure 
patient flow and patient safety  

ED MD Update from 28/11/18 
• Quality performance metrics systems are in place and 

reporting.  
• Governance structures in line with trust framework.  
• Escalated and overseen to Quality and Performance 

Committee, Performance and Accountability 
meetings, and Trust Board.  

• Staff receive feedback via monthly governance 
newsletters, noticeboard and Datix feedback function 
plus debrief after each shift.   

  
Same as 26  
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
• Update to be provided and to liaise with Ops team.  
• Full capacity policy to be signed off this week. 

 
 

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

MED 
MD 

Update from 28/11/18  
• Non- DDC PA’s in ED consultants job plans so that 

governance is led medically.  
• Governance structures in line with trust framework.  
• Monthly divisional governance meetings in place with 

agreed ToR. 
• Clinical leads for governance being appointed 

(Medical and Nursing) to support function in largest 
division. Medics to be in place by end of December 
2018 and Nurses by end of January 2019.  

 

 
Same as 26  
 

Outstanding All measures met 
Good 1 measure unmet  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
•  

28b  Ensure maternity services 
undertake audits and act on 
findings to improve practices 

MAT 
MD 

Update from 28/11/18 
• Revised maternity  governance arrangements in 

place. 
• New Obstetric audit lead in place.  
• QI and PDSA to be considered for all 

recommendations, plans to be monitored through 
Maternity Services Clinical Effectiveness Quality and 
Safety.  

 
Same as 26 PLUS 
 

 Target Sept Oct 
Number of audits being 
undertaken in Maternity  

No 
data 

15 

% compliance with maternity and 
obstetric policies and guidance  in  
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No. Requirement Source 
Rationale  

&  
Results  

Metrics 
&  

Rating 
• Obstetric and Midwifery audit lead reviewing the audit 

programme to ensure that the process includes 
implementation of recommendations. 

• Guidelines group established to review all out of date 
guidance, with active consultant engagement.  

• 15 audits are currently registered to be undertaken in 
maternity/Obs/Gynae.  
 

date 
 
 

Outstanding All measures consistently met 
Good All measures met  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
 

29 The Trust must develop and 
embed a vision and strategy for 
the trust and services 

MED 
MD 

Update from 28/11/18 
• Trust strategy “Working together- 2018-2021” 

adopted. Quarterly delivery updates to Board in place. 
• Short film explaining the strategy released and staff 

engagement strategy being rolled out.  
• Vision needs to have a clear clinical strategy.  

 

 
Outstanding All measures consistently met 
Good All measures met  
RI 2 measures unmet but improved 
Inadequate 2 measures unmet 

 

Comments 
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Report to Trust Board in public – January 2019 
 

Agenda Item Number: 014/19 
Enclosure Number: 8 

 

 

Paper Title: Corporate Risk Register  
 

Sponsoring Director: Lois Howell, Director of Governance & Risk 
 

Authors: Annie Green, Head of Risk Management  
 

Purpose: To apprise the Board of the corporate level risks facing the Trust 
and to seek adoption of the updated corporate risk register. 

Action required by the Board/Committee: Adoption 

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

Quality & Performance Committee 31.12.18 (non-quorate) 
 

Executive Summary –  
 
The Board will be aware of progress made over recent months in the identification, recording and management of risk 
across the Trust.   Presented to the Board today is the most recent iteration of the Corporate Risk Register, updated to 
reflect the risks added since it was last presented to the Board in October 2018 and to show the revised ratings of 
existing risks. 
 
Board members will note the revised format of this report – the corporate risk register is now fully integrated with the 
Datix risk management module on which all other operational risks are recorded and managed. 
 
In line with the Trust’s risk management strategy, the Corporate Risk Register presented now is an amalgamation of all 
operational risks which require Trust level management and oversight, plus those risks on divisional risk registers which 
although managed at divisional level, are rated as “high”.   
 
The revised format reveals a disappointing lack of progress in reducing the previously identified risks; these will be the 
subject of increased focus form the Risk Management Team over the coming quarter.   

Recommendations:  
 
That the Board adopts the updated Corporate Risk Register, as set out at appendix 1. 

Key risks identified: As indicated in the appendix. 
 

Links to BAF/Risk Register: Not applicable  
 

Quality Impact Assessment Form Completed – no concerns identified that are not addressed in other 
risk management action plans 

Equality Impact Assessment Form Completed – no concerns identified 
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Report to Trust Board in public – January 2019 
 

Agenda Item Number: 014/19 
Enclosure Number: 8 

 

 

Corporate Objectives (insert  )                                 

     

     

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 
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Corporate Risk Register - December 2018

ID Opened Review date Title Division & Care Group
Consequence 
(current)

Likelihood 
(current)

Rating 
(current)

Risk level 
(current)

Movement Additional actions planned
Risk level 
(Target)

Target Date

1401 01/01/2018 15/12/2018
Harm to health and wellbeing 
of staff arising from sustained 
unplanned pressure on services

Corporate level risk 4 5 20 High ↔
System wide demand management plans 
being implemented
Winter plan being implemented

Moderate 30/09/2019

1402 14/11/2018 15/12/2018

Mismanagement of patient 
care, poor experience and 
patient harm arising from lack 
of suitably trained nursing staff.

Corporate level risk 4 5 20 High ↔
Implement outcome of staffing and skill mix 
review
Further recruitment

Moderate 30/09/2019

1403 14/11/2018 15/12/2018

Patient harm arising from 
inconsistent application of 
policy on non-18 week waiting 
lists

Corporate level risk 4 5 20 High ↔ Develop actions in response to review 
outcome

Moderate 31/03/2019

1404 14/11/2018 15/12/2018
Regulatory impact of breaching 
4 hour access standard

Corporate level risk 4 5 20 High ↔ Further implementation of the urgent care 
delivery plan and the winter plan

Moderate 31/03/2019

1412 14/11/2018 15/12/2018

Inconsistent application of 
Mental Capacity Act could 
result in regulatory non-
compliance and prosecution.

Corporate level risk 4 4 16 High ↔ Further spread training and awareness 
programmes

Moderate 31/03/2019

1406 14/11/2018 15/12/2018
Patient harm arising from lack 
of timely discharge

Corporate level risk 4 4 16 High ↔ Implement the winter plan Moderate 31/03/2019

1405 14/11/2018 15/12/2018
Patient harm arising from poor 
flow across the Trust and 
beyond

Corporate level risk 4 4 16 High ↔ Further implementation of the winter plan Moderate 31/03/2019

1407 14/11/2018 28/02/2019
Patient harm arising from 
stretched pharmacy services in 
times of significant pressure 

Corporate level risk 4 4 16 High ↔ Implement actions in response to review Moderate 31/12/2019

1393 07/11/2018 07/12/2018

Risk of enforcement 
action/financial penalty from 
the ICO for failing to meet SAR 
deadlines

Corporate level risk 4 4 16 High New

IT looking at ways to speed up identification 
of information and downloading.
Trust to look at purchasing own redaction 
software

Moderate 29/03/2019

1411 14/11/2018 15/12/2018

Risk of harm arising from poor 
identification and/or response 
to patient deterioration 
(including sepsis)

Corporate level risk 4 4 16 High ↔
Appointment of Sepsis Lead Nurse
Development of education and awareness 
raising programme

Low 31/03/2019
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1413 14/11/2018 15/12/2018

Risk of reputational 
damage/harm to regulatory 
relationships arising from 
failure to deliver annual 
financial outturn forecast.

Corporate level risk 4 4 16 High ↔ Cost improvement plan Moderate 31/03/2019

87 02/01/2015 31/01/2019

Potential patient harm if water 
quality fails and endoscopes 
are unavailable to clinical 
departments; delaying 
procedures. 

Corporate level risk                                                                          
Clinical Delivery Division - 
Critical Care, Theatres, 
Anaesthetics & HSDU

4 4 16 High ↔ Business case for replacement of RO water 
systems.

Low 31/12/2019

1409 14/11/2018 15/12/2018
Disruption to clinical services 
arising from breakdown in 
sterilisation equipment  

Corporate level risk                                                                                 
Surgical and Outpatients 
Division - Surgery

4 4 16 High ↔ Install equipment once procured Low 31/12/2018

1410 14/11/2018 31/01/2019

Harm to health of staff arising 
from injuries associated with 
lifting and moving clinical 
equipment on soft floor.

Medicine and Urgent 
Care Division - Older 
Persons Medicine

4 4 16 High New Replace floor - business plan in development Very low 31/12/2019

1395 09/11/2018 10/12/2018

Potential for delays in care and 
treatment of patients if we are 
unable to provide the clinical 
oncology service

Networked Services 
Division - Regional 
Cancer Centre

4 4 16 High New

A solution to distribute the breast and lung 
work needs to be worked up in consultation 
with the existing lung and breast consultants.
Need to explore possibility of outsourcing 
radiotherapy treatment planning either to 
elsewhere in the UK or internationally. 
However, there will be IG and governance 
issues around this, if it is possible. And does 
not address the pathway points that cannot 
be done remotely, such as seeing and 
consenting patients, writing up the 
radiotherapy prescription and reviewing 
patients during treatment.
Require very senior management 
engagement to discuss options and expedite 
plan urgently.
The substantive H&N post is currently out to 
advert again, as is locum via Bank Partners. 
The Lung/breast substantive post is also out 
to advert with locum work on iPoint. 
Replacement for the CNS locum paperwork is 
underway.

Moderate 29/03/2019
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1107 07/04/2018 16/01/2019
Potential severe patient self 
harm if potential ligature points 
are not removed trust wide.

Corporate level risk 5 3 15 High 15
Highest risk areas have been assessed for 
risks and addressed.  Plan to assess lower 
risk areas must be addressed 

Moderate 22/04/2019

651 01/02/2017 01/02/2019

Financial loss arising from cost 
of sourcing asceptic pharmacy 
services externally if 
manufacturing unit fails

Clinical Delivery Division - 
Pharmacy

5 3 15 High ↔ Business case for re-build of asceptic 
pharmacy unit in development

Low 28/02/2019

1254 13/07/2018 31/12/2018

Patient safety may be 
compromised due to the excess 
demand across clinical areas for 
SLT services

Clinical Delivery Division- 
Therapies

3 5 15 High ↔ Recruit additional post. Low 31/01/2019

1417 14/11/2018 15/12/2018
Patient harm arising from 
inadequately maintained 
equipment

Corporate level risk 4 4 16 High ↔ Improve central oversight of equipment Moderate 31/12/2019

1451 27/12/2018 27/02/2019

Risk of serious mismanagement 
of patient care arising from 
shortages of essential supplies 
and/or staff as a result of 
departure from the EU 

Corporate level risk 4 3 12 Moderate New
Fortnightly management meeting to assess 
and mitigate ongoing risks.  Implementation 
of national guidance as it is issued 

Low 27/12/2019

1444 14/12/2018 16/02/2018
Risk of service interruption 
arising from inadequate 
working capital 

Corporate level risk 4 3 12 Moderate New
Further monitoring of cost improvement 
programme and spending  

Low 29/03/2019

1443 13/12/2018 31/01/2019

Mismanagement of care of 
mental health patients arising 
from removal of CAMHS service 
from ED  

Corporate level risk 3 3 9 Moderate New

Negotiations with the rest of the local health 
& social care system continue with regard to 
re-instatement of the CAMHS - including 
escalation to CEO level.
Identification of trust capacity and resource 
to improve focus on the welfare of mental 
health patients continues to be a priority   

Very low 28/02/2019
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Report to Trust Board  -  January 2019 
 

Agenda Item Number: 015/19 
Enclosure Number: 9 

 

 

Paper Title:  
Never Event Report to Trust Board 

Sponsoring Director:  
John Knighton 

Authors:  
Gill Gould/John Knighton 

Purpose: To provide Trust Board with an update on actions taken and future 
actions planned to prevent never events within the Trust. 

Action required by the Board/Committee: Discussion  
 

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

N/A 

Executive Summary - (This should include a summary of the background, key points and must include risks and 
mitigation. Include the internal scrutiny of compliance with procedures and regulations to ensure the Board and/or 
Committee are assured that due process and rigour has occurred. This must include the recommendations on the way 
forward and the “criteria for success” ) 
 
 
The Trust has reported eleven never events in the period April 2017 to date and this is a cause for serious concern.  
 
There are clear themes from these events and action plans have often included similar or identical actions. It is also 
apparent that the learning from these events has not been effectively shared across the organisation despite attempts 
to do so. This points to a failure to embed a meaningful safety culture across the Trust. 
 
A number off actions have already been implemented across the organisation but it is acknowledged that these are 
insufficient to reduce the risk of recurrence. The development of a positive safety culture, where risks are understood 
and there is committed and shared responsibility for preventing never events is of paramount importance. A plan of 
further actions to support the growth of such a culture has been developed.  
 
 
 
 

Recommendations:  
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Report to Trust Board  -  January 2019 
 

Agenda Item Number: 015/19 
Enclosure Number: 9 

 

 

Key Risks Identified:  
 

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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Never Event Report to Trust Board December 2018 

Never Events are defined as ‘serious incidents that are entirely preventable because 
guidance or safety recommendations providing strong systemic protective barriers are 
available at a national level, and should have been implemented by all healthcare providers’. 
The list of incidents that are classified as never events is reviewed and updated by NHS 
Improvement; the most recent update was in January 2018. There are currently 15 never 
event incident types. Three relate to events involving surgery, five relate to medication, one 
is specifically related to mental health and there are six other, general, event types. 

The Trust has reported eleven never events in the period April 2017 to date, and this is a 
cause for serious concern. A brief summary of these events is outlined in Appendix 1. Of the 
eleven cases, eight are surgical events and three are general (two misplaced nasogastric 
tube and one administration of air instead of oxygen).  

This paper summarises the conclusions of the Safety Team based on recent discussions 
combined with previous external reviews of Never Events undertaken by NHSI and the 
CCGs in 2017. 

A review of the learning points relating to the surgical events demonstrates that there are 
two key themes which can be summarised as: 

• The absence of a Safety Standard (either generic WHO checklist or Local 
Safety Standard for Invasive Procedures (LocSSIP) 

• A failure to fully use the implemented Safety Standard in the way in which it is 
intended: with full understanding, buy-in and commitment from all team 
members. 

Action plans from these events have repeatedly included the same or similar actions, notably 
reviewing and updating the WHO checklist or LocSSIP and implementing a ‘Stop’, ‘Pause’ or 
‘Time out’ immediately prior to the procedure: actions which may be correct, and required, 
but don’t address the underlying cultural issues that are the root cause of ongoing failures in 
good process.  It is also apparent that the learning and actions from these events has not 
been effectively shared across the organisation despite attempts to do so. Again this points 
to a failure to embed a meaningful safety culture across the Trust. 

An analysis of the underlying causes of the failure to implement or adhere to the safety 
standards identifies more subtle themes. These include: 

• Not all staff being involved in every aspects of the Safety Standard process. 
• Key staff, surgeon, interventionist etc. not being involved  
• Staff not having confidence/ability to speak up 
• A lack of ‘buy in’ from staff within teams, in particular key staff 
• Inappropriate hierarchy in some areas or situations 
• Lack of awareness of the risks of distraction and impact of other human 

factors in human error. 
• Teams where there are high levels of trust – leading to low levels of challenge 
• Lack of sufficient focus on safety culture  
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Engaged 
influencer(s)   

Ownership of 
process 

Improvement 
in compliance  

Most of the above can be linked to the culture within clinical areas. What is noticeable is that, 
where senior or key staff are committed to the principles of risk awareness and understand 
the potential impact of team behaviours in invasive procedures; where they use Safety 
Standards appropriately and demonstrate ownership of the process of developing and 
implementing them, these are usually embedded and work as they are intended to.  

 

 

 

In response to the increased number of never events reported, a number of actions have 
already been taken to address the concerns identified.  

• Staff from across the Trust attended a regional study day focussed on surgical never 
events. Learning from other organisations reinforced the view that a positive safety 
culture, within teams and the wider organisation, is critical in improving adherence to 
safety standards. 

 
• An internal never event study day, supported by NHS improvement, was run to share 

learning from the events more widely across the organisation. 
 

• An external review by staff from University College London Hospitals (UCLH) took 
place. This focussed on practice within theatres. 

 
• Audit of all areas where invasive procedures take place was undertaken to identify 

those where LocSSIPs had been implemented, were under development or not yet 
implemented. This was undertaken in 2016, repeated in April 2018 and is about to be 
commenced again. 

 
• A programme of internal, unannounced, visits to clinical areas has been commenced. 

Visits are observational to review compliance with safety standards and wider safety 
practice.  

 
• Regular audits of theatre compliance with safety standards are undertaken. 

It is acknowledged that these actions alone are not sufficient to deliver the reductions in risk 
of recurrence. To do this successfully a positive safety culture, one in which risks are 
understood and there is committed and shared responsibility for preventing never events, is 
required. The following, further actions are being planned. 
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1. The senior patient safety team, led by the medical director, is designing a Safety 
Campaign, to commence early in the New Year.  

2. A Trust Wide Safety Culture Survey, supported by the National Air Traffic Control 
Service (NATS) will be undertaken. 

3. A small task and finish group, including members of the Safety Team and interested 
individuals from around the Trust, is being convened to promote a safety culture 
across the organisation. 

4. A second never event half day session is planned, with a requirement that there is 
senior clinical representation from every specialty. 

5. The Safety Standards audit is being repeated, to include all areas undertaking 
invasive procedures. 

6. A schedule of visits to all clinical areas undertaking invasive procedures is being 
drawn up. 

7. A refreshed program of human factors and human error awareness training, including 
the use of simulation is to be launched. 

 

Involvement and engagement of key clinical staff at all levels (but in particular the 
influencers), in these reviews, groups and campaigns will be necessary if the aim of 
delivering significant improvement in the way Safety Standards are used is to be delivered, 
and a real and sustainable change in safety culture effected. 
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Appendix 1    Never Events reported in Portsmouth Hospitals NHS Trust April 2017 to date. 

Date CSC Case summary Key learning points 
11/08/2017 
(29563) 

MSK/ 
CHAT 

Wrong site surgery.  
Patient undergoing bilateral foot surgery. Second procedure 
commenced on foot however this procedure had not been planned or 
consented for. 

Adherence to WHO checklist 
Implementation of ‘time out’ 

17/10/ 2017  
(33621) 

S&C Retained equipment following surgery.  
The patient underwent a routine and elective caesarean section and an 
intra-abdominal foreign body was identified from Laparoscopic Bowel 
Resection surgery the previous year. 

Visual inspection of all equipment used 
Add this to Safety checklist/SOP for theatre (SOP 51) 

28/10/2017  
(34408) 

Med Retained equipment following procedure. The  patient had a central 
venous catheter (CVC) inserted . The central line guidewire was noted 
to have been left in the patient following a chest radiograph (CXR) 
taken  immediately post procedure 

LocSSIP to be developed for insertion of CVCs 
Need for 2 staff to be involved, both to be familiar and 
confident  with procedure in order to recognise errors 

05/12/2017 
 (36991) 

W&C Retained swab post procedure. 
The patient presented 11 days post delivery with perineal pain and 
discharge. She was found to have a surgical swab retained in her 
vagina. 

Adherence to WHO checklist  
Post procedure checking to ensure all swabs removed  
Treat instrumental birth and perineal repair are one procedure 
not 2 

15/12/2017  
(37660) 

H&N Wrong site procedure.  
Intravitreal injection for macular degeneration administered to the 
incorrect eye. 

Adherence to WHO checklist/LocSIPP 
Second check process immediately prior to procedure 
Site marking 

19/01/2018 
(40836) 

Med Wrong stent placed in biliary tree. Patient with gall bladder cancer had 
stent inserted, incorrect size used 

Introduce LocSSIP 
Appropriate checking of equipment pre insertion 

16/02/2018 
(41941) 

Med Medical Air administered in place of Oxygen- patient receiving 
nebulised medication in addition to Oxygen. Oxygen mask was found to 
be connected to air supply. 

Staff education and competence 
Adherence to oxygen policy, prescribing and administration. 

25/04/2018 
(45959) 

Surgery/ 
CHAT 

Wrong site surgery – Stent inserted into incorrect ureter   Adherence to WHO checklist 
Introduction of stop and pause immediately prior to procedure 

06/08/2018 
(52332) 

Diagnostic 
imaging 

Wrong site procedure – incorrect joint injected- misidentification of 
patient 

Adherence to WHO checklist 
Introduction of a stop, pause, second check immediately prior 
to procedure 

19/10/2018 
(56825) 

Medicine/  
resp 

Misplaced NG tube- feeding commenced – incorrect interpretation of 
x-ray 

Competency  
Staff awareness of who can review x-ray placement of NG tube 
RCA report not yet complete 

21/10/2018 
(57475) 

MOPRS/ Stroke Misplaced NG tube- feeding commenced (water only) – unusual 
presentation, tube position checked and confirmed using aspirate. 

RCA report not yet complete 
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Paper Title: Annual DIPC Report-  

Sponsoring Director: Dr J Knighton- Medical Director & DIPC 

Authors: Dr C Mitchell & K Noble on behalf of the Infection Prevention Team 
 

Purpose: To inform TB on Progress and performance against national and 
local indicators for healthcare associated infections 
To inform TB on work of Infection Prevention Team 
To comply with Health & Social Care Act  
To provide assurance for CQC Domain 5 Safety- Infections 

Action required by the Board/Committee: Discussion (delete as applicable) 

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

Infection Prevention Management Committee Jan 19 

Executive Summary - (This should include a summary of the background, key points and must include risks and 
mitigation. Include the internal scrutiny of compliance with procedures and regulations to ensure the Board and/or 
Committee are assured that due process and rigour has occurred. This must include the recommendations on the way 
forward and the “criteria for success” ) 

 The Trust continues to be compliant with all ten criteria of the Code of Practice for the Prevention and Control of Healthcare 
associated infections (HCAIs) 

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

 The team also continue to provide an infection prevention service for SCAS, a training programme for military based infection 
prevention nurses and practitioners, education and competency assessments for IV practitioners for Solent Healthcare and 
the provides the education and competency assessment for IV devices to 3rd and 5TH Medical Students for the Wessex 
Deanery. 

 The Trust had 48 cases of Clostridium difficile infection (CDI) against an objective of 40 cases, therefore not achieving its 
objective. The Trust continues to perform better than the national average with a rate of 13.3 cases per 100,000 occupied 
bed days (national rate 13.7) 

 The Trust had 2 avoidable and 4 unavoidable case of MRSA bloodstream infections, therefore not achieving its objective. 
The Trust is above the MRSA national average rate with a rate of 1.7 cases per 100,000 occupied bed days (national rate 
0.8) 

 The Trust has increased its rate of MSSA bloodstream infections from the previous year, with a rate of 8.3 cases per 100,000 
occupied bed days.  However, this rate remains below the  national MSSA rate of 9.1 cases per 100,00 0 bed days. 

 The Trust has improved its rate of E.coli bacteraemia from 28.9 cases per 100,000 bed days to 22 cases per 100,000 bed 
days making our performance one of the best in the UK.   

 69.2% of frontline staff received the influenza vaccine compared with 68.7% across England 

 10,950 clinical patient reviews were conducted by the IPT team FOR inpatients with heathcare associated infections.   

 The team continues to provide an outpatient service for patients in the community with indwelling intravenous devices. 

 785 PICC lines were inserted in the last year and 126 intravenous cannulas were placed in patients with difficult IV access. 

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

Recommendations:  
1. Focus required to understand and improve CDI, MRSA and MSSA bacteraemia rates 
2. Reduce variation in the application of universal and transmission precautions across the Trust (e.g. cleaning, 

hand hygiene, use of PPE, isolation of patients) 
3. Need to address lessons learnt in from 17/18 flu season 
4. Further support required to support the antimicrobial stewardship programme 

Key Risks Identified: Underperformance against national and local infection standards 
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for MRSA 
Inconsistencies  across PHT in application of universal and 
transmission  precautions (hand hygiene, cleaning, use of PPE, 
isolation of infected patients).  
Need to optimise identification and management of suspected 
cases of influenza.   
 

Links to BAF/Risk Register: N/A 
 

Quality Impact Assessment Form See attached at Appendix A- mild to moderate for relevant domains 
 

Equality Impact Assessment Form Not applicable  

Corporate Objectives (insert  )  

     

x x X   

Care Quality Commission domains (insert  )                                 

Safe Effective Caring Responsive Well led 

x   x X 
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2 Annual Report 2017-2018 Infection Prevention 

Foreword 
The prevention, identification and prompt treatment of infection acquired in healthcare settings presents an 
ongoing challenge at all levels and, if inadequately addressed, would present very significant risks to 
individual patients, to this organisation and to the wider healthcare community.

This year, 2017/8, has seen challenges in PHT around the rates of hospitals acquired C.Difficile infection as 
well as small increases in the numbers of patients acquiring either MRSA or MSSA bloodstream infection. 
Despite this, and missing our trajectory targets for these infections, our incidence in both MSSA and C.diff 
remains below national benchmarking data. There is a strong focus on addressing all the elements of 
infection prevention practice across the Trust and the wider healthcare system, working with the local 
Commissioning Groups, as we see the rates of community infection rising and the case-mix of patients 
admitted to PHT changing. This was particularly the case over this last year with high levels of delayed 
transfers of care and excessive bed occupancy.

It is very encouraging to see that our rate of acquired E.coli bacteraemia has reduced significantly: in fact we 
were the best performing Trust in the country in this regard, and good antibiotic stewardship continues to 
be enormously important as an organisational priority.

The Infection prevention team is a small but totally committed team, conducting work vital to the Trust as 
well as supporting other organisations, such as SCAS. Our organisations key Safety Priorities will continue to 
have a strong focus on preventing Healthcare Associated Infection, with new areas of work identified for 
2018/9.  

Dr John Knighton
Medical Director & DIPC
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Executive Summary 

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

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

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

and water quality and safety.

 10,955 documented clinical reviews of patients were carried out by the Team in 2017/18.

 The Team placed 785 Peripherally Inserted Central Catheters/Midlines, 126 Cannulas and carried out 777

other vascular access related interventions in 2017/18.

 The Trust had 48 cases of Clostridium difficile infection against an objective of 40 cases, therefore not

achieving its objective. However, the Trust remained slightly below the national average with a rate of 13.3

cases per 100,000 occupied bed days (national rate 13.7).

 The Trust had 2 avoidable and 4 unavoidable cases of MRSA bloodstream infection, therefore not achieving

its objective. The Trust’s rate was above the national average with a rate of 1.7 cases per 100,000 occupied

bed days (national rate 0.8).

 The Trust’s rate of MSSA bloodstream infection increased to 8.3 cases per 100,000 occupied bed days,

compared to the national average of 9.1 cases.

 The Trust’s rate of E.coli bloodstream infection reduced significantly to below the national average. Likewise,

other Gram-negative bloodstream infections remained below the national average.

 The Team carried out 479 peer-review NPSA audits in 2017/18.

 69.2% of frontline staff received the influenza vaccine compared with 68.7% across England.

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

The Infection Prevention Team (IPT) sits within the 

Corporate Services directorate. The team is accountable 

to the Director of Infection Prevention and Control 

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

chairs the Infection Prevention Management Committee 

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

the Trust’s quality and safety portfolio. In July 2017, Dr 

John Knighton was appointed Medical Director and DIPC, 

taking over from Mr Simon Holmes. Dr Mitchell 

remained in her role as Associate Director of Infection 

Prevention and Patient Safety. The posts of surveillance 

lead, water safety and quality lead, decontamination 

lead and sepsis lead are also held by Dr Mitchell. 

Dr Wyllie remains in the position of Infection Prevention 

Doctor. 

Team structure as shown below: 

 

 

1.2 Infection Prevention Management 

Committee 

The IPMC is the main forum for discussion concerning 

changes to policy or practice relating to infection 

prevention. The membership of the committee is multi-

disciplinary and includes representation from all CSC’s, 

senior management and supporting organisations, as 

well as external agencies such as Public Health England 

(PHE) and Clinical Commissioning Groups (CCGs). The 

committee meets quarterly and is chaired by the DIPC.  

The IPMC met on three occasions in 2017/18. The 

meetings were well attended and provided a useful 

forum for discussion on healthcare associated infection 

policy and related policies and procedures within the 

Trust.  

The IPMC also monitors the risk relating to HCAI on the 

Trust risk register. During 2017/18, the rating was raised 

from 12 to 16 in response to the increased incidence of 

C.difficile and MRSA bloodstream infections, as well as 

an increase in sewage leaks across the Trust. 

 

 

 

 

The Infection Prevention Team 

Figure 1. Team Structure 
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The Care Quality Commission (CQC) carried out 

a responsive focused inspection of the corporate and 

leadership functions of the Trust in May 2017, inspecting 

the key question of ‘well led’. This inspection was a 

follow-up to an earlier inspection of the emergency 

medical pathway in February 2017. A number of 

concerns were identified at these visits, for which the 

Trust was required to take action in order to meet 

expected standards. A comprehensive action plan was 

initiated in response to these findings. Relating to 

infection prevention, there were concerns that personal 

protective equipment (PPE) was not being used 

correctly. The use of PPE is continuously re-enforced 

with staff across the Trust, and staff are encouraged to 

challenge their colleagues if it is omitted. Appropriate 

PPE usage is also included in the Trust hand hygiene 

audit tool, and is therefore audited each month by the 

wards, as well as receiving peer-review audit by the 

IPT. 

 

The Trust is compliant with National Institute 

for Health and Care Excellence (NICE) 
quality standards and clinical guidelines. On behalf of 

the Trust, the IPT completed the gap analyses of new 

guidance to provide assurance against these standards 

(QS49, QS61, QS90, QS113). The Trust has monitored 

and approved a risk relating to HCAI on the Trust risk 

register. The risk was increased from 12 to 16 

throughout 2017/18, in response to the increased 

incidence of both C.difficile and Staph Aureus infections. 

The mitigating actions and risk assessments are 

monitored on a monthly basis by the risk assurance 

committee as well as the IPMC. 

 

The IPT have reviewed and updated 10 policies in 

2017/18. The team also consult and advise on other 

Trust policies.  

As part of criteria 3 of the Code of Practice 
(accessibility of information), the IPT own a number of 

patient information leaflets which are reviewed and 

updated regularly. The IPT manage a Trust intranet page 

which houses a wide variety of resources including; 

infection information, audits and reports, and training 

videos. This can be accessed 24 hours a day by staff. An 

external internet page is also managed by the Team and 

provides information to the public and visitors. The IPT 

also publish a weekly Infection Prevention dashboard, 

which allows the CSCs and departments to track their 

performance on a number of performance measures. It 

also allows staff to view the overall Trust position of 

certain metrics. This dashboard is discussed in senior 

medical and nursing forums and contributes to the 

quality heat map for each CSC. This in turn is discussed 

at every CSC performance review. 

 

 

Registration, Inspection and 

Compliance 

Page 106 of 264



 

 7 Infection Prevention Team Activity | Annual Report 2017-2018 Infection Prevention 

3.1 The Infection Prevention Team 

The Team consists of single and dual-role specialist 

nurses and practitioners in infection prevention and/or 

vascular access. The core functions of the Team can be 

split into 4 domains, namely;  

1. Specialist Services relating to Clinical Infection 
and Infection Prevention 

2. Specialist IV Access Services 

3. Surveillance and Epidemiology  

4. Education, Competency and Assurance 

Key activity roles include; 

 The prevention and management of healthcare 

associated infections (HCAI) and multi-drug resistant 

(MDR) infections 

 Timely isolation and the enforcement of strict 

transmission precautions for all transmissible 

infections 

 Act as an expert resource for all vascular access i.e., 

portacaths and Hickman lines etc. 

 Provide an out-of-hours, including weekends, 

specialist advice service on all elements of infection 

prevention and vascular access 

 Lead on the prevention and management of 

communicable disease outbreak e.g., Norovirus 

 Act as an expert resource in communicable diseases 

for the Occupational Health Department in the 

assessment, diagnosis and treatment of healthcare 

professionals within the Trust and critically assess any 

impact on patients as a result of some illness or poor 

health  

 The provision of an infection prevention service 

including; advice and consultation, education, and 

microbiological support to the South Central 

Ambulance Service (SCAS) 

 Specialist decontamination services ranging from the 

commissioning of all new and refurbished clinical 

areas, the compliance of the theatre ventilation 

systems and compliance of all endoscopy and sterile 

services with the required standards for 

decontamination 

 The water quality and safety schedule of work to 

ensure that the quality of water in all clinical areas is 

of the required standard appropriate for the wellbeing 

of staff, patients and visitors 

 The provision of a specialist vascular access service for 

patients through cannulation or placement of 

Peripherally Inserted Central Catheters (PICC) lines or 

Midlines, which includes education and competency 

assessment of practitioners within the Trust 

Facilitate the data collection and report submission in 

line with the requirements of the national Sepsis 

CQUIN 

 The surveillance and audit of healthcare associated 

infections including ward surveillance for hand 

hygiene, environmental cleaning, device care, the 

cleanliness of medical equipment and surgical site 

infections 

 Contribute to the flu vaccine programme managed by 

the Occupational Health Department 

 The education of all substantive and temporary staff 

on hand hygiene, infection prevention and relevant 

aspects of decontamination, clinical skills including 

cannulation, blood cultures, phlebotomy, IV 

administration and central line handling 

 Act as a host for nurses in the Armed Forces, 

providing training to become specialists in infection 

prevention 

 The education of clinical skills to academic students 

on placement at PHT (Wessex Deanery, University 

Students) 

Team Activity 
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Table 1. Summary of activity 2015/16 2016/17 2017/18 

Total number of patients reviewed 3,242 3,615 3,644 

Total number of reviews 11,990 11,974 10,955 

3.2 Team Activity 

A total of 10,955 documented clinical reviews 

of patients (not including the activity within the 

Vascular Access service) were recorded by the team in 

2017/18. The number of patients reviewed increased 

slightly to 3644  (figure 2). 

The breakdown of reviews by type remains similar to 

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

interest: 

 The number of influenza reviews increased by 64% 

compared with 2016/17, and was the highest recorded 

number of reviews of this type since 2010/11 when 

VitalPAC was first introduced at PHT. This reflects the 

challenging flu season PHT encountered in 2016/17 

 The IPT carried out 23% more diarrhoea and vomiting 

reviews than in 2016/17 

 

 

 

 

 The number of C.difficile reviews reduced by 20% 

compared with 2016/17. This is likely due to a change in 

disease severity whereby more cases were mild-

moderate C.difficile requiring fewer reviews per patient. 

 Reviews of new cases of MRSA decreased by 39% and 

21% for previously known MRSA cases. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.3 The Vascular Access Service 

The Team continues to offer an expert and 

comprehensive Vascular Access service to the Trust.  This 

includes: 

 The placement of single, double and triple lumen PICC 

lines and Midlines  

 The insertion of complex cannulas 

 Specialist advice on line selection, placement, care and 

trouble-shooting 

 Complex phlebotomy for inpatients, outpatients and 

more recently, GP practices.  

 Providing a supportive service to outpatients with long

-term vascular access in order to troubleshoot early 

problems and prevent unnecessary admission (e.g., 

line migration, blocked lines, exit site infection) 

 Training, education and competency assessment 

The team received 2,130 referrals for intervention 

and assessment [2,147 2016/17]. 

Page 108 of 264



 

 9 Infection Prevention Team Activity | Annual Report 2017-2018 Infection Prevention 

Of the referrals received in 2017/18, 1,716 (80.6%) were 

accepted, following a thorough vetting process, for 

intervention/advice by the Team.  This is comparable to 

2016/17 (79.6%). 

The Team successfully placed 785 [780] PICC and 

Midlines, 126 [132] cannulas and carried out 777 [751] 

other interventions in 2017/18 [2016/17] (figure 4). 

97% of line placements were placed successfully, mostly 

with ultrasound guidance. This is consistent with 

previous year’s activity. 

 

In 2018/19, the IPT’s objectives include; 

 Update LocSips for insertion of intravenous devices 

 Update IV access and management pathways and 

competencies 

 Revamp use of VIP score and monitoring 

 Extend IV device care education and training 

programme for HCSW 

 Train new members of staff in core IV insertion and 

management competencies (including PICC and 

midlines) and portacaths 

 Extend difficult cannulation service to support 

patients who may have access issues 

 

 

 Iron out current IT problems 

precluding the appropriate 

recording of insertion and 

monitoring of lines including 

peripheral and central access 

devices 

 Extend use of ‘virtual ward’ to 

support care of outpatients 

with indwelling devices  

  2016/17 

Total 

2017/18 

Q1 

2017/18 

Q2 

2017/18 

Q3 

2017/18 

Q4 

2017/18 

Total 

Advice 157 30 52 32 32 146 

Blocked line 181 34 37 55 33 159 

Cannula placement 270 67 60 53 37 217 

Chest X-ray check 103 27 30 38 43 138 

Infected line 17 7 4 2 3 16 

Displaced line 40 14 16 15 12 57 

Guidewire exchange 26 5 3 9 6 23 

Thrombosed vessel 3 0 1 0 0 1 

Leaking line 25 3 0 4 0 7 

Line review 1 0 0 0 0 0 

Phlebotomy 32 17 16 9 5 47 

PICC placement 1079 246 301 291 245 1083 

Port access 111 35 39 26 32 132 

Other 102 17 40 36 11 104 

Total Referrals 2147 502 599 570 459 2130 

Table 2. Vascular Access Referrals  
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3.4 Sepsis CQUIN  

Sepsis is a potentially life-threatening 

condition and is recognised as a significant 

cause of mortality and morbidity. In 

England, almost 37,000 deaths are 

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

are estimated to be preventable. As part of the patient 

safety agenda to reduce mortality related to sepsis and 

improve patient outcomes, a national sepsis CQUIN 

(Commissioning for Quality and Innovation) was 

introduced in 2015. The CQUIN focuses on improving 

compliance with timely sepsis screening and prompt 

antibiotic administration. In 2017, the CQUIN was 

modified to include antibiotic administration and clinical 

antibiotic review as 2 separate elements (table 3b and 

3c). 

The indicator is measured by an audit of patient notes, 

which the IPT have been responsible for since the 

CQUIN’s introduction. In 2017/18, the IPT reviewed 

over 2,000 sets of patient notes. 

The Trust achieved its targets for sepsis screening and 

antibiotic review throughout the year. However, IV 

antibiotic administration for patients both arriving with 

sepsis, and those who deteriorate as inpatients, require 

improvement. 

 

  

 
 

 

 

 

3.5 Public and Staff Engagement  

The IPT participated in a number of events attended by 

the public including; 

 Hand Hygiene Awareness, May 2017 

 National Nurses Day, May 2017 

 Love Your Bones, June 2017 

 International Infection Prevention Week, 

October 2017 

 Trust Open Day, October 2017 

For these events, the Team occupied a stand in 

the main atrium to promote infection 

prevention and public health messages. These 

events are an important opportunity to provide 

information on; hand hygiene, influenza 

awareness, environmental cleanliness, viral 

gastroenteritis, and vascular access. The Team 

also provided practical hand hygiene sessions 

for the public and gave away free tottle bottles 

of alcohol gel.  

 

Table 3b. 

IV antibiotic 
administration 

  

Emergency Departments 

and Direct Admit areas 
Acute inpatient settings 

Compliance 

achieved 
Target 

Compliance 

achieved 
Target 

Quarter 1 76.99% 90% 40.79% 90% 

Quarter 2 79.20% 90% 38.46% 90% 

Quarter 3 80.08% 90% 43.59% 90% 

Quarter 4 64.44% 90% 54.84% 90% 

Table 3a. 

Sepsis 
screening 

  

Emergency Departments 

and Direct Admit areas 
Acute inpatient settings 

Compliance 

achieved 
Target 

Compliance 

achieved 
Target 

Quarter 1 98.39% 90% 95.51% 90% 

Quarter 2 99.17% 90% 97.26% 90% 

Quarter 3 97.57% 90% 92.63% 90% 

Quarter 4 98.25% 90% 97.14% 90% 

Table 3c. 

Antibiotic 
review 

Compliance 

achieved 
Target 

Quarter 1 100% 25% 

Quarter 2 100% 50% 

Quarter 3 100% 75% 

Quarter 4 93.33% 90% 
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4.1 Clostridium difficile 

C.difficile infection has been subject to enhanced 

surveillance since 2007, and is reported via the Public 

Health England (PHE) data capture system. Since 2007, 

national rates of C.difficile infection have declined 

dramatically. The incidence rate for PHT-attributed cases 

also declined between 2007/08 to 2013/14 and then 

remained approximately stable to 2017/18.  

The attribution of cases in 2017/18 followed a different 

pattern to that of recent years (figure 5). 

The Trust objective for 2017/18 remained at ≤ 40 cases. 

PHT did not achieve this with 48 Trust-

attributed cases. This was a 45% increase on the 

2016/17 performance [33 cases]. The Trust’s rate 

remained slightly below the national average with a rate 

of 13.3 cases per 100,000 bed days compared to 13.7 

cases nationally (figures 6 & 7). This is the Trust’s highest 

rate since 2011/12. 

Root cause analysis of the 48 cases identified the 

following; 

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

most prevalent in Medicine and Surgery CSC (figure 

8). A further reduction in cases identified from MOPRS 

CSC was noted from 2016/17. 

 26 out of the 48 cases were detected within the first 

14 days of admission. This indicates that these are 

probably cases acquired in the community which 

become active on admission after exposure to 

antibiotics or manipulation of the bowel. 

 10 cases involved patients outlied to another 

specialty. 

 

All Trust-attributed cases of C.difficile are sent to the 

PHE reference laboratory for ribotyping.  

 Only 2 PHT cases could be linked in time, location and  

Performance against national and 

local objectives 
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ribotype, indicating direct onward transmission. Other 

cases are therefore likely to be due to indirect 

acquisition of the disease (i.e., manipulation of the 

bowel, antimicrobial exposure, community acquisition of 

the disease, due to poor hand hygiene or poor 

environmental cleaning).  

 The ribotype 002 represented 23% of PHT cases and is 

associated with severe life threatening disease. 

In recent years, PHE have recognised that some cases 

can occur even if best practice is followed. The current 

apportioning algorithm does not take into account 

complex healthcare pathways that patients may have, or 

that some of the community-onset cases are likely to 

occur among patients who were recently discharged 

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

have been required to submit additional data to PHE on 

prior healthcare exposures. PHE intend to implement a 

new apportioning mechanism in 2019/20. 

C.difficile will remain a key priority for the Trust in 

2018/19. The IPT intend to; 

 Revise the C.difficile pathway and policy to include 

updated PHE guidance 

 Rationalise testing anomalies to prevent unnecessary 

re-testing of samples 

 Investigate the use of probiotics to prevent antibiotic 

related cases of C.difficile 

 Work with Microbiology and Pharmacy to re-

introduce the faecal transplantation service after re-

licensing by MHRA 

 Collaborate with gastroenterologists and GPs to 

reduce inappropriate/unnecessary prescribing of 

proton pump inhibitors 

 Collaborate with neighbouring CCGs to introduce 

ribotyping of community cases 

 Collaborate with neighbouring CCGs and other 

healthcare providers to re-design the C.difficile forum 

to focus on case management and learning from 

C.difficile cases 

 

 

 

 

4.2 Staphylococcus Aureus 

bloodstream infections 

MRSA bloodstream infections 

MRSA bloodstream infections have been subject to 

enhanced surveillance since 2005 and all positive cases 

are reported via the PHE data capture system. 

Nationally, the incidence of MRSA bloodstream infection  

has decreased  dramatically since 2007/08, although has 

remained approximately stable for the past 4 years. 

The Post Infection Review (PIR) process was 

implemented in 2013 to aid a zero-tolerance policy for 

MRSA bloodstream infections.  The PIR process involves 

a multi-disciplinary review of the case to determine the 

root cause of the bloodstream infection, and also 

highlight and address any associated learning. Following 

this process, each case is attributed to either the Trust, 

CCG or a third party. Since the introduction of the PIR 

process, rates of Trust and CCG-attributed MRSA 

bloodstream infection have fallen, whilst rates of third 

party attributed cases have increased, reflecting the 

complexity of a large proportion of cases. 

During 2017/18, PHT reported and investigated 19 

cases of MRSA bloodstream infection. This 

is a significant increase compared to recent 

years. Of the 19 cases investigated, 6 were 

attributed to PHT, and expert panel deemed 2 of 

these to be ‘avoidable’. The learning associated with 

these cases has been shared across the organisation 

through the work of IPMC. 
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The Trust therefore, did not achieve the 

zero-tolerance objective set by NHS 

England.  

The Trust’s rate of MRSA bloodstream infection 

increased from 0.3 cases per 100,000 bed days in 

2016/17 to 1.7 in 2017/18. This is above the national 

rate of 0.8, and is the Trust’s highest rate since 2012/13 

(figure 9). 

 

 

 

 

 

 

 

 

 

Investigation of the 6 PHT-attributed cases identified; 

 1 case occurred in a patient high risk for MRSA. 

Screening as per the Staph Aureus policy had not been 

carried out. An action plan to address this omission 

has been implemented. 

 1 case was deemed avoidable due to an infected 

peripheral venous cannula. Learning has been 

addressed at team level. 

 The 4 ’unavoidable’ cases occurred in patients with 

complex care needs. For example, a neonate, a 

patient with a complex dermatology diagnosis, a 

patient with chest trauma and pneumonia, and a 

patient at the end of life. 

 

 

 

 

 

 

 

 

 

Of the remaining 13 cases investigated jointly by PHT, 

the CCGs and community infection prevention teams, 4 

were attributed to the CCG to which the patient 

belonged, and 9 to third parties. 

 

MSSA bloodstream infections 

MSSA bloodstream infections have been subject to 

enhanced surveillance since 2011 and all positive cases 

are reported via the PHE data capture system. 

Nationally, the incidence of MSSA bloodstream infection 

has increased year-on-year since surveillance began in 

2011, with a 3.8% increase from 2016/17, and a 36.2% 

increase from 2011/12. Similarly, the rate of hospital-

onset cases has increased steadily, from 7.8 in 2012/13 

to 9.1 in 2017/18. 

In 2017/18, PHT had 30 cases attributed to 

it, compared to 25 in 2016/17. The Trust’s rate 

remains below the national average at 8.3 cases per 

100,000 bed days compared to 9.1 cases nationally 

(figure 12). This is however, the Trust’s highest rate since  
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2014/15, and the IPT are keen to reduce this. 

Of the 30 PHT-attributed cases, the following were 

identified: 

 3%, 27% and 33% of PHT-attributed MSSA 

bloodstream infections occur by day two, four, and 

seven, respectively 

 The bloodstream infections occur in all areas of the 

Trust, but are most prevalent in Medicine CSC (figure 

14). This is comparable to 2016/17. 

 The largest proportion (37%) of infections are related 

to indwelling devices and care (table 4) and this is 

concerning since it has increased from 32% in 

2016/17.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Staphylococcus Aureus (MRSA and MSSA) Action 

Plan  

In response to the increased rate of both MRSA and 

MSSA, the IPT intend to; 

 Rationalise screening regimens to reduce unnecessary 

pre-operative screening based on 5 year positivity 

rates 

 Extend skin suppression protocols for patients 

undergoing all implant surgery 

 Revise skin suppression protocols to cater for 

different patient groups, e.g. patients with allergies, 

neonates, chronic skin conditions 

 Improve post operative wound care by improved use 

of aseptic technique and dressings 

 Improve pre and post operative pathways for high risk 

surgery, e.g. implants and C-sections 

 Update LocSips for insertion of intravenous devices 

 Update IV access and management pathways and 

competencies 

 Revamp use of VIP score and monitoring 

 Extend IV device care education and training 

programme for HCSW 

 Train new members of staff in core IV insertion and 

management competencies (including PICC and 

midlines) and portacaths 

 Extend difficult cannulation service to support 

Table 4. 

Source of MSSA 
% 

Peripheral Venous Cannula 23.33 

Central Venous Catheter 13.33 

Respiratory 13.33 

Urology 13.33 

Skin/soft tissue 10.00 

Bone/joint 10.00 

Prosthesis 6.67 

unknown 6.67 

Wound 3.33 

Page 114 of 264



 

 15 Performance against national and local objectives | Annual Report 2017-2018 Infection Prevention 

 Iron out current IT problems precluding the 

appropriate recording of insertion and 

monitoring of lines including peripheral and 

central access devices 

 Extend use of ‘virtual ward’ to support care of 

outpatients with indwelling devices 

These actions will be monitored through IPMC. 

 

4.3 Gram-negative bloodstream 

infections 

E.coli bloodstream infections 

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

bloodstream infection in England, and has been subject 

to mandatory surveillance since 2011. Nationally, the 

incidence of E.coli has been rising since 2003. 

Approximately, 75-80% of cases nationally, are identified 

within 2 days of admission and therefore are deemed 

community-onset. In 2017/18, 404 E.coli bloodstream 

infections were reported by the Trust. Of which, 80% 

were community-onset cases (figure 15), similar to the 

national picture.  

In 2017/18, PHT had 79 cases attributed to 

it, a 24% decrease on the 104 cases in 

2016/17. The Trust’s rate reduced to 21.9 cases per 

100,000 bed days, which was in-line with the national 

average of 22.3 cases, and a vast reduction on the 

2016/17 rate [28.9 cases] (figure 16). 

The IPT continue to monitor and investigate cases of 

PHT-attributed E.coli bloodstream infection in order 

to identify core themes and learning for staff. 

Analysis of these cases showed that the primary 

focus (50.6%) is urinary tract infection (UTI) (table 5). 

Comparisons with the national data are difficult as 

the provision of data on the most likely source of 

E.coli infection information is voluntary. However, 

from the national data available, UTI has consistently 

been the most frequent source (45-49%) of E.coli 

bloodstream infection, although this does vary 

according time to onset.  

 

 

 

 

 

 

 

 

Table 5. 

Source of E.coli 
% 

Urinary Tract 50.63 

Gastrointestinal 12.66 

Hepatobiliary 12.66 

Respiratory Tract 10.13 

Other 6.33 

Indwelling Device  5.06 

Skin/soft tissue 1.27 

Unknown 1.27 
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Given the rising rates of E.coli bloodstream infection, as 

well as other types of gram-negative infection, the 

Secretary of State for Health introduced an ambition to 

reduce healthcare-associated Gram-negative 

bloodstream infection by March 2021. Therefore, in April 

2017, PHE expanded the surveillance of Gram-negative 

infections to include Klebsiella and Pseudomonas 

bloodstream infections.  

 

Klebsiella bloodstream infections 

In 2017/18, 84 Klebsiella bloodstream 

infections were reported by the Trust. 20 (23.8%) 

were deemed hospital-onset, in comparison to 29.7% 

nationally. The Trust’s rate was below the 

national rate at 5.6 cases per 100,000 bed 

days, compared to 8.4 cases.  

 

 

 

 

 

 

 

 

 

 

 

 

The most frequent (60.0%) source of Klebsiella 

bloodstream infection was UTI, which is much higher 

than that reported nationally, although as previously 

mentioned comparisons with the national data are 

problematic due to the voluntary nature of source data 

and the high percentage (48.4%) of missing data. 

 

 

 

 

 

 

 

 

Pseudomonas bloodstream infections 

48 cases of Pseudomonas bloodstream infection were 

reported by the Trust in 2017/18, with 33% (16) deemed 

to be hospital-onset [37.8% nationally]. The Trust’s 

rate was below the national rate at 4.4 

cases per 100,000 bed days, compared to 

4.7 cases.  

As with other types of Gram negative bloodstream 

infection, UTI was the most frequent (37.5%) source of 

infection. This is higher than that reported nationally, 

however, national data has 51.4% missing source data. 

 

 

Table 6. 

Source of Klebsiella 
% 

Urinary Tract 35.00 

Respiratory Tract 25.00 

Intravascular Device  15.00 

Hepatobiliary 10.00 

Gastrointestinal 10.00 

Unknown 5.00 

Table 7. 

Source of Pseudomonas 
% 

Urinary Tract 37.50 

Respiratory Tract 31.25 

Gastrointestinal 18.75 

Skin/soft tissue 6.25 

Unknown 6.25 
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Gram-negative Action Plan  

In 2018/19, the IPT will continue to work closely with 

their community counterparts to reduce Gram-negative 

bloodstream infections. The key areas of focus identified 

are; 

 Hydration 

 Timely and correct antibiotic prescribing 

 Prevention of UTI 

 Reduce unnecessary catheter insertions 

The IPT intend to complete the following actions; 

 Develop a Gram-negative policy 

 Develop a Gram-negative care pathway 

 Collaborate with our CCG colleagues to minimise 

inappropriate use and care of urinary catheters across 

the heath economy 

 Support antimicrobial stewardship programmes 

targeted at inappropriate identification and treatment 

of UTIs 

 Establish a link between acute kidney injury (AKI) and 

prolonged ED transit time and acquisition of Gram-

negative BSIs 

 Collaborate with our CCG and PHT clinical colleagues 

to improve rehydration of patients in community and 

within PHT 

 

4.4 Multi-drug resistant organisms  

The Trust continues to monitor multi-drug resistant 

organism colonisation and infection. However, it is not 

part of the mandatory surveillance to PHE. 

As a result of the increased antimicrobial resistance seen 

worldwide, the Trust widened its screening protocol in 

recent years. It is therefore, not surprising that the 

detection of these organisms has increased. The 

significance of this is yet to be determined as nationally 

there is no baseline to benchmark against as Trusts use 

different screening protocols.  

Glycopeptide-Resistant Enterococcus (GRE) 

Enterococci are bacteria that are resistant to 

glycopeptide antibiotics, such as Vancomycin and 

Teicoplanin. GRE are sometimes referred to as 

Vancomycin-Resistant Enterococci (VRE).  

Since the development of the Trust’s screening 

programme, the number of patients found to be 

colonised with GRE has increased (figure 20). 

Extended Spectrum Beta-Lactamase (ESBL) and 

Amp-C Producing Organisms 

ESBL and Amp-C are enzymes that have developed 

resistance to some antibiotics. Some bacteria produce 

these enzymes, which can make treating infections more 

difficult as antibiotic treatment choice is limited. 

The national prevalence of these bacteria has increased 

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

laboratory testing and reporting regimen changed to 

include improved tests for Amp-C producing organisms, 

resulting in a significant rise in detected and reported 

isolates (figure 21).  Incidence of these types of 

organisms are expected to remain a cause for concern. 
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Carbapenemase-Producing Enterobacteriaceae 

(CPE)  

Enterobacteriaceae are bacteria that usually live 

harmlessly in the human gastrointestinal tract. Some of 

these bacteria produce carbapenemase enzymes 

resulting in resistance to all or almost all antibiotics.  

The Trust continues to implement the enhanced 

screening of all inter-hospital transfers and those who 

have recently received treatment in an overseas hospital 

for carriage of CPE.  

As a result of the enhanced screening programme, 4 

inpatients were identified to be carrying CPE in 2017/18. 

A further 2 patients were identified from community 

samples, both of which have since received treatment at 

PHT. All patients were well and the organism did not 

result in infection requiring treatment. Precautions were 

taken to minimise the risk of transmission to other 

patients and the environment. In cases where a CPE 

positive patient came into contact with other patients 

prior to notification of the positive result, screening of 

contacts and the environment was undertaken. No 

onward transmission of CPE has occurred. 

4.5 Outbreaks of infectious 

gastroenteritis 

The Trust continues to monitor suspected cases of 

infectious gastroenteritis, including Norovirus, and 

reports any outbreaks to PHE via the Hospital Norovirus 

Outbreak Reporting System (HNORS). In order to capture 

the winter peak of norovirus activity in one season, for 

reporting purposes, the norovirus season runs from 

week 27 in year 1 to week 26 in year 2. 

During 2017/18, there were 475 (440 [2016/17]) 

reported hospital outbreaks in England. Of these, 458 

(412 [2016/17]) resulted in ward/bay closure of 

restrictions to admission and 349 (321 [2016/17]) were 

reported as laboratory confirmed Norovirus. As 

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

significant under representation of viral gastroenteritis 

in hospitals.  

PHT had 3 outbreaks due to infectious 

gastroenteritis in 2017/18 (figure 22). One of 

these outbreaks resulted in full closure of the ward, and 

one resulted in closure of the affected bays. The IPT 

continues to provide the Trust with a 24-

hour, 7 day a week infection prevention 

service which includes the detection and management 

of potentially infectious cases of diarrhoea and vomiting.  

This service ensures continuity of advice and 

management throughout the week and improves 

assessment of symptomatic patients outside normal 

working hours, which has been shown to significantly 

reduce the number of overnight/weekend ward 

closures. 
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4.6 Influenza 

Moderate levels of influenza activity were seen in the 

community in the UK in 2017/18 with co-circulation of 

influenza B and influenza A (H3), as well as some 

influenza A (H1N1). The impact was predominately seen 

in older adults, resulting in increased numbers of care 

home outbreaks and excess mortality seen particularly in 

the over 65 year olds. Peak influenza-related hospital 

and ICU admission were higher than seen in the previous 

6 seasons. Levels of excess all-cause mortality were 

elevated particularly in the elderly, but were lower than 

the 2014/15 season in which influenza A (H3N2) also 

dominated. 

The Trust had an extremely challenging flu season. 

3217 viral respiratory screens were 

performed between August 2017 and May 

2018. Of these, 951 were positive. This is more 

than 4 times as many cases seen in the Trust during the 

2016/17 season [228]. The majority of cases were 

influenza B and influenza A (non-H1N1), with only 58 

influenza A (H1N1) cases (figure 23). Similar to the 

2016/17 influenza season, cases peaked in week 1 

(figure 24). Further small increases were then identified 

later in the season, at weeks 10 and 13. 

 

 

 

 

 

 

 

 

 

The “improving staff health and wellbeing” CQUIN 

remained in 2017/18, but was revised to reflect an 

incremental improvement over two years. Therefore, 

the target for 2017/18 was set at 70% vaccination for 

front-line staff, increasing to 75% in 2018/19. Once 

again, the Trust was committed to achieving this. 

Vaccine uptake improved nationally in 2017/18 with 

68.7% of frontline staff receiving the vaccine in England, 

compared to 63.2% in 2016/17. At PHT, performance  

 

 

 

 

 

 

 

 

 

 

increased only slightly, with 69.2% of frontline 

staff receiving the vaccine [69.0% 2016/17] 

(figure 25). Whilst this was below the national 

requirement of 70%, when taking into account those 

staff that submitted a vaccine rejection in writing, the 

Trust achieved 72.3%. This was agreed locally as 

sufficient to achieve the CQUIN. 

In response to the challenging season, the IPT intend to: 

 Introduce point of care testing for influenza in the 

emergency corridor 

 Train operational staff (duty hospital manager’s) in 

influenza management 

 Collaborate with our CCG colleagues to improve 

management of influenza across the health economy 

 Present business case to trust to support enhanced 

testing and PPE requirements 
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5.1 Cleanliness: National Patient 

Safety Association (NPSA) Audit 

The cleanliness of the clinical environment has remained 

a key priority in 2017/18 as it is crucial in assisting the 

Trust with control of infections such as C.difficile, 

Norovirus and multi-drug resistant organisms. All wards 

carry out monthly self-audits of compliance whilst the 

IPT carry out peer review audits for assurance. The IPT 

continues to compile all the audits carried out across the 

Trust and monitors the submissions to ensure that the 

self-audited scores are a true reflection of what is found. 

Clinical areas are encouraged to audit a good proportion 

of the ward/area, rather than a couple of rooms, and to 

audit everything in the room, rather than picking out 

only a few items, as this can skew the audit result. Any 

areas felt to be struggling with either the audit 

submission or the compliance with the audit receive 

training and support by the IPT. 

In 2017/18, the following changes were made to the 

reporting of self-audits;  

 AMU initiated monthly self-audit of each area within 

AMU, rather than submitting one audit of the whole 

of AMU. This encourages more of the environment to 

be audited and allows for greater oversight of 

compliance and resolution of issues identified. 

 Occupational Health and Discharge Lounge moved  

under the Corporate CSC 

On average, the self-audits scored 96.9% 

compliance, which is in-line with previous year’s 

results (figure 26).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For additional assurance, the IPT carried out 

unannounced peer-review audits across all clinical wards 

and departments. In 2017/18, the IPT carried out 479 

peer review audits. Whilst this is a slight decrease 

on 2016/17, it is a 22% increase on 2015/16. Any audits 

scoring below 90% receive support and fortnightly re-

audits until a sustained improvement is noted. In 

2017/18, 6% of our audits were for re-audit purposes.  

The IPT’s main focus was to sustain minimal ‘red/

unacceptable’ scores (audits scoring below 85%), while 

increasing the number of ‘acceptable/green’ scores 

(audits scoring above 95%). In response to concerns 

around the cleanliness of the environment and 

equipment, the IPT reviewed and updated the NPSA 

cleaning audit tool. These changes have made the tool  

Surveillance 
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more robust, by ensuring that items not specified on the 

original tool are now included in the audit score. 

Domestic cleaning is also audited and monitored more 

thoroughly by the IPT. The amended audit tool was 

implemented for use by IPT in November 2017. The peer

-review audit results do show a decrease in compliance 

throughout quarter 3 (figure 27). This is felt to be due to 

the amended tool being a more accurate reflection of 

what is happening on the wards, as well as being 

compounded by winter pressures and a challenging flu 

season, which placed constraints on the quality of daily 

and terminal cleaning. An improvement in compliance 

was identified in quarter 4, although not to the level 

reported prior to the audit tool changes, which suggests 

the tool is more vigorous. Overall, the proportion of 

audits scoring below 85% was 5.4% in 2017/18, which is 

comparable to 2016/17 [5.5%] (figure 28). 

 

 

 

 

 

 

 

 

 

In 2018/19, the IPT intend to: 

 Roll out the amended audit tool, for use in Trust 

wide self-audits 

 Focus on clinical cleaning, with an updated 

emphasis on the near patient environment 

 Rationalise the use of detergent and disinfectant 

wipes 

 Update environmental cleaning policies and 

pathways as required 

 Re-establish Hard and Soft FM standards and 

monitoring with the new FM providers 

 

 

 

5.2 Hydrogen Peroxide 

Decontamination Service 

The IPT continues to operate an (in-house) hydrogen 

peroxide decontamination service. This involves using a 

hydrogen peroxide robot to decontaminate a room with 

hydrogen peroxide vapour. This process occurs after 

domestic and clinical cleaning to kill all forms of 

vegetative bacteria, bacterial spores, fungi, fungal spores 

and viruses. The advantages of hydrogen peroxide 

vapour is that it is effective, gets to difficult to reach 

surfaces and once complete, precipitates into harmless 

oxygen and water.  

The aim is to decontaminate clinical and non-clinical 

areas after they have been used to care for patients with 

infections. It is also used to decontaminate areas after 

sewage leaks and estate maintenance, such as, sprinkler 

upgrades and life cycle works. The IPT will often perform 

this service out-of-hours to minimise impact on service 

delivery. 

In 2017/18, the IPT decontaminated 99 rooms around 

the Trust, with the majority for resistant organisms like 

CPE, or for estate maintenance (figure 29). 

In 2018/19, the IPT plan to; 

 Extend the service by training IP link advisors in the 

use of the machines 
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5.3 Patient-Led Assessment of the 

Care Environment (PLACE 2017) 

The aim of the national PLACE assessment scheme is to 

provide a snapshot of how organisations are performing 

against a range of non-clinical activities which impact on 

the patient experience of care.  

Portsmouth Hospitals scored above the national 

average for all categories (figure 30). These great results 

are a reflection of the fantastic work of our staff, and 

we will continue to work hard to make sure we are 

providing the best possible care for our patients. 

5.4 Hand Hygiene 

During 2017/18, the IPT continued monitoring hand 

hygiene compliance in clinical areas with monthly self-

assessment hand hygiene audits. The current tool 

incorporates a number of factors including; the 

proportion of opportunities for hand hygiene taken, 

technique, naked below the elbow and use of personal 

protective equipment. 

On average, all areas scored above 90% compliance with 

PHT achieving 97% compliance overall (figure 

31). This is consistent with previous years. 

For assurance, the IPT continued a programme of peer-

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

members practising incorrect hand hygiene technique 

were approached by members of the IPT at the time of 

the audit.  

In 2018/19, the IPT will update and relaunch the hand 

hygiene audit tool. 

 

The IPT also worked with The Portsmouth News to 

organise a poster design competition. Readers were 

asked to design a new ‘Clean Your Hands’ poster for 

display around the Trust, with prizes going to 1st, 2nd 

and 3rd place.  
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5.5 TEAL Audits (Intravenous Access 

Devices) 

Throughout 2017/18, the IPT continued its targeted 

programme of device monitoring through TEAL (Training, 

Education, Audit & Liaison) audits. These clinical audits 

provide quantitative data on indwelling devices, 

including indication, insertion procedure and the on-

going standard of care for feedback to ward areas and 

CSCs as part of quality monitoring. 

During 2017/18, the IPT audited 869 patients and 

310 intravenous access devices. 

Key findings include;  

 90% were peripheral venous cannulas, a slight 

increase compared to 2016/17 [88%], but in-line with 

2015/16 [90%] 

 Intravenous devices were most commonly inserted for 

medications and antibiotics. It was not possible to 

determine the reason for insertion for 3% of the 

devices audited, however, this has continued to 

improve year-on-year since 2014/15 [28% unknown]. 

 34% of patients audited had at least one intravenous 

device in-situ. This is the lowest prevalence recorded 

from these audits since 2014/15. Ensuring patients 

have the right device in the right situation remains a 

key message of the IPT, as well as to remove devices 

as soon as no longer clinically needed. 

 38% of devices were recorded on VitalPAC by the 

person who placed the device. This has reduced from 

2017/18 [45%] and is thought to be due to a number 

of reasons, namely; accessibility to iPODs on the 

wards, access levels of staff inserting devices, system 

difficulties, and non-compliance of staff. The 

importance of recording the device on VitalPAC, by 

the person who placed the device, features heavily as 

part of our teaching. However, we are concerned 

about the proportion of devices not recorded on 

VitalPAC at any point during the dwell time. 

 96% of devices were in date (not overdue removal). 

This has improved from 95% in 2016/17 and 93% in 

2015/16. 

 

 

 

 

 

 

 

 

 

 50% of devices had on-going care documented in the 

previous 24 hours. This is a significant reduction from 

2016/17 [71%] and 2015/16 [67%]. Whilst problems 

with VitalPAC may account for some of this, the on-

going care had also not been documented in the 

paper notes. 

 The proportion of devices with clean and healthy 

entry sites increased from 98% [2016/17] to 99% 

[2017/18].  

 93% of devices were still clinically indicated at the 

time of the audit. This is a further improvement on 

the 82% achieved in 2016/17.  

Table 8. Indwelling device TEAL audit results 2016/17 2015/16 2016/17 2017/18 

Number of wards audited 35 43 41 

Number of audits completed 52 44 45 

Number of patients audited 912 806 869 

Number of IV devices audited 374 373 310 

IV Device Prevalence (%) 38.60% 42.80% 34.06% 

% IV devices with insertion details documented 88% 89% 93% 

% IV devices with an appropriate reason for insertion documented 89% 94% 97% 

% IV devices with on-going care documented in the 24hrs prior to audit 67% 71% 50% 

% IV devices still clinically indicated at time of audit 81% 82% 88% 
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Although the findings from these audits are encouraging, 

the IPT acknowledge that the majority of audits were 

carried out in quarter 1 of 2017/18. Given the 

concerning increase in MSSA BSI towards the end of 

2017/18, the IPT believe that intravenous device care 

has declined, and therefore, will feature heavily as part 

of the 2018/19 annual plan. Proposed actions for next 

year include; 

 Update LocSips for insertion of intravenous devices 

 Update IV access and management pathways and 

competencies 

 Revamp use of VIP score and monitoring 

 Extend IV device care education and training 

programme for HCSW 

 Train new members of staff in core IV insertion and 

management competencies (including PICC and 

midlines) and portacaths 

 Extend difficult cannulation service to support 

patients who may have access issues 

 Iron out current IT problems precluding the 

appropriate recording of insertion and monitoring of 

lines including peripheral and central access devices 

 Extend use of ‘virtual ward’ to support care of 

outpatients with indwelling devices 

 

 

5.4 Surgical Site Infection Surveillance 

The IPT carries out surgical site infection surveillance 

(SSIS) on behalf of the Trust, and reports the findings to 

PHE. In 2017/18, SSIS was continued for all total knee 

replacement (TKR) and total hip replacement (THR) 

operations between April-September 2017.  

Total Knee Replacement (THR) 

In 2016/17, SSIS found that the Trust’s rate of infection 

was variable by quarter, and the IPT carried out an 

action plan to provide assurance against a number of 

factors. Following this, SSIS was continued and found 

that the Trust’s rate of SSI was above the national 

average in both quarters. All cases of infection were 

investigated and whilst no commonalities were 

identified, the IPT had to cease surveillance as of 

October 2017 since the Trust’s elective surgery was 

cancelled as part of winter preparedness. The IPT will 

recommence SSIS of TKRs in 2018/19. 

Total Hip Replacement (THR) 

The rate of SSI in Apr-Jun for THRs was below the 

national average since zero infections were identified 

from 208 operations. In Jul-Sep, 2 infections were 

identified, which placed the Trust above the national 

average [0.7%] with a rate of 1%.   

 

The key objectives for 2018/19 relating to SSI include; 

 Revise skin suppression protocols to 

cater for different patient groups i.e., 

patients with allergies, neonates, 

chronic skin conditions 

 Extend skin suppression protocols for 

patients undergoing implant surgery 

 Rationalise screening regimens to 

reduce unnecessary pre-operative 

screening based on 5 year positivity 

rates 

 Improve post-operative wound care 

by improved use of aseptic technique 

and dressings 

 Improve pre and post-operative 

pathways for high risk surgery (e.g., 

implants, C-sections) 

Table 9a. Operations and Surgical Site 
Infections 

Total Knee Replacement   

Total no. 
No. inpatient/

readmission 

% 

infected 

Apr-Jun 2017 
PHT 204 4 2.0% 

All hospitals 121,973 684 0.6% 

Jul-Sep 2017 
PHT 191 2 1.0% 

All hospitals 122,274 680 0.6% 

Table 9b. Operations and Surgical Site 
Infections 

Total Hip Replacement   

Total no. 
No. inpatient/

readmission 

% 

infected 

Apr-Jun 2017 
PHT 208 0 0.0% 

All hospitals 116,579 826 0.7% 

Jul-Sep 2017 
PHT 197 2 1.0% 

All hospitals 116,552 798 0.7% 
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6.1 Education and Training 

Staff education is one of the core functions of the IPT. 

On average, around 5,000 staff members are trained per 

year across a variety of sessions, including; 

 Quality and Safety Training 

 Setting Direction Induction Training 

 Junior Doctors Induction 

 Cannulation Study Day 

 IV Study Days 

 Medicine development days 

 NICU essential updates 

 Infection Prevention for Healthcare support workers 

 Link advisors 2 day course 

 Link advisors meetings 

 IV updates—overseas nurses 

 Clinical skills for medical students 

 Infection Prevention for Carillion staff 

 Phlebotomy workshops 

 Nutrition steering group workshops 

 Respirator mask fit testing 

 Military assistants—cannulation and phlebotomy 

 Clinical practical sessions for FY1 

 Infection Prevention for overseas nurses 

 Maternity updates 

 Paediatric mandatory training 

 Infection prevention update for audiology 

 Tissue Viability Study Day 

 IOSH course 

 

 

 

 

 

 

 

 

 

In addition to these internal  teaching sessions, the IPT 

also provide face-to-face education to a number of 

external groups. These include; 

 IV competency updates for Solent NHS Trust 

 Care of IV devices at the Rowan’s Hospice 

 The education of clinical skills to academic students 

on placement at PHT (Wessex Deanery, University 

Students) 

The Team also receive numerous requests per month for 

bespoke sessions tailored to a ward or departments 

specific needs. These include topics such as; 

 Line care 

 Dressings 

 Competency assessment 

 Portacath access 

 Cannula removal 

 Identification of different types of line 

 Decontamination of the environment and equipment 

 Hand Hygiene 

 Personal Protective Equipment (PPE) Use 

 

Training Activity 
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The Team also receive numerous requests per month for 

bespoke sessions tailored to a ward or departments 

specific needs. These include topics such as; 

 Line care 

 Dressings 

 Competency assessment 

 Portacath access 

 Cannula removal 

 Identification of different types of line 

 Decontamination of the environment and equipment 

 Hand Hygiene 

 Personal Protective Equipment (PPE) Use 

 

 

 

 

 

6.2 Link Advisors 

Infection Prevention Link Advisors are a fundamental 

part of infection prevention within the Trust, acting as 

role models in clinical areas and providing information to 

colleagues. In 2016/17, the IPT ran two full training 

courses to prepare new link advisors, and to update 

those already in the role. These sessions are multi-

disciplinary including teams from around the Trust, such 

as Microbiology and HSDU, as well as external visitors, 

such as representatives of companies whose products 

are in-use around the Trust. As well as these training 

courses, two additional 

‘meeting dates’ were held to 

provide a two hour session for 

topical education, discussion 

and feedback.  

One of the hot topics at all link 

advisor sessions is cleaning and 

decontamination. A practical 

audit session was included on 

both training courses to better 

enable the link advisors to 

submit accurate and reliable 

NPSA audits. This allows us to monitor the Trust and 

ensure resolution of issues in a timely fashion. 

Other training topics for link advisors included: 

 The role of the link advisor 

 Norovirus 

 Multi-drug resistant organisms 

 Staph aureus inc. MRSA 

 Clostridium difficile 

 PHT objectives 2017/18 

 Octenisan & Suppression 

 Isolation & PPE 

 Intravenous device care 

 Sharps safety 

 FFP3 fit testing 

 Reports and audits 

 Decontamination with Hydrogen Peroxide 

 Sterilisation of equipment 

 Hand Hygiene 

 Actichlor-Plus 
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Report compiled by Dr Sarah Wyllie, consultant medical 

microbiologist and Infection Control doctor, and Adel 

Sheikh, Trust antimicrobial pharmacist with the support 

of the consultant microbiology team, Dr Helen 

Chesterfield, Dr Andrew Flatt, Dr Ruan Simpson and Dr 

Lenka Strakova. 

8.1 Antimicrobial Prescribing 

Antimicrobial prescribing within Portsmouth Hospital 

NHS Trust is monitored and managed by the 

Antimicrobial Management group (AMG) who report to 

the Trust Formulary and Medicines Group and to the 

Infection Prevention Management Committee.  

The AMG meet quarterly.  The purpose of the AMG is to: 

 Manage safe, effective and economic use of 

antimicrobials within the Trust 

 Ensure that evidence-based local antimicrobial 

guidelines are in place, are being adhered to and are 

reviewed regularly 

 Ensure regular auditing of the guidelines, 

antimicrobial stewardship practice and quality 

assurance methods 

 Regularly report the organisation’s retrospective 

antibiotic consumption data (especially highlighting 

the uses of broad spectrum antibiotics such as pip/taz 

and carbapenems) 

 To ensure compliance with criterion 3 and 9 of The 

Heath and Social Care Act 2008: Code of Practice on 

the prevention and control of infections, updated in 

March 20151 

 To support and adhere to the DH antimicrobial 

guidance “Start Smart, then focus”2 

 Review compliance with the national CQUINS around 

antimicrobial stewardship, launched in April 2016 

from NHS England 

 

8.2 Key developments in 2018/19 

 Antimicrobial sensitivity testing updated to European 

standards (EUCAST) from British standards (BSAC) 

with amendments to most susceptibility profiles 

 Further implementation of carbapenem sparing 

strategies such as use of Temocillin, quinolones, 

pivmecillinam and Fosfomycin 

 

8.3 Antimicrobial Usage and 

Expenditure 

 

 

 

 

 

 

 

 

 

 

8.4 Compliance with antimicrobial 

CQUIN targets 

Background: Antimicrobial resistance (AMR) has risen 

alarmingly over the last 40 years and inappropriate and 

overuse of antimicrobials is a key driver. The CQUIN aims 

to reduce antibiotic consumption and encourage a 

prescribing review within 72 hours of commencing an 

antibiotic.  The antimicrobial CQUIN targets for 2017/18 

were; 

 2% reduction in total antibiotic prescribing compared 

to 2016 – not achieved 

 1% reduction in Tazocin prescribing compared to 2016 

– achieved 47% reduction 

 1% reduction in carbapenem prescribing compared to 

2016 – achieved 6% reduction 

Prudent Antimicrobial Prescribing 

Table 10. Top spend antibiotics in £  

Chloramphenicol Sodium Succinate 334,455 

Benzylpenicillin 175,993 

Co-Amoxiclav 106,305 

Daptomycin 73,893 

Rifaximin 42,319 

Ertapenem 39,917 

Table 11. Top spend antifungals in £  

Posaconazole 330,514 

Ambisome 156,844 

Caspofungin 106,635 

Fluconazole 8,133 

Voriconazole 3,038 
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Since our antibiotic prescribing has been shown by 

annual audit to be very compliant with our prescribing 

guidance, i.e. there is minimal inappropriate prescribing, 

then an agreement was made with our Commissioners 

to maintain the current prescribing per 1000 admissions 

for 2017/18.  However we failed to control the growth in 

antibiotic prescribing (figure 33).  There was a 7.9% 

increase in antibacterial prescribing per 1000 admissions 

over 2017/18 compared to 2016. 

This increased prescribing can be partly explained by the 

increased use of antibacterials over winter when we saw 

an influx of patients with influenza and lower respiratory 

tract infection.  Figure 34 shows the effect of this 

increased respiratory illness on the number of antibiotic 

prescriptions per 1000 bed days.  Additionally the 

conversion of elective beds to emergency patient use 

over the winter months impacted on the use of 

antibacterials per 1000 bed days. 

The Trust achieved a 47% reduction in Piperacillin-

tazobactam prescribing compared to 2016 and a 6% 

reduction in carbapenem prescribing compared to 2016. 

Figures 35-36 demonstrate the ongoing control of broad 

spectrum antibiotic agents. 

 

The ongoing reduction in carbapenem prescribing has 

been achieved through proactive switching of 

carbapenem antibiotics to alternative antimicrobial 

agents such as Temocillin, Ciprofloxacin or Gentamicin 

by the microbiology team.  Some carbapenem 

prescriptions needed to be replaced by two or three 

alternative antibiotics hence the reduction in 

carbapenem prescribing did contribute to the overall 

increase in total antibiotic prescribing. 

 

 

 

Further compliance with the antimicrobial CQUIN will 

require more antimicrobial pharmacist time and would 

be greatly facilitated by the introduction of electronic 

prescribing 

 

                        

 

 

Figure 33. Antibacterial use 2017/18 compared with 2016 

Figure 34. Antibiotic prescriptions per 1000 bed days 

Figure 35. Piperacillin-tazobactam prescribing 2011/12—

2017/18 

Page 128 of 264



 

 29 Prudent Antimicrobial Prescribing | Annual Report 2017-2018 Infection Prevention 

8.5 Antimicrobial Prescribing audits 
Point prevalence study 2017 

The results of the annual point prevalence study in June 

2017 were encouraging in that a further reduction in 

inappropriate prescribing was seen. Overall the 

proportion of inappropriate prescriptions was 5.6%, the 

same as in 2016 but a fall from 8.8% in 2015. 

Haematology/Oncology, MOPRS, Renal and Women & 

Children all had 100% appropriate prescribing. The 

results of the audit have been fed back to all prescribers 

via CD forum, via the Infection Prevention Management 

Committee and to individual clinical teams. 

 

Audit of surgical antibiotic prophylaxis in 

orthopaedic surgery 

41 patients undergoing an elective orthopaedic 

operation with an implant were audited in the month of 

November 2017. The results showed that 89% of 

patients received the recommended antibiotic(s) at the 

recommended doses within one hour of surgical incision 

time and 80% of patients received all post-operative 

doses at correct intervals. Only 23 of the 40 patients 

received the recommended antibiotic(s) at the 

recommended dose within one hour of the surgical 

incision time and were prescribed subsequent antibiotic 

doses at the recommended time intervals. Hence, 57.5% 

overall compliance to all standards measured. Feedback 

has been given to the orthopaedic surgeons and 

anaesthetists regarding the importance of getting 

surgical antibiotic prescriptions more accurately.  

Feedback has also been given to the nursing staff of G5 

who are not trained orthopaedic nurses. 

     

Review of patients with E coli bacteraemia 

A review of 193 cases of E coli bacteraemia from the 

total number of 388 separate cases in 2017 identified 39 

of 193 (21%) of cases to be hospital-acquired, 19 0f 193 

(10%) died within 30 days of bacteraemia, 38 cases of 

193 (20%) were Co-amoxiclav resistant, of these 9 cases 

were also Gentamicin resistant. None of the patients 

with resistant E coli died within 28 days.         

 

120 0f 193 (62%) were urinary in origin including 15 

cases of CAUTI and 6 cases in renal transplant patients, 

33 of 193 (17%) were biliary, 11 of 193 (5.7%) were intra

-abdo source (pancreatitis, post op), 8 cases were of 

unknown source, 7 of 193 neonatal sepsis, 2 

neutropaenic sepsis, 2 respiratory, 2 discitis, 1 

endocarditis 

 

The 30 day mortality has fallen over the last 3 years from 

14.6% to 10% and the sensitivity to Co-amoxiclav has 

improved from 66% to 80% which is reassuring.  Very 

few cases were identified as preventable cases. 
 
Audit plan for 2018/19 

 Annual trust wide point prevalence study in June 2018 

 Re-audit of surgical antibiotic prophylaxis in 

orthopaedic surgery 

 Re-audit of appropriateness of I/P Vancomycin and 

Gentamicin for treatment of PD peritonitis, previous 

audit carried out in 2016 

 Re-audit of appropriateness of Tazocin for the 

treatment of neutropaenic sepsis in haematology and 

oncology patients, previous audit carried out in 2016 

 

8.6 Antimicrobial stewardship rounds 

Antimicrobial stewardship rounds continue to be lead by 

the microbiology medical team. All clinical areas are now 

visited at least once a week by a consultant medical 

microbiologist. Most of the rounds include the support 

from a pharmacist.  

 

Figure 36. Carbapenem prescribing 2011/12—2017/18 
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8.7 Staffing 

Microbiology – the current 4.6 WTE consultant 

microbiology staff provide a 24hr service with a 1 in 5 on

-call rota.  Virology is lead by Kelly Bicknell, clinical 

scientist with the support of the microbiologists. 

Pharmacy – 0.5 WTE 8a pharmacist is struggling to 

provide the support required to promote good 

antimicrobial stewardship. A business case has been 

rewritten and will be submitted in July 2018 to provide a 

full time trust lead antimicrobial pharmacist 

8.8 Guidelines 

Microguide has been very successful in providing 

guidance to prescribers. Guidance has been updated 

over the past year to support the CQUIN targets. 

8.9 The challenges facing 

antimicrobial  prescribing remain 

 Ensuring that all antimicrobials are prescribed 

according to Trust policy in a timely manner in the 

absence of electronic prescribing with a limited 

workforce 

 Controlling the ever-increasing use of antimicrobial 

agents 

 Managing antimicrobial use to ensure that the 

development of bacterial resistance is limited 

 Ensuring antimicrobial prescribing supports the trust 

in achieving the MRSA bacteraemia and C difficile case 

target 
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8.10 AMG Strategy 

Our strategy to comply with all nine components of best practice for antibiotic prescribing is outlined in the table 

below. 

References 

1.https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/449049/

Code_of_practice_280715_acc.pdf published July 2015 

2. Department of Health Advisory Committee on Antimicrobial Resistance and Health care Associated Infection 

(ARHAI), “Start smart and then focus” produced November 2011 https://www.gov.uk/government/uploads/system/

uploads/attachment_data/file/417032/Start_Smart_Then_Focus_FINAL.PDF  

Component Description Compliance criteria 

1. Urgent 

treatment of 

infection 

emergencies 

Prompt empirical treatment of severe sepsis with appropriate 

antimicrobial needs to be started within one hour of diagnosis  

Empirical prescribing guidance in 

place and microbiology and pharmacy 

are involved in the diagnosis and 

management guidance for sepsis.  

Compliance with administration of 

antibiotic within an hour of patient 

presentation or recognition of sepsis 

is being monitored as part of the 

sepsis CQUIN and by A&E  

2. Communication 

of decision to 

prescribe 

antibiotics 

Clear documentation of the clinical decision to start 

antimicrobial therapy in the patient’s case notes  

Included in annual point prevalence 

audit 

3. Appropriate use 

of microbiology 

culture 

Appropriate specimens need to be sent for microbiological 

analysis prior to commencement or change in antimicrobial 

therapy  

Included in annual point prevalence 

audit 

4. De-escalation of 

antimicrobial 

therapy 

Daily clinical review and review of culture results should be 

documented 

By 48 hours an antimicrobial prescribing decisions are to stop, 

switch iv to oral, change, continue or to convert the patient to 

OPAT  

Included in annual point prevalence 

audit.  

Continual monitoring of consumption 

of broad spectrum agents 

5. Guideline 

choice of agent(s) 

Antimicrobials should be selected according to local guidelines 

and epidemiology  

Included in annual point prevalence 

audit 

6. Antimicrobial 

review 

An expected duration should be documented on the 

prescription or in the case notes  

Included in annual point prevalence 

audit 

7. IV duration Treatment with IV antimicrobials should not continue beyond 

48-72 hours unless recommended by local guideline or 

microbiologist  

Included in annual point prevalence 

audit 

8. IV-to-oral 

switch 

Treatment with IV antibiotics should be switched to oral 

therapy within 24 hours of meeting IV to oral switch criteria 

outlined in local guideline  

Annual IV to oral switch audit 

9. Total duration Treatment with antibiotics should not continue beyond 7 days 

(IV and oral) unless recommended by a local guideline or 

microbiologist.  Rationale for continuing use should be clearly 

documented in the patient’s medical notes.  

Included in annual point prevalence 

audit 
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Sponsoring Director: Lois Howell, Director of Governance & Risk 
 

Authors: Marion Brown, Head of Complaints 
 

Purpose: To apprise the Board of the themes and trends identified in 
complaints, Patient Advice & Liaison service contacts and plaudits 
received in 2017/18, and to describe the effectiveness of 
arrangements in place to manage the same  
 

Action required by the Board/Committee: Noting  
 

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

Quality & Performance Committee 31.12.18 (non-quorate) 
 

Executive Summary –  

Regulation 16 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 requires NHS Trusts to 
ensure that people can make a complaint about their care and treatment. To meet this regulation, providers must have 
an effective and accessible system for identifying, receiving, handling and responding to complaints from people using 
the service, people acting on their behalf or other stakeholders. All complaints must be investigated thoroughly and 
any necessary action taken where failures have been identified. 

This annual report describes the arrangements in place during 2017/18 by which the Trust received, processed, 
managed and replied to complaints, contacts to the Patient Advice & Liaison Service (PALS) and plaudits, and sets out 
details of the trends and themes covered in that feedback from patients and service users.    The report also includes 
examples of how the Trust has changed processes and practice as a result of what it has been told by complainants and 
PALS users. 
 
The Board is asked to note that following significant focus during the first half of 2018/19 through the performance and 
accountability framework process, the backlog of complaints reported at the end of 2017/18 is now considerably 
reduced, and Divisional oversight of complaints has improved.  The 2018/19 annual report will demonstrate the 
improvements made. 
 

Recommendations:  
 
That the Board notes the Annual Complaints Report for 2017/18. 

Key risks identified: No specific risks not already identified on the risk register are 
identified in the report. 

Links to BAF/Risk Register: BAF 3, BAF 5 
 

Quality Impact Assessment Form Completed – no concerns identified that are not addressed in other 
quality improvement action plans 

Equality Impact Assessment Form Completed – no concerns identified 
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ANNUAL REPORT 
Complaints, PALS and Plaudits 2017/18 

 
 
1. Introduction:  Portsmouth Hospitals NHS Trust continues to recognise the importance of 
feedback from those who use our services, both positive and negative, and how this is essential to 
ensuring that there is continuous improvement of the services we provide.  This report summarises 
the complaints and PALS activity and performance for the year 1 April 2017 to 31 March 2018.   
 
The report also highlights the improvements to services that have been implemented as a direct 
result of the complaints and concerns received, and outlines the plans for the next 12 months. 
 
2. Complaints Management Process:  The Trust’s complaints handling process and policy are 
compliant with the overall framework for NHS complaint handling as laid down in the Local 
Authority Social Services and National Health Service Complaints (England) Regulations 2009, and 
the CQC (Care Quality Commission) Regulation 16 (Receiving and acting on complaints), and the 
PHSO (Parliamentary and Health Service Ombudsman) “Principles of Complaints Handling, 
Remedy and Administration” (2009): 

• Getting it right  
• Being customer focused  
• Being open and accountable  
• Acting fairly and proportionately  
• Putting things right  
• Seeking continuous improvement 

 
Although Trust staff work very hard to provide the best possible care for our patients, it is 
recognised that at times things may not go as well as expected, and the Trust encourages patients, 
relatives and visitors to share their concerns with staff as they arise, to allow early resolution of any 
failure or error that has happened.  This provides an opportunity to learn where there may be areas 
that are failing and require appropriate action to improve the experience of our patients, relatives 
and visitors as we continually strive to exceed expectations.  
 
3. National Standards:  The Trust has reported 100% compliance with the Department of Health 
standard for complaints acknowledged within 3 working days.    
 
4. Contract Requirements:  The Trust has complied with the requirement to provide the Clinical 
Commissioning Groups with monthly, quarterly, and annual numbers of complaints and PALS 
contacts by category and outcome and how complaints have led to service delivery improvements. 
 
5.  Update on challenges set for 2016/17:  Last year, the Trust set itself two important challenges 
and is pleased to report the following: 

 
1. Increase staff training:  In 2016/17 a total of 1,178 members of staff attended 

Complaints Handling and Customer Care training.  Unfortunately due to pressures on 
the services, only 993 members of staff attended training in 2017/18 (a 15% reduction 
from last year’s figure).  This will continue to be a goal for the coming 12 months. 
 

2. Improve response times:  Due to pressure throughout the Trust services, this 
challenge also proved very difficult to achieve with only 36% of complaints meeting the 
required deadline; therefore this continues to be a priority for the year ahead. 
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6. Complaints Activity 
 
6.1  Trust wide position:  Despite a busy year for the Trust, there has been an 11% reduction 
 in the number of complaints received compared with last year (from 692 complaints to 614). 
 

YEAR RECEIVED VARIANCE 
2015/16 648 ↓14 ↓2% 
2016/17 692 ↑44 ↑7% 
2017/18 614 ↓78 ↓11% 

 
6.2 Quarterly Comparison:  There was a gradual increase in complaints over the first three 
 quarters of this year, however numbers returned to more expected figures for the last 
 quarter. 
 

 
 
6.3      Monthly Comparison:  Despite significant increases in October and November, the year 
 saw a  fairly consistent pattern in complaints numbers compared with previous years. 
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7. Complaints per Clinical Service Centre / Care Group 
 

CLINICAL SERVICE CENTRE / CARE GROUP 2015/16 2016/17 2017/18 Variance 
Critical Care, Theatres, Anaesthetics 18 12 9 ↓03 
Corporate Services 7 3 23 ↑20 
Clinical Support Services 35 29 30 ↑01 
Emergency Department 103 121 106 ↓15 
Facilities 2 0 0 ↔ 
Head & Neck 43 62 43 ↓19 
Medicine   128 139 98 ↓41 
Medicine for Older People, Stroke, Rehab 31 35 34 ↓01 
MSK 86 76 66 ↓10 
Renal & Transplant 10 17 8 ↓09 
Surgery & Cancer 123 122 124 ↑02 
Women & Children 62 76 73 ↓03 
TOTAL 648 692 614 ↓78 

 
• Although the number of complaints received is small in comparison to the activity 

within the Care Groups, the highest percentage reduction (41 - 29%) was seen at 
Medicine. 

• Corporate Services, in particular the Integrated Discharge Unit, saw a significant 
increase (20) in complaints over the year.   

 
8. Deadline for making formal complaints:  The time limit for making a formal complaint, as 

currently laid down in the NHS Complaints Regulations 2009, is 12 months from the date 
the complaint occurred or the date on which the matter came to the attention of the 
complainant.  In total, 162 (26%) of the complaints received in 2017/18 involved incidents 
which occurred in previous years.  Despite this, the Trust carried out an investigation as 
there was still sufficient information available to provide a helpful response. 

 
9. Targets:  This year 222 complaints (36%) met the 30 working days local deadline.  In the 

majority of complaints, the response breached because the Care Group staff were not able 
to complete a full and thorough investigation and provide a written response in time to meet 
the required deadline.  It is hoped that with the introduction of Divisional Nurse/AHP 
Directors and Governance Leads, this target will improve in the year ahead. 
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10. Re-opened Complaints:  If a complainant is dissatisfied with the Trust’s letter of response 
or would like to meet with staff to discuss things in more detail, the Complaints Team can 
re-open their complaint and refer this for further comment to the Care Group or make 
arrangements for a local resolution meeting.   
 
In total this year 103 complaints were re-opened which is a slight increase from 99 during 
2016/17.  When breaking down the reason for a second response, it is noted that in 37 
cases the complainant accepted the Trust’s offer of a meeting with staff and 66 raised new 
issues, disagreed with the Trust’s findings, or felt that some issues had not been addressed. 
 
Although the re-open rate (16%) is low, the Trust encourages all complainants to meet with 
staff to resolve things face to face.  The offer of a meeting is made in the initial 
acknowledgement letter and is repeated in responses to complex complaints which would 
benefit from detailed discussion.  It is believed that offering meetings from the outset, 
followed by a written response, provides assurance to the PHSO that the Trust has a robust 
and flexible complaints handling process. 

 
11. Subjects:  ‘Aspects of clinical treatment’ remains the category with the largest number of        

complaints, which is a reflection of the variety of sub-categories in that code.    
 

However the table below shows reductions in most areas apart from ‘Attitude and behaviour 
of staff’ (15% increase) which supports the need to allow more staff to attend the customer 
care and complaints handling training.    

 

   

 

Admission, Discharge, Transfer

Staff Attitude

Outpatient Appointment Delay/Cancellation

92

71

56

53

86

94

66

57

58

77

76

32

Top 5 themes from complaints - yearly comparison 

2015/16 2016/17 2017/18

 
 

Category 2015/16 2016/17 2017/18 Variance 
Aspects of clinical treatment 242 295 262 ↓ 
Communication 92 86 58 ↓ 
Admission, discharge, transfer 71 94 77 ↓ 
Staff attitude 56 66 76 ↑ 
Outpatient appointment delay/cancellation 53 57 32 ↓ 
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12. Breakdown of ’aspects of clinical treatment’:  The diagram below shows the top 5 
categories under the subject of aspects of clinical treatment.  A significant increase is seen 
in concerns about “delay/failure to diagnose” and on review of the data it appears that a 
large number of concerns were registered under Urgent Care. 
 

 
 

13. Outcome of investigations:  Following investigation of the 614 complaints received, the 
following outcomes were agreed: 

 
 Upheld:  117 complaints were upheld (i.e. issues were felt to be justified); slightly less 
 than last year’s data of 133.   
 
 Partially upheld:  The number of complaints partially upheld increased from 236 to 268.   
 
 Not upheld:  The number of complaints not upheld remains the same as last year at 214.   
 
 Withdrawn:  A further 14 complaints were withdrawn following early resolution of the issues 
 raised and one is still under investigation as a Safety Learning Event. 
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14. Continuous improvement:  The following are examples of some of the changes and 
 improvements made as a result of complaints received during 2017/18: 

 
You said We did 

Patient felt that the diagnosis of testicular 
torsion was missed, resulting in removal of 
testicle and surgical fixing of the other and 
subsequent infection. 
 
 
 
 
 

Medicine & Urgent Care Division acknowledged that the diagnosis of testicular 
torsion and early epidiymo-orchitis have very similar presenting symptoms 
which can mean that formal diagnosis is delayed.  The doctor involved was keen 
to share the learning from this patient’s experience and discussed the case with 
colleagues, following which it was agreed that in future the diagnosis of 
testicular torsion will be considered in all patients, regardless of their age, who 
have sudden onset of testicular pain with or without scrotal involvement and 
they will be referred immediately to the Urology Department. 
 

Family concerned that patient had fallen three 
times on Ward G1. 
 
 
 
 
 

Older Persons Medicine arranged for all staff on Ward G1 to receive enhanced 
face to face refresher training on falls carried out by Falls Nurse Specialist / 
Practice Educator / Ward Falls Link Champion.  In addition, the Falls Nurse 
Specialist worked closely with the staff to improve Fall Safe strategies on the 
ward, this was included in the Falls Collaborative Project and covered lying and 
standing blood pressure. 
 

A patient raised concern about a lack of patient 
confidentiality at the Imaging Department and 
the fact that the letter had arrived too late for 
the patient to make arrangements to attend. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Senior Management Team of the Imaging Department  confirmed that all 
staff have now been reminded of the importance of patient confidentiality and 
advised not to mention another patient’s details whilst on the telephone or with 
another patient nearby.    
 
The Reception and Administration Team have been advised that in future they 
should direct any patients who attend for cancelled appointments directly to the 
Radiology Day Case Unit so that the reason for the cancellation can be clearly 
explained to them.   
 
All Reception staff underwent Customer Care Training and the complaint letter 
was shared with the Administration Manager for learning purposes and to 
consider further training for staff.  
 
Staff have been reminded that when an appointment is made at short notice 
and a letter is sent, they should follow up this up with a telephone call to the 
patient to prevent the potential risk of the letter not being received in time.  The 
Senior Management Team are also reviewing the system and the possibility of 
sending a text message reminder to reduce this risk further.   
 

The mother of a young patient was upset that, 
having taken the advice of a Dietitian, she tried 
putting a small amount of peanut butter on the 
child’s lower lip which caused a severe 
reaction. 
 

As a result of this incident, a checklist has been produced for Dietitians to use in 
consultations with allergy patients to ensure that all elements of the allergic 
reaction are considered.  A review of the Allergy Clinic arrangements was also 
carried out to improve Multi-disciplinary Team working and the Dietitian also 
received further supervision. 
 

A patient in the Day Surgery Unit felt that they 
were not given enough advice or information 
about the risk of pressure ulcers during their 
stay. 
 
 

The Surgical Department reports that changes were made to post-spinal 
anaesthetic assessment to incorporate a regular pressure area check.  All 
patients are now given advice on how to prevent pressure damage and this 
complaint was discussed at a Unit Meeting to allow staff to reflect on how to 
ensure that others do not have a similar concern in the future. 
 

Family reported that a patient had been sent 
home from the Discharge Lounge with a 
catheter still in place and they were not given 
adequate notice of the discharge to arrange the 
necessary equipment and no information was 
provided on the discharge summary. 

Although there was clear documentation showing that a family member had 
been made aware of all plans for the patient’s discharge, it was acknowledged 
that there appeared to be a serious weakness in the use of the Discharge Unit as 
an overnight facility.  As a result, the Trust no longer uses this facility for 
patients to stay overnight, but instead patients remain on their admitting ward 
until the day of their discharge to ensure there is continuity of care. 
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15. Severity of Complaints: The Trust has a standardised process for assessing and grading 
risks and this has been adapted to grade incidents, complaints and claims.   This is used 
only as an aid to decision making and is not meant to replace clinical or management 
judgement in regard to the significance of the individual events.   

 
 During last year the majority (61%) of complaints were graded as Moderate Risk. 
 

GRADE OF SEVERITY 2015/16 2016/17 2017/18 % 
Negligible/Minor 158 182 74 26% 
Moderate  402 425 452 62% 
Major 88 85 88 12% 
Extreme  0 0 0 0% 
TOTAL 648 692 614   

 
 
16. PATIENT ADVICE AND LIAISON SERVICE (PALS) 
 
16.1   Performance:  A total of 5,155 PALS contacts were received during 2017/18 which is a 
 23% reduction from the year before.  The majority of concerns were resolved within 5 
 working days and only 1% of concerns (42) had to be escalated to a formal complaint. 
 

PALS Activity 
  Total  Variance by year 
2015/16 2047 ↑34% 
2016/17 6755 ↑211% 
2017/18 5155 ↓23% 

 
 
16.2   Yearly and monthly comparison:  Monthly PALS contacts continue to be variable, but 
 have reduced since last year’s figures in part due to the relocation of the Voluntary Services 
 Office and additional resource at Bereavement Services which has contributed to a 
 reduction in activity.     
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17. Method of contact:  To ensure that PALS is accessible to all, the service is contactable by 
a range of means, including a drop-in office located in the main atrium, free phone 
telephone system, personalised e-mail address, and by post.  This year the majority people 
used the telephone system to contact PALS direct.  This is in line with the objective of 
resolving enquiries or concerns with minimum formality and where possible to resolve 
issues with a single telephone/e-mail conversation.   

 

 
 

18. Trust-wide themes for 2017/18: Below are the top 5 themes coming from the contacts 
received through the combination of Complaints and PALS.  PALS saw a large number of 
concerns about outpatient appointment delays and cancellations (ENT, Ophthalmology and 
Gastroenterology). 
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19. Parliamentary and Health Service Ombudsman (PHSO):  The Trust received notification 
of 12 complaints which were referred to the PHSO during 2017/18.  This is a continued 
reduction from the previous years.   
 
As per the details in the summary table below, four of this year’s complaints were partially 
upheld from incidents which happened in 2015/16 and required a letter of apology with 
compensation for distress caused or no actions in one case.  Only one upheld complaint 
required an action plan to address failures identified in 2016 which demonstrates that the 
Trust continues to be effective in achieving local resolution in the vast majority of complaints 
raised. 

 

PHSO Total rec'd 
Under PHSO 

review Upheld Part upheld Not upheld 
2015-16 14 0 0 2 12 
2016-17 13 2 0 2 9 
2017-18 12 5 1 4 2 

 
19.1 Summary table of upheld/part upheld PHSO referrals:  
 

Care Group/ 
Department 

Incident 
date 

Trust’s findings PHSO Review  Actions required 

Oncology Jun 2016 Family felt there was lack of 
information about patient's 
diagnosis and that life could 
have been extended if 
treatment had been more 
timely.   
 
Following the Trust’s review, it 
was acknowledged that, 
although the patient’s care had 
been appropriate, the issues 
about accommodation, delays 
in reports, and communication 
required improvement. 

December 2017 – Upheld 
PHSO found that the Trust 
did not adequately address 
the impact delays had on 
family and felt that the Trust 
could have taken steps to 
locate a locum to address 
expanding Oncology 
Services.   
 
Trust asked to produce an 
action plan, to write apology 
letter to family and pay 
£1,250 compensation.   

Action plan to acknowledge failing of 
over-subscribed Oncology/Urology 
Clinics.  Whilst running two all-day 
Oncology Clinics on the Isle of Wight, 
there was no provision of additional 
cover for planned leave of absence.   
 
Since April 2017 there has been an 
agreement to ensure the back-filling of 
any planned leave with an additional 
clinician to ensure maintenance of 
capacity.  As part of the plans with 
Solent Cancer Alliance, the Trust has 
committed to providing a weekly 
additional all day clinic. 
 
Action Plan to address insufficient 
CT/MRI reporting capacity:  
Outsourcing reporting to improve 
reporting turnaround times.  Two 
Companies being used – one since 
April 2017, second since Dec 2017 
On-going recruitment to vacant Posts 

Orthopaedics Aug 2016 Patient unhappy that Ortho 
Consultant would not attend 
when referred by GP via ED.   
Trust did not uphold this 
complaint as the Consultant 
reported that the patient was 
already on an outpatient 
treatment plan and was due to 
be seen soon. 

January 2017 – Partially 
upheld.  PHSO found that an 
assessment should have 
been carried out in ED.   

Trust asked to write apology letter to 
complainant and pay £400 
compensation for distress caused. 

Stroke/Rehab Nov 2015 Patient unhappy that 
Consultant reported cognitive 
decline to DVLA.  The Trust did 
not uphold this complaint as 
the Consultant had 

January 2017 – Partially 
upheld.  PHSO felt that an 
appropriate full assessment 
was not carried out.   

Trust asked to write apology letter to 
patient and acknowledge failing that 
structured cognitive test was not 
performed or recorded. 
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documented a full assessment 
and this cannot be removed 
from records or altered. 

Oncology / 
Imaging / 
Medicine 

Aug to Oct 
2016 

Family unhappy with attitude 
of staff, poor communication 
and nursing care prior to 
patient's death.   
 
The Trust partly upheld the 
complaint and apologised for 
misinformation provided and 
for the attitude of staff.  
Patients now asked if they 
would prefer a male of female 
to deliver their care. 

May 2018 – Partially 
upheld.  PHSO 
acknowledged that the Trust 
had an integrated 
responsibility with West 
Hampshire CCG to plan and 
commission patient’s 
preferred end of life care 
without delay. 
 
It was patient’s preference 
to spend last days at home.  
The PHSO found that the 
Trust missed opportunities 
to have done more to 
achieve this which caused 
avoidable suffering and 
distress and exacerbated 
family's grief and 
recommended an action 
plan to address this. 

To address this failing at the Trust, the 
following actions have been 
implemented: 
  • There are now daily escalations 
from the Trust to the CCG on any 
delays around discharging Fast Track 
patients. 
• There are now daily updates to 
Continuing Healthcare patients from 
both the Trust and the CCG brokerage 
to all Senior Managers. 
• There are monthly Fast Track 
meetings to ensure the continued 
improvement of the pathway. 
• The Fast Track pathway will be a 
regular item on the End of Life Steering 
Group agenda. 
• There are weekly multidisciplinary 
meetings to discuss all blockages in the 
pathway and in particular any patients 
waiting over 21 days with Senior 
Managers from the Trust, Solent NHS 
Trust, Southern Health NHS 
Foundation Trust, Hampshire County 
Council and Portsmouth City Council 
• Although we acknowledge that there 
are still some delays, WHCCG are 
working with the Trust on this pathway 
to ensure that these are escalated to 
the highest level. 

Surgery May 2015 Patient felt they had 
inadequate pre-operative 
consultation and post-
operative care and believed 
surgeon made false 
statements.  The Trust did not 
uphold this complaint as 
several reviews had taken place 
prior to surgery and there was 
evidence available to show that 
Consultant was present at time 
of surgery. 

March 2018 – Partially 
upheld.  PHSO found failings 
in the Trust's lack of 
provision of a Flowtron 
pump, but not in the 
additional care and 
treatment or its complaints 
handling and that there was 
no impact on patient's 
outcome 

No actions required  

 
20. KO41a Quarterly Submission:  All NHS trusts are required to submit a KO41a return to 

the Department of Health each quarter.  A significant reduction is seen in complaints which 
involved Outpatient areas. 
 

Point of delivery 2015/16 2016/17 2017/18 Variance 
Inpatients 261 290 267 ↓23 
Outpatients 265 255 206 ↓49 
Emergency Department 83 117 112 ↓5 
Maternity 31 28 23 ↓5 
Other 8 2 6 ↑4 
Total 648 692 614 ↓78 
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Although a reduction is seen in most age ranges of patients involved in complaints, 
particularly in 75 years and over, an increase is seen in patients aged between 56-64 and 
65-74 years.   
 

Age range 2015/16 2016/17 2017/18 Variance 
0 to 5 years 29 31 20 ↓11 
6 to 17 years 16 25 16 ↓9 
18 to 25 years 36 31 31 ↔ 
26 to 55 years 212 192 182 ↓10 
56 to 64 years 59 73 87 ↑14 
65 to 74 years 130 109 112 ↑3 
75 years and over 162 198 171 ↓27 
Unknown  0 33 4 ↓29 

 
21. Plaudits/Compliments:  The Trust has set out the standard operating definition of a plaudit 

as set out below: 
 

• A formal communication of thanks in the form for example of a letter, note, card or e-mail 
• The provision of a gift, including chocolates, biscuits or other food or refreshments 
• The donation of a sum of money 

 
For the reporting period 2017 to 2018 the Trust received 6,916 compliments which is a 57% 
increase from 4,397 the previous year.  Compliments provide an opportunity for us to learn 
from when things have gone well for patients and their families, and will be encouraged 
further to allow us to share good practice across the Trust.  Examples of plaudits received 
include the following: 
 

Emergency Department:  “I find it hard to believe how quickly i was treated and 
how professionally the procedure and after care was administered. Arriving by 
ambulance in pain and distressed having just suffered a heart attack i was quickly 
put at ease by the way the staff worked like a well oiled machine - I knew I was in 
good hands. I feel I owe you my life. Thank you all.” 
 
Renal Unit:  “I want to say a huge thank you to all the staff on G7 for the care the 
showed me during a two week stay.  Nothing was too much trouble and the care 
was second to none again thank you so much.” 
 
Urology Unit:  “I have never experienced anything but kindness, respect & 
professionalism here. Everything explained with a warm friendly smile & patience. 
The whole Urology team are wonderful. Very efficient I rarely have to wait long & 
procedures are quick & caring. Many Thanks.” 
 
Dermatology Unit: “I have been looked after by the Dermatology team four the last 
four years and they have provided fantastic care and treatment.” 
 
Surgical Assessment Unit:  “My mum was admitted on Monday afternoon after 
coming to A&E she was taken to SAU and the staff there where amazing, they 
looked after her as well as having a joke. She had surgery yesterday and is now 
home recovering. This is just to say a big thank you to the staff that made her feel at 
easy and comfortable while she stayed.” 
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Head & Neck and Oncology Department:  “Heartfelt thank you to the QA head & 
neck team and oncology team. We have received outstanding care from both 
departments. Would particularly like to mention Oncologist, what a wonderful caring 
person, you made our journey so much easier, thank you. We couldn’t fault any 
aspect of our care from beginning to end and very appreciative to all the fantastic 
staff at QA.” 
 
Day Surgery Unit:  “Great experience with my son yesterday through day surgery. 
He is a big 17 year old so treated as an adult but recognised as a Mum that I wanted 
to be with him as much as possible. All the team were professional and looked after 
both of us really well. THANK YOU.” 
 
Ultrasound Department:  “Just had a scan on my liver in ultrasound. Appointment 
was bang on time and the radiographers were very thorough. Although the scan was 
for my liver they also checked other areas and may have identified a possible kidney 
problem. Hopefully this can be dealt with at some future date but at least it has been 
picked up early.  I left the appointment feeling highly satisfied with the service I 
received.” 

 
22. Complaints Handling Training for Staff:  The CQC Regulation 16 (Receiving and Acting 

on Complaints) states that all staff must know how to respond when they receive a 
complaint.  During 2017/18 only a total of 993 staff received training on complaints handling 
and customer care which is a 15% reduction from last year’s figure (1,178).    

 
 Due to pressure on the hospital, many areas have struggled to release staff to attend 

training sessions, but in order to improve complaints handling and offer a higher standard of 
patient experience, the Complaints Team continues to provide training to staff throughout all 
of the Care Groups.  This has been set as a continued challenge for the year ahead.  

 
 The Complaints Team now has a 2 hour Complaints Handling and Customer Care 

Workshop available for all staff to enlist via ESR. 
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23. Complaints Evaluation:  Once a response has been sent, the Complaints Team sends an 
evaluation questionnaire to the complainant either by post or by e-mail, depending on the 
method of contact used by the complainant.  All feedback is reviewed by the Team which 
will contact anyone giving a poor score to see if anything can be done to try to help resolve 
the matter to their satisfaction. 

 
  Although it is clear that, in some cases, those surveyed have confused the outcome of the 

 issue raised with the way their complaint has been handled by the Trust, in many cases 
 complainants gave positive feedback.   

 
COMPLAINTS EVALUATION – 5 KEY QUESTIONS 

Percentage of Positive Responses 
Question 1  Examples of the comments received  
Did you feel confident to 
speak up? 

91%  “Felt it would impact on future treatment negatively” 

Question 2   
Did you feel that making a 
complaint was simple? 

82% “It is a comfortable process to make the complaint” 

Question 3   
Did you feel that you were 
listened to and understood? 

59% “Meet set deadlines - Be honest with information - Provide full 
explanations of the way in which the complaint is progressing” 

Question 4   
Did you feel that your 
complaint will make a 
difference? 

51% “Whilst the care of my father cannot be changed, the future care 
of others will be and for that I am grateful”. 

Question 5   
Would you feel confident to 
make a complaint to the Trust 
in future? 

83% "I feel once reach old age they do not want to know."                                                 

 
The Trust will continue to monitor feedback of the process and identify ways of improving 
people’s experience of having made a complaint.  It is important to ensure that people feel 
confident to speak up when they have concerns, that they feel confident that they will be 
listened to and that appropriate action will be taken by the Trust to avoid this happening to 
others. 

 
From the feedback received, it is clear that a large number of people did not feel that their 
complaint would make a difference.  However, it should be noted that although the Trust 
would always apologise for any distress that was caused, it may be that following 
investigation, the allegations were not felt to merit a change in process which may cause 
people to feel that their complaint was not understood or would make a difference.  
 
One of the most common complaints about the process itself was that it takes too long for 
the Trust to respond or provide a new estimated deadline.  The Trust works to a local 
deadline set of 30 working days to respond, however on occasion it has been found that the 
investigation was more complex and the deadline was not achievable.  For this reason the 
Trust has now created a system whereby complaints will be assessed from the start to 
establish whether the issues raised are complex and, if so, the complainant will be advised 
that the Trust will aim to respond within 60 working days, in line with the Safety Learning 
Event timescales.  
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24. Challenges and opportunities for the year ahead: The continued aim of the Complaints 
and PALS Teams is to seek and learn from the views expressed by patients, relatives, 
carers, and visitors, and to put patients first, while supporting staff, and finding ways to 
rebuild people’s confidence in Trust services when things have not gone as well as they 
should.   

 
 The priorities for the year ahead include:  
 

• Working closely with Governance Leads and Divisional Nurse/Allied Health Professional 
Directors to improve timescales for investigation, response, and providing updates to 
complainants throughout the investigation process.   
 

• Resolving more issues through PALS, particularly inpatient concerns, and working with our 
PALS Volunteers to carry out ward/inpatient visits to help resolve any concerns in real time. 

 
• Increase the number of staff attending Complaints Handling and Customer Care Training, 

particularly given the 15% rise in the number of complaints involving Attitude and Behaviour 
of Staff.  
 
  

 
 
 
 
Marion Brown, Head of Complaints and PALS  
(Nov 2018) 
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Sponsoring Director:  
Paul Bytheway 
Chief Operating Officer 

Authors: Paul Bytheway 
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Purpose: This paper gives the Board  an update on the work to date 
associated with the planning for a ‘no deal’ withdraw from the EU, 
and the process in place to provide assurance to the Board.  

Action required by the Board/Committee: Discussion / Noting  
 

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

 

Executive Summary –  
 

Since the outcome of the referendum on the UK’s membership of the EU in June 2016, the aim of the government has 
been to secure a deal with the EU, both on the terms of the  future trading relationship with the EU alongside the 
withdraw itself. The UK government has also been equally clear that it would also be prepared to leave the EU with no 
deal should the terms of the deal offered by the EU not be satisfactory. 
 
NHS Trusts are now setting up formal contingency planning groups to oversee any challenges that a no deal situation 
may bring, NHS Trust are now required to plan for a ‘no deal’ to ensure that the appropriate contingency arrangements 
are in place and this should be coordinated through the business continuity framework both within the Trust and 
within the local health system. 
 
Recent guidance  (EU Exit Operational Guidance)  has  outlined the following main points should be addressed  :- 
 

 Appointment of a SRO at Board level to oversee the Contingency Planning 

 Complete the relevant self-assessments as part of national methodology 

 Form an oversight group to work with the SRO to manage and oversee risks  
 

This paper will address all of the points from these documents, demonstrating the level of oversight that the Board 
must have associated with a ‘no deal’ and the planning that must be in place to support any eventuality. 
 
 

Recommendations:  
That the board notes the contents of the paper and the progress to date alongside confirming that the necessary 
governance arrangements are in place to assure the Board of the planning that supports a ‘no deal’ Brexit. 

Key Risks Identified: None Currently  
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Introduction  

This paper provides the Board with an update on the work to date associated with the planning for a 
‘no deal’ withdraw from the EU, it provides an overview of the planning guidance to date ( including 
the operating plan 2019/20 & EU Operational Readiness Guidance) and the on-going oversight of 
this issue as we progress towards the 29th March 2019. Further guidance is expected over the forth 
coming weeks and months and a update will be provided to the Board as part of a monthly update. 

Background 

Since the outcome of the referendum on the UK’s membership of the EU in June 2016, the aim of 
the government has been to secure a deal with the EU, both on the terms of the  future trading 
relationship with the EU alongside the withdraw itself. The UK government has also been equally 
clear that it would also be prepared to leave the EU with no deal should the terms of the deal 
offered by the EU not be satisfactory. 

Although a deal has technically been agreed by the UK cabinet and EU leaders, this agreement needs 
further ratification through both UK and EU parliaments, given the significant challenges that this 
process entails, NHS Trusts are now setting up formal contingency planning groups to oversee any 
challenges that a no deal situation may bring. 

NHS Trust are now required to plan for a ‘no deal’ to ensure that the appropriate contingency 
arrangements are in place and this should be coordinated through the business continuity 
framework both within the Trust and within the local health system. 

Guidance 

On the 21st December both the Operating Plan 2019/20 and the EU Operational Readiness Guidance 
was issued that outlined the infrastructure that was to be put in place to support the NHS in 
readiness for a ‘no deal’ exit from the EU both at a local and national level. 

The main points of this guidance are :- 

• Appointment of a SRO at Board level to oversee the Contingency Planning 
• Complete the relevant self-assessments as part of national methodology 
• Form an oversight group to work with the SRO to manage and oversee risks  

This paper will address all of the points from these documents, demonstrating the level of oversight 
that the Board must have associated with a ‘no deal’ and the planning that must be in place to 
support any eventuality. 

 

 

Key areas of focus  
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Contingency Planning - Government led 

There are a number of areas that are identified as national priorities and as such play an integral part 
in the national response. 

Contingency Planning for NHS supply chain is the responsibility of both NHS Trusts and the 
government.  

The government is leading on the following areas and has (where there are actions to complete) 
undertaken the relevant companies to act in management of the risk 

• Licensed Medicines and vaccine 
o Stockpile a minimum of 6 weeks additional supply of medicines coming from EU or 

EEA over and above business as usual 
o Put in place plans to air freight products that have short shelf lives and cannot be 

stock piled to avoid border delays  
o Provide evidence of contingency planning 

• Medical Devices & Clinical Consumables 
o A full assessment is being under taken similar to those that are being taken at Trust 

level which outlines risk areas. 
• Supply of Non-Clinical consumables, goods and services 

o As part of the supply chain work that is currently being undertaken 
• Nutritional Feeds 

o As part of the national framework some supplies have been noted to require 
national contingency planning but Trust have also been asked to confirm local 
arrangements ( where appropriate) 

• Pathology  / In Vitro (IVD) devices 
o As part of the supply chain work that is currently being undertaken 

• Capital Equipment & Spare Parts 
o No specific planning is being allocated, given the anticipation of the likely short 

nature of any disruption. 
• Hotel Services 

o Laundry services named on the Crown Commercial Service Framework are being 
overseen nationally but Trusts are reviewing their local arrangements  

• Other Major Suppliers 
o As identified  
o  

Contingency Planning - Trust Led  

From January 2019, the Chief Operating Officer will Chair, as part of the business continuity 
framework a fortnightly task and finish group that will provide updates to the Trust Leadership team 
that will allow for oversight of emerging risks and agree a set of actions to mitigate those risks 

 

Supply Chain 
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The Trust is required to undertake a number of self-assessments that support the supply chain, this 
work is being led by the Director of Procurement, a self-assessment methodology has been devised 
and whilst further work is required to gain assurance, all local contracts are currently being reviewed 
with the relevant supplier to ascertain the size of the risk (if any) to our supply chain.  

Our procurement team will explore options that look to ensure price controls are maintained and 
any risks understood as part of financial risk alongside any risk to the supply chain. 

This work is still on-going and at the moment no significant risks have been identified from our local 
contracts. 

Estates 

The Director of Estates has formally requested from Engie / THC a statement of support and a plan 
detailing their Brexit contingency plan as part of the Trust’s critical processes. 

Workforce 

Following a review of the demographics of our organisation and recognising the contribution that 
our EU colleagues make to the delivery of our core business the Trust board will already be aware 
that we made a decision to fund any settlement fees that may be incurred through the Brexit deal, 
this was communicated to our staff in December 2018. 

The Trust will, where ever possible, as part of its workforce strategy wish to continue to recruit 
essential workforce from outside of the UK including the EU. The most recent  guidance has 
confirmed that  those professionals that are registered prior to the 29th March 2019 (including those 
that are currently going through the process) will continue to be registered with the relevant 
professional body ( those that are currently going through the registration process will be manged 
under the current framework) . 

Supply of Medicines 

The Interim Chief Pharmacist is working alongside our procurement and regional pharmacy teams to 
ensure that essential medicines (outside of those included within the national contingency 
arrangements) are maintained. 

The Central Medicines Unit ( CMU) who is coordinating the oversight of the supply of medicines has 
currently not identified any significant risks, but the Interim Chief Pharmacist continues to be in 
regular contact. 

Research & Clinical Trials 

In a ‘ no deal’ situation, UK clinicians would be required to leave European Reference Networks on 
29th March 2019. However, the UK will seek to strengthen and build new bi-lateral and multilateral 
relationships to ensure that clinical expertise is maintained within the UK. 

There is on-going assessment on all elements associated with clinical research and associated clinical 
trials and this work is due to be concluded in January 2019, the Trusts clinical research unit would be 
required to review all contracts etc alongside the national guidance.  
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Governance Arrangements  

To provide a coordinated response, the Operational Response Centre has been set up as part of the 
national framework for coordination of the delivery of Health & Care services in England, this centre 
supports the regional and local infrastructure through coordination of risks to service delivery in the 
event of a ‘no deal’ scenario.  

Within the Trust a fortnightly Task & Finish group will oversee Business Continuity Planning, chaired 
by the Chief Operation Officer ( as the senior responsible officer with in the Trust) and will provide 
regular feedback into the Trust Leadership team and onto Trust Board, this group will allow for 
senior oversight and allow the organisation to respond to guidance as required. This group will 
operationally manage risks and mitigation on behalf of the Trust, providing assurance of delivery of 
services. 

This Task and Finish oversight group will consist of the members outlined below, it is further 
proposed that a Non-Executive Director should also support this oversight group, to provide further 
assurance to the Board on planning 

• Chief Operating Officer (SRO) 
• Medical Director ( Vice-Chair) 
• Chief Nurse 
• Chief Financial Officer 
• Chief Pharmacist 
• Director of Procurement 
• Director of Estates  
• Delivery Director ( Operational Lead) 
• Director of Communications and Engagement 
• Emergency Planning Resilience Manager 

The first role of this group in January 2019 (as outlined in the Operating Plan guidance 2019/20)  is 
to ensure that appropriate risk assessments against the national priorities and emerging local 
concerns are undertaken and understood, these assessments will complement the  work that has 
been done to date with both the supply chain and estate management. 

Once the risk assessments have been undertaken, the oversight group will then coordinate an 
assessment of our incident management plans by the end of February 2019 in preparedness for a 
‘no deal’ scenario. 

Risks Identified 

Through each of the work streams that are operating at the moment, no immediate risks that are 
Portsmouth specific risks have been identified. We have amended the Board Assurance Framework 
to reflect the generic risks associated with a ‘no deal’ and further updates on specific risks will be 
updated to the Board as part of a monthly update. 

Conclusion 

Page 159 of 264



There have been a number of actions already undertaken with the organisation in support of 
ensuring that the Trust is prepared for a ‘no deal’ Brexit. The supply chain self-assessment is well 
under way alongside the conversations with our PFI provider to support essential services.  

The organisation has re-affirmed commitment to our EU workforce with the agreement for the 
payment of any ‘settlement’ fees associated with the United Kingdom leaving the EU. 

The NHS EU Exit Operational Guidance gives further detail on how the organisation can further 
strengthen its preparedness as part of a ‘no deal’ exit , the establishment of the oversight group will 
ensure that the Trust has an infrastructure to prepare for any eventuality alongside being able to 
respond to information requests and to manage associated risk. 

Monthly updates that ensure that the Board continues to have oversight of this issue will be 
provided. 
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Committee: Workforce and Organisational Development Committee 

 
Date of Meeting: 17 December 2018 

 
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: 

88/18 

 

 

 

 

 

 

 

89/18 

 

 

 

 

 

 

 

90/18  

 

 

 

 

91/18 

 

 

 

 

The first draft of the Workforce And Organisational Development Strategy “Investing in our 
People” was presented to the Committee. It has been developed in line with the Trust Strategy 
– Working Together and sets out how we will deliver against the following 3 key objectives:  

• Embed a culture that support the achievement of our values 
• Adopt workforce models that reflect new models of care and service needs 
• Support the development and capability of our people and value our staff 

The strategy identifies workforce challenges, key drivers and where we want to be, together 
with the activity to achieve it over the next 4 years. Feedback has been sought across the 
divisions and TLT and the document will be finalised for early February.  

 

The Committee considered the tiaa Assurance Review of Employment Checks which was 
undertaken in August 2018. It had been noted that there were a few gaps in control and 
recommendations made accordingly. Specific gaps identified included the use of private email 
addresses to provide references and difficulty with identity checks where individuals were living 
in hospital accommodation. The report identified that whilst all DBS checks had been 
undertaken they had not all been appropriately recorded on the system. All recommendations 
have now been fully implemented. The Committee recognised the complexity of the recruitment 
process particularly in respect of overseas staff and confirmed it was content with the activity 
undertaken and was satisfied with the results of the audit.    

 

The Committee considered the latest CIP update which identified existing activity and future 
additional activity that was being undertaken within the Workforce CIPs. The Committee 
acknowledged that it was a good clear report but emphasised the importance of delivering 
CIPs within support functions too whilst exercising caution regarding benchmarking against 
Model Hospital due to the PFI arrangements. Oversight of delivery of the Workforce CIPs will 
continue through the Committee on a monthly basis. 

 

The Committee received a report detailing the statutory requirements that Portsmouth 
Hospitals NHS Trust has to meet in order to be an inclusive employer. A refreshed Equality 
Diversity Inclusion Group met on the 5th December 2018 chaired by the Director of Workforce 
and Organisational Development. 

Workforce data indicates possible areas of disadvantage with BAME, Disabled and LGBT+ 
staff and a series of actions have been taken to address these, developed with input from the 
protected staff groups. Future actions will implement the recommendations from the external 
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Agenda 
item Items of particular note: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

92/18 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

93/18 

culture review, the Workforce Race Equality Standard, the findings from the 2018 National 
NHS Staff Survey and the Workforce Disability Equality Standard when it is launched in 2019. 

The Workforce Race Equality Standard (WRES) requires NHS organisations to demonstrate 
progress against nine indicators of workforce race equality and the Workforce Disability 
Equality Standard is expected to use the same or similar criteria as the WRES. 

A well-attended Celebrating Diversity event took place on the 30th October 2018 which aimed 
to celebrate and recognise individual differences. Feedback from attendees identified the event 
as an outstanding success. 

As a Partner of the NHS Employers Diversity and Inclusion Programme, PHT has been given 
the opportunity to continue onto year 2 of the programme. As a result, staff within PHT have 
been offered the opportunity to achieve an accredited Level 4 and Level 6 qualification in 
Diversity and Inclusion Leadership. 

The BAME Staff Network now has 204 members and since the relaunch in January 2018 4 
network meetings have taken place. All meeting dates for 2019 have been confirmed and 
disseminated across the Trust. The network has also made great progress in achieving their 
key priorities that were developed in January 2018. 

The Committee received assurance that all relevant policies such as; disciplinary, attendance 
management, grievance and bullying and harassment take account of cultural and religious 
needs for all staff through a full equality impact assessment. 

 

The Committee received a report from the Freedom to Speak Up Guardian outlining the 
purpose of the role.  The Freedom to Speak Up (FTSU) Guardian works alongside Trust 
leadership teams to support the organisation in becoming a more open and transparent place 
to work, where all staff are actively encouraged and enabled to speak up safely. 

The report identified the appointment of a network of FTSU advocates, currently numbering 20, 
from a variety of clinical and non-clinical backgrounds. It identified the activities that had taken 
place on a monthly basis throughout the year and the links with the Wessex regional meetings. 
The report detailed the national and PHT data with PHT reporting 78 cases which is higher 
than the national average for medium sized trusts. Concerns are very broad and the numbers 
of patient safety concerns raised through this route are low in comparison to other 
organisational factors. 

Key priorities for 2019 include  

• Maintaining momentum and ensuring that staff continue to be encouraged and 
supported to raise concerns within the workplace 

• Review the points of access to raising concerns with a view to one centralised point  
• Ensure that the self-review tool is completed 
• Ensure that there is better triangulation of information between FTSU, HR, BAME, 

Aquilis to enable the Trust to identify specific areas or departments of concern 

 

The Committee considered the Smoke Free policy and noted the work undertaken and planned 
to deliver a smoke- free site from 14th January   

  

  

 
Agenda 
item Items for escalation to the Trust Board: 

 

 

None 
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Agenda 
item Items for escalation to the Trust Board: 

 

 
Agenda 
item Recommendations: 

 

 

 

 

None 
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WORKFORCE & ORGANISATIONAL DEVELOPMENT COMMITTEE 
 

Monday 17 December 2018 – 15:00 am -16:30 pm 
Boardroom, Education Centre, E Level, QAH 

 
A G E N D A 

 
Item 
No. 

Time Item Enclosure 
(Y/N) 

Presenter 
 

 
85/18 

 
15:00 

 
Welcome, Apologies and Conflicts of Interest 
 

 
N 

 
Chair 

86/18 15:05 Minutes of the last meeting – 22 November  2018 Y Chair 

87/18 15:10 Matters Arising/Summary of Agreed Actions Y Chair 

88/18 15:15 Workforce Strategy 
 

Y 
 

DWOD 

89/18 15.25 
 
Recruitment Audit  
 

Y DDW 

90/18 15:35 CIP update Y DDW 

91/18 15:45 
 
Equality & Diversity  
 

Y 
Organisational 
Development 
Practitioner 

92/18 15:55 
 
Freedom to Speak Up update 
 

Y FTSUG 

93/18 16:05 
 
Policies 

1. Smoke Free Policy 
 

Y 
 
DWOD 
 

 
94/18 

 
16:15 

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

 
N 

 
All 

 
95/18 

 
16:15  

Items to be raised with Trust Board 
 

 
N 

 
Chair/ 
DWOD 
 

 
96/18 

 
16:20 Any Other Business 

 
N 

 
All 
 

 
97/18 

 
16:30 

 
Date of Next Meeting 
To note the date of the next meeting is scheduled for 
Wednesday 16 January  at 14:00, in Trust HQ Meeting 
Room, F Level, QAH 

 
N 
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Paper Title:  
Freedom to Speak Up 

Sponsoring Director:  
Lois Howell 

Authors:  
Jenny Michael – Freedom to Speak Up Guardian 

Purpose: To update the Board on the progress to date regarding Freedom to 
Speak up, including the number and nature of concerns raised 
throughout the organisation  

Action required by the Board/Committee: Discussion/ Noting  
 

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

Workforce & OD Committee 
 

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

• Protect patient safety and the quality of care 
• Improve the experience of workers 
• Promote learning and improvement 

By ensuring that: 
• Workers are supported in Speaking up 
• Barriers to speaking up are addressed 
• A positive culture of speaking up is fostered 
• Issues raised are used as opportunities for learning and improvement 

 
 
Portsmouth Hospital NHS trust (PHT) appointed its first Guardian to the role in late 2016. The post holder continued 
until stepping down in January 2018. 
Following an open application process the Trusts current Guardian was appointed in January 2018.   
This report will outline the progress, successes and challenges of the FTSU agenda since the appointment of the new 
Guardian in January 2018. 
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Recommendations:  
 
For the board to note this report and support the following key recommendations: 
 

• To ensure that the board self-review tool produced by NHSi is agreed and finalised (9.0) 
• To ensure that reference to FTSU forms part of the Workforce and Organisational strategy (9.0) 
• To amalgamate the current ‘whisleblowing hotline’ and ‘respect me’ hotline to provide staff with ‘initial’ point 

to raise concerns – via the FTSU Guardian (6.1) 

Key Risks Identified: NIL 
 

Links to BAF/Risk Register: Nothing raised with the FTSU Guardian or Advocates 
represents and additional risk which needs to be added to the 
Board Assurance Framework or 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 

    √ 

 

 

 

1.0 Glossary 
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FTSU Freedom to Speak up 
FTSUG Freedom to Speak Up Guardian 
NGO National Guardians Office 
NHSi NHS Improvement 
NED Non-executive Director 
2.0 FTSU accountability arrangements and structure 

In line with NHSi and NGO recommendations the FTSU Guardian has direct access to both the Chair 
and the CEO. The Trust has a named executive lead and NED. 

2.1 CEO & Chair – Are accountable for ensuring that FTSU arrangements meet the needs of the staff 
within the Trust, that the annual report contains information about FTSU. Both the CEO and chair 
are key sources of advice and support for the Guardian and should meet with them regularly. The 
FTSUG and CEO meet on a monthly basis and the Guardian has access to meet with the chair as 
required. 

2.2 Exec Lead – Provides leadership and oversees the supportive arrangements for speaking up 
within the Trust. The FTSUG and named exec meet on a monthly basis. 

2.3 NED – Acts as an independent advisor and is available to the FTSUG and the CEO to seek second 
opinions and support in progressing complex matters. The independent NED also acts as an 
independent route between the Trust and any party who raises concerns. 

 

 

2.4 Other executive members and leads - The FTSUG has open and supported access to all other 
board members and Divisional Executive Leads as required. 

 

 

 2.5 FTSUG – In line with NGO recommendations was selected following an open application process 
and is responsible for: 

Freedom to 
Speak Up 
Guardian 

Trust Chair 

CEO 

Director of integrated 
Governance 

NED 

Freedom to Speak up 
Advocates 
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• Supporting any worker to raise concerns.  
• Collating and recording details of those that raise concerns for the purpose of learning and 

data collection 
• Provide a quarterly FTSU report to the Board and Workforce and Organisational Committee 
• Liaising with managers, human resources, staff bodies and union representatives as required 

ensuring that where workers raise concerns relevant to their employment that they are 
provided with appropriate guidance and support.  

• Sending quarterly data to the NGO office 
• Ensuring that the board are informed of areas of significant concerns or concerns that may 

have direct impact on patient safety or staff wellbeing. 
• Maintaining and developing mechanisms for raising concerns. 
• Proactively promoting a culture of speaking up 
• Undertake FTSU educational and awareness programmes throughout the organisation 
• Provide support and guidance to the FTSU Advocates 

2.6 FTSU Advocates 

To support the role of the FTSUG, a network of FTSU advocates have been developed across the 
organisation. There are currently 20 advocates in post from a variety of clinical and non-clinical 
backgrounds across a selection of grades, including our BAME staff group. A selection of the more 
experienced advocates are confident, with support, to oversee cases that come to them where as 
others hold more of a signposting role. 

The Guardian holds monthly meetings for the Advocates. These meeting provide opportunities for 
information sharing and learning alongside guidance, peer and emotional support. 

 

3.0 FTSU Activities since January 

Since being in post the FTSUG and advocates have had an active and eventful year which has been 
reflected in the positive response and the numbers of cases that have been reported. 

Details listed below summarise the activities that have taken place since January 2018. These 
activities have raised the profile and awareness of the FTSU arrangements across the organisation. 

 

 

 

January 2018 • Successful media campaign both internal 
and external to promote the newly 
appointed FTSUG 
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• New posters and Leaflets delivered to all 
areas of the organisation 

February 2018 • Visit from Henrietta Hughes National 
Guardian 

• FTSUG Meeting with RCN & other union 
bodies within the organisation 

March 2018 • FTSU web page developed 
• FTSUG attended national FTSU 

conference London, Wessex regional 
FTSUG meeting & attended foundation 
training 

April • Approval for FTSU to form part of 
essential training for all staff 

May • CQC – well led inspection 
June • FTSU training CCU 

• First FTSU report to TB 
• Agreement of TB to undertake self-

review tool for FTSU 
July • Wessex regional FTSUG meeting 
August • FTSU training sessions students 
September • FTSU training medicine CSC study days 

• FTSU self-review session at TB workshop 
October • FTSU month 

• New consultants induction 
• Leadership summit 
• Trust Open day 
• FAB change day 
• Celebrating diversity day 
• Attendance at House of Commons FTSU 

Event 
November  • Wessex regional FTSU meeting 

• FTSUG leadership development day 
London 
 

December • Development of raising concerns section 
via DATIX 

 

 

 

3.1 FTSU Month October 

In the year The National Guardians Office encouraged all FTSUG’s and trusts to utilise October as 
National Speaking Up Month. The month received a great deal of National and Local support and 

Page 170 of 264



media coverage. Throughout the Trust the FTSU guardian and Advocates held a series of events to 
promote the FTSU agenda across the organisation, including drop in days, department visits and 
information stands. These were well received, with some extremely positive feedback. The months 
activities were very well promoted by our internal communications team who supported the month 
by ensuring that we had appropriate media coverage alongside profiling the FTSU Guardian and 
Advocates throughout the month. 

During this month a member of PHT staff was invited to Trust Board to share their speaking up 
journey. This was well received by the board as well as having a really positive impact for the 
individual concerned. They left the board meeting feeling listened to, acknowledged and supported. 

 

3.2 FTSU Regional Meetings 

The FTSUG attends the Wessex regional meetings when they are held. These meetings provide the 
FTSUG with an excellent opportunity to form supporting links with other FTSUG’s within the region 
along with a mechanism for sharing ideas and best practice. Outcomes from these meetings are 
shared with the FTSU Advocates. 

 

4.0 Speaking up DATA 

FTSUG’s are required to keep records of all cases with which they have had dealings in their role as 
Guardian. This includes those that have raised concerns with advocates. Data is collected from the 
FTSUG’s on a quarterly basis, collated and publicised on the CQC website. 

 

 

 

 

 

 

4.1 National DATA Summary 

In September 2018 the NGO produced its first formal report for speaking up DATA: 
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4.2 PHT DATA 
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Throuht the year communication of the FTSUG and Advocates and the promotion of the service has 
been influential on the number of cases that have been seen to date. 

The figures detailed below are representative of those that have been recoprded up until the end of 
September 2018. This falls in line with the reporting requirements that are required to be submitted 
to the NGO. 

A total of 78 cases have been seen and recorded via the FTSU route which is significantly higher than 
the national average for medium sized Trusts nationally. 

 

Whilst the FTSGU sees a significant number of the cases the FTSU Advocates provide a crucial role in 
providing support and guidance at a local level. 

 

 

50% of all concerns raised are by our Nursing and Midwifery staff group, with Doctors and Dentists 
being the lowest level of staff group to utilise the FTSU route to raise concerns. 

0
10
20
30
40

Oct 16 - Dec 17
Previous Guardian

Q4 Jan - Mar 2018
New Guardian

commenced post

Q1 Apr- June 2018 Q2 Jul - Sept2018

0

20

40

60

Guardian Advocates

0
5

10
15
20
25
30

Page 175 of 264



 

Like many Trusts the cases that go through the FTSU route to raise concerns are very broad. The 
numbers of patient safety concerns, raised via this route continues to remain low in comparison to 
those that are related to behaviours or other organisational factors. 

 

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

• Sickness absence management 
• Role clarity 
• Work- life balance 
• Environment/working conditions 

Almost all of these concerns are either appropriately managed with support at a local level or given 
appropriate support and guidance in line with relevant trust policies. 

Of the patient safety concerns that have been raised one was resolved, two are being managed as 
part of a wider scope of safer staffing and the fourth is undergoing a clinical audit. 

Incidents relating to behaviours are managed in line with PHT bullying & harassment and grievance 
policies. 
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5.0 Other progress to date 

On the commencement of post the FTSUG developed an action plan to promote the service and 
insure that PHT is in line with recommendations from NGO and NHSI, progress against the plan has 
remained well on target. 

 

5.1 FTSU training/awareness 

FTSU Training continues to be delivered to all new starters as part of our induction training, is also 
included in the setting direction sessions for new nursing staff. The FTSUG and advocates continue 
to deliver awareness sessions to all staff groups within departments as requested. 

PHT current compliance with FTSU is 85% 

5.2 Networking 

Excellent links have been made and continue with a variety of relevant groups including JCNC, trade 
union representatives, the BAME network group, culture change group and diversity & inclusion 
lead. 

 

5.3 Feedback 

Feedback from those that have access the service continues to be positive, with no negative 
responses to date. Examples of feedback include: 

• ‘’I just wanted someone to listen to me – thank you’ 
• ‘I felt really well supported’ 
• ‘I feel more positive that our culture is changing’ 
• ‘I feel like a weight has been lifted from my shoulders’ 
• ‘I have been really well supported’ 
• ‘I was given confidence to take some actions forward’ 

 

5.4 Access to FTSU 

Staff can access FTSU by confidential email or by phone/mobile. In addition to this a means of 
reporting has recently been included within DATIX. This allows staff to raise a concern direct to the 
Guardian through the DATIX portal. This system gives the option to raise a concern anonymously. 
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6.0 Challenges 

There have been no significant challenges to note over this year. General challenges that all FTSUG 
have include: 

• Ensuring there is adequate support and guidance for staff who do not hold union 
membership for matters related to their employment. 

• Empowering staff to take forward concerns of poor behaviour 

6.1 One item of challenge for our staff that has been raised in many of our drop in sessions or 
awareness days is that we appear to have a number of means across the trust where staff can raise 
concerns outside of their normal reporting lines. 

For example: 

• FTUG contact details 
• Respect me line 
• Whistleblowing hotline 

Many staff that have come to the Guardian have stated that they were not sure where they should 
go first for support. The FTSU Guardian has discussed this at regional and national meetings and the 
general consensus is that all of these channels are ports for raising concerns however to provide 
ease of access many Trusts have moved towards having one central point of raising concerns – via 
the FTSUG, who can then monitor and field out to relevant area for support as required. 

The FTSUG would support this recommendation going forward. 

7.0 Contribution to cultural change 

The role of Freedom to Speak Up forms part of a wider move across the Trust to create an open and 
honest culture and as such the FTSUG and Advocates will continue to support and have input into 
the culture change programme. 

8.0 Monitoring progress against best practice 

Alongside both regional and national FTSU meeting the FTSUG continues to share and learn from 
best practice across other organisations. 

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

 

• Southport and Ormskirk Hospital NHS Trust 
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• North Lincolnshire and Goole NHS Foundation Trust 
• Derbyshire Community Health Services NHS Foundation Trust 
• Nottinghamshire Healthcare NHS Foundation Trust 

 

When these reviews are published the recommendations are reviewed by the FTSUG to ensure that 
PHT are working towards or have in place items that have been identified as requiring improvement 
or action. 

 

9.0 Key priorities for 2019 

• To ensure that the FTSU agenda does not lose momentum and that staff continue to be 
encouraged and supported to raise concerns within the workplace 

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

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

to enable the Trust to identify specific areas or departments of concern 
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9.1 FTSU Action Plan 

 

Action Target  Date Measure of 
Success 

Progress Sept 
18 

Progress Dec 18 Progress Mar 19 

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

July 2018 Evidence of FTSU 
agenda 
embedded 
within PHT 
Strategy 

PHT strategy 
now complete – 
working 
together with 
compassion 

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

 

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

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

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

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

 

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

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

 

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

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

Board 
agreement and 
workshop held 

In the final stages of 
completion 

 

To benchmark PHT against the 
NGO case reviews that have 

September 
2018 

 Benchmarking 
complete and 

No obvious 
discrepancies 

$ case reviews have 
been undertaken 
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been undertaken in other 
Trusts and the 
recommendations they 
received 

identified 
shortfalls 
incorporated 
into action plan 
to address 

noted to date within other NHS 
trusts by the NGO – 
these are reviewed 
to ensure that PHT 
are aligning with any 
recommendations  

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

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

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

  

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

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

All relevant 
policy holders 
have been 
contacted 

These will be 
included as policies 
are due for renewal 
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To develop an online ‘raising 
concerns’ and ‘feedback’ form 
 

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

This is not 
achievable with 
the current IT 
(sharepoint) 
system that is 
utilised without 
maintaining the 
confidentiality 
of end user 

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

 

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

Continuous 
but reviewed 
alongside 
next staff 
survey 
results 

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

ongoing ongoing  

To increase the number of FTSU 
Advocates across the 
organisation  
 

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

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

Now have 20 
advocates in post 

 

To continue to develop the 
skills and knowledge of 

Ongoing and 
as future 

FTSU advocates 
able to self-

Scheduled 
sessions 

Monthly meeting 
continue for 2019 
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advocates  advocates 
join  

analyse their 
competency 
against NGO 
competency 
framework 
guidance 

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

with training needs 
identified 

To further review the Raising 
Concerns Policy  
 

July 2018 Reviewed & 
ratified policy 
available to all 
staff 

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

Policy will be 
reviewed in 2019 
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Committee: Finance and Infrastructure Committee 

 
Date of Meeting: 18 December 2018 

 
Chair: Roger Burke-Hamilton 

 
Executive Lead: Chris Adcock, Chief Financial Officer 

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

 
Agenda 
item Items of particular note: 

178.18 

 

 

 

 

 

 

 

 

 

 

179.18 

 

 

 

 

 

 

 

 

180.18 

 

 

 

 

 

2018/19 Financial Position 

The Committee reviewed the Month 8 financial information for the Board and in particular 
raised concerns about the cash flow implications of the current income and expenditure trends 
and the potential impact these trends would have on the anticipated opening balances for the 
new financial year. 

The Committee was advised that a comprehensive assessment of the Trust’s underlying 
financial position was being undertaken and that the business planning group would be asked 
to review this and ensure plans for 2019/20 were based on agreed start point income and 
expenditure run rates. 

The Committee noted that delivery of saving targets remains behind plan and sought 
assurance that there would be sufficient review to enable lessons to be learned and therefore 
greater assurance to be provided in the preparation of cost improvement plans for 2019/20. 

 

Infrastructure 

The Committee reviewed the Estates, Facilities, PFI and Capital Development report.  It was 
noted that the structure and format of the report will change in the future as the Committee will 
receive reports from the newly established Estates Committee. In particular the Committee 
requested more information in relation to the change control process through which cost can be 
added to the PFI contract, how Estates productivity and utilisation will inform the Trust’s 
productivity and efficiency programmes, and a clear assessment of areas covered by this 
agenda which are performing well and those where improvement is required.  The Committee 
was advised that these indicators and utilisation of Model Hospital benchmarking is central the 
work the Trust will undertake in the final quarter of the financial year to make a self assessment 
against regulatory Use of Resources requirements, and that this work will form the basis of 
future reporting in this regard. 

Investment 

The Committee received business case submissions in respect of the Electronic Prescribing 
and Medicines Administration (EPMA) and Digital Maternity systems, seeking approval to 
progress to FBC. 

The Committee noted the further work and assurance required in relation to benefits and 
timelines, and that these cases were significantly based on enhancing quality and safety.  
Approval from the Committee for the OBC submissions was therefore based on confirmation 
that investments will be self financing, and that capital requirements are prioritised through the 
Capital Priorities Group for inclusion in future capital plans. 
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Agenda 
item Items of particular note: 

181.18 

 

 

 

 

184.18 

Policies for Approval 

The Committee received the final version of the Trust Budget Setting policy incorporating the 
changes discussed at and subsequent to the previous meeting and noted the schedule of 
policies which had been requested at the previous meeting. 

 

Committee workplan 

The Committee reviewed the annual workplan and asked that all future agendas allocated 
specific time to consider the agenda for the following month to ensure that the workplan for the 
full year remains timely and achievable. 

 

 

  

 
Agenda 
item Items for escalation to the Trust Board: 

178.18 

 

 

The Committee requested that the assessment of the year end financial position incorporated 
within the Board Assurance Framework is reviewed, and that the specific reference to 
availability of capital resource contained on the BAF be reviewed with reference to the cash 
flow requirements of the programme 

  

 
Agenda 
item Recommendations: 

180.18 

 

 

That the EPMA and digital maternity Outline Business Cases are approved to move to Full 
Business Case status for approval. 
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FINANCE & INFRASTRUCTURE COMMITTEE 

A G E N D A 
Tuesday 18 December 2018  

2pm to 4pm  
Oasis Centre 

 
Agenda 

Item 
Item Decision/ 

Discuss/ 
Approval/ 

Noting/ 
Information  

Encl Time Lead 

174.18 Welcome and Apologies 
 

 No 2pm Chair 
 

175.18 Conflicts of interest  
 

 No 2pm Chair 

176.18 Minutes from 26 November 2018 
 

Approval Yes 2.05 Chair 

177.18 Action Log from 26 November 2018 
 

Discussion/ 
decision Yes 2.10 Chair 

178.18 2018/19 Financial Position  
1. Month 8 Finance Position  

 

Discussion/ 
Noting  

Yes 
 

 
2.20 

 
FD 
 

179.18 Infrastructure 
1. Estates, Facilities, PFI and Capital 

Development Team update  
 

Discussion/ 
Noting 

 

 
Yes 

 
 

 
2.40 

 
DDEF 
 

180.18 Investment 
1. BCRC – summary of cases reviewed 
2. Electronic Prescribing and Medicines 

Administration (EPMA) 
3. Digital Maternity 

 

Discussion/
Decision  

Yes 
Yes 

 
Yes 

 
2.50 

 
 
Head of 
Strategy 
 

181.18 Policies for Approval  
1. Budget Setting Policy – final  
2. Policies overseen by the F&IC 

 

 
 

Approval 
Noting 

 
Yes 
Yes 

 
3.20 
3.20 

 
FD 
Chair 

182.18 Papers for noting 
None 

 

 
 
 

 
- 

 
- 

 
Chair 

183.18 Other Matters  
None 

 

 
 
 

 
- 

 
- 

 
Chair 

184.18 Committee Admin 
1. Work Plan 
 

 
 

Decision 
 

 

 
Yes 

 

 
3.30 

 
Chair/CFO 
 

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

Decision Yes 3.40 Chair 

186.18 Any Other Business 
 

Discussion No 3.45 Chair 

187.18 Items to be raised with the Trust Board 
 

Decision No 3.50 Chair 

188.18 Date of Next Meeting: 
Tuesday 29 January at 1pm.  E Level Boardroom  
 

Noting No 3.55 Chair 
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Paper Title: Electronic Prescribing and Medicines Administration (EPMA) 
Outline Business Case (OBC) 
 

Sponsoring Director: Penny Emerit, Director of Strategy and Performance 
John Knighton, Medical Director 

Authors: Luke Groves, Acting Chief Pharmacist 
Chris Greer, IT Project Manager 
Steve Smith, Head of Financial Management 
Denise Thomas, Acting Care Group Director, Clinical Support 
Services 
Sarah Nolan, Clinical Pharmacy Service Manager 
 

Purpose: This paper presents the Outline Business Case (OBC) for the EPMA 
solution.   
 
The project is a joint Clinical and Transformation initiative, which 
will sets out the case to implement a new EPMA solution, delivering 
critical improvements in three identified areas: 

 Patient Safety 

 Quality and Clinical Governance 

 Organisational Productivity 
 
The total capital cost of the project is £2.7m with the expenditure 
occurring over a 3 year period. Central funding will be sought from 
NHSI on a matched commitment basis (£1.35m of external funding 
and £1.35m of Trust capital over the period). 
 
Operating expenditure of £4m will be incurred across the life of the 
asset in the form of maintenance costs, capital charges and 
supporting workforce costs. This is expected to be fully offset by 
savings derived from reduced expenditure on drugs and the cost 
consequences of prescribing and dispensing errors.  
 

Action required by the Board/Committee: The Board  is asked to approve the following: 
 

 EPMA Outline Business Case 
 

 EPMA Project Board to submit to the NHSI EPMA 
funding application (no later than 31st January 2019) 

 
If the funding application to NHSI is successful the Project Board 
will proceed to a Full Business Case (FBC) requiring Trust Board 
Approval.  
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Ongoing oversight will be provided by the Project Board and the 
Clinical Delivery Division and will report into BCRC and FIC at 
regular intervals 
 

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

The OBC is based on the original full business case completed in 
2015 which received Trust Board approval and approval from HM 
Treasury.  
 
OBC approved by Clinical Delivery Division Board Meeting 3rd 
December 2018 
 
The OBC has been presented and approved at the Business Case 
Review Sub-Committee – 6th December 2018 
 
The OBC has been presented at Finance & Infrastructure 
Committee – 18th December 2018 
 

Executive Summary  
The below summaries the key points for Trust Board following review by Business Case Review Sub-Committee (BCRC) 
and Finance & Infrastructure Committee (FIC), and reflect the points of clarification requested (this should be read in 
conjunction with the attached OBC): 
 
1. Funding 

 
Capital  

 The total capital cost of the project is £2.7million with the expenditure occurring over a 3 year period. The 
resulting asset is expected to have a 5 year life.   

 Access to NHSI funding to implement a Trust wide EPMA system will be sought as part of a national EPMA 
programme. The latest indication is that central funding support for local projects will be deployed on a 
matched capital allocation basis as Public Dividend Capital. 

 Based upon the total capital costs for the project this could be expected to be a sum of £1.35m of external 
funds. This could be allocated early in the project with a corresponding change in the Trusts Capital Resource 
Limit for that year  

 A similar balance of £1.35m will be required to complete the programme utilised from the Trust’s own 
internally generated capital resources 

 
Revenue   

 During the life of the asset, operating expenditure of £4m will be incurred in maintenance costs, capital charges 
and supporting workforce costs 

 This is expected to be fully offset by savings derived from reduced expenditure on drugs of -£2.0 million and 
reductions in the cost of adverse incidents linked to the prescribing or dispensing of medication -£2.0million 

 These assumptions and benefits will require full validation and testing as part of the FBC, and assurances 
provided through BCRC and FIC in order to ensure these offsetting benefits mitigate the financial risks 
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2. Management scrutiny and rigour of proposals 

 The EPMA Project Team is a multidisciplinary team involving Nursing, Medical, Pharmacy, IT, Finance, 
Procurement and Divisional Management.  

 This OBC demonstrates benefits for the Trust as a whole. The Clinical Delivery Division, Delivery Unit, IT 
Department, Finance and the Chief Clinical Information Officer have all engaged and supported the 
development of the OBC.   

 The OBC has been developed by utilising successful business cases from neighbouring trusts.  

 The EPMA Project Group has recruited an external Project Director who has successfully implemented EPMA in 
several NHS Trusts.  

 The EPMA Project Group is currently seeking a buddy NHS Trust for the NHSI proposal. 

 The Senior Clinical Leaders Committee is identifying 3+ Clinician Leaders (BCRC stated this as essential and a 
commitment has been made that these will be identified prior to the new year) 

 In its latest iteration the OBC has been approved by the Clinical Delivery Divisional Board 

 The OBC has been reviewed by BCRC, and approved to proceed to FIC, with comments noted to either inform 
the OBC or be considerations for FBC (should the funding be secured) 

 
 
3. Compliance with procurement regulations, SFIs and standing orders 
The OBC has outlined a number of different procurement routes available to the Trust at the time of writing, two 
routes are preferred: 
 

 OJEU Competitive Dialogue (CD) 

 QE Procurement (Gateshead Health NHS FT) Clinical IT Framework. 
 
The Project Group has taken advice from South of England Procurement Services who are part of the project board.  
 
 
4. Compliance with Trust strategy and plans 
An implemented EPMA solution will support the following priorities and objectives of the Portsmouth Hospitals NHS 
Trust’s Working Together Strategy 2018 – 2023: 

 For Patients     
o ‘Our core purpose is to provide the best care and experience for our patients, in everything we do’.  

 Objectives, outcomes and measures 
o Patterns - deliver effective system-wide initiatives to improve urgent care and discharge giving financial, 

operational and quality benefits across the system. 

 Everyone in the Trust           
o Taking responsibility to work as efficiently as possible including identifying areas for improvement and 

owning the change. 
o Adapting our ways of working to make sure that we are focused on what is best for patients and their care 

 
The Trust has three areas of focus to achieve the CQC requirements; Provide safe and reliable care, Improve patient 
experience, Improve clinical effectiveness and outcomes. EPMA will help the Trust deliver these. 
 
5. Workforce implications 
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Implementation / Project team    

 There will be 16 new posts which will be capitalised that are required for the implementation phase of the 
project. This project team as outlined in the OBC and includes bands ranging from band 5 to 8b.  

 This team has been modelled on the experience of other local similar sized acute Trusts (UHS and WSHT) who 
have undertaken similar projects.  

 Implementation involves building software, drug libraries and protocols, testing, training, deployment 
supervision, on-call support (greater level in early phase) and reporting and data management.  

 The additional members of the implementation team will be part of current workforce bringing the project 
team to 22. 

 The costs of these posts are contained within the OBC and assumptions / requirements will continue to be 
tested as part of the FBC 
  

Ongoing requirements 

 There is an on-going requirement to support EPMA of 5 WTE once it has been fully deployed 

 This additional staffing is essential for successful implementation of EPMA based on learning from other NHS 
Trusts (listed above), plus the need to fully utilise the data the EPMA system will obtain. Data utilisation is 
essential for future benefits realisation beyond those seen in the immediate term.  

 Within the FBC the Project Group will revisit these requirement and the level of clinical engagement 

 As previously referenced, as part of the FBC the savings and benefits from the case will need to be tested and 
assurance provided, as this will form the basis of the funding source for these posts  

 
6. Project Plan 

 The Project Group  are meeting weekly, with ongoing oversight from the Clinical Delivery Division  

 OBC submission to NHSI by 31st January 2019   

 To enable the application to NHSI the OBC needs to gain Trust Board approval during January 2019 

 The application to NHSI will also require CEO, CCIO and CFO sign off 

 Terms of reference and job descriptions for the project team and members have been completed. 

 Full details of the project will be written into the FBC which will be drafted from February 2019 onwards with 
the aim of submission to Trust Board in May 2019 

 The Trust’s implementation of an EPMA solution, at a high level, consists of three distinct stages, incorporating 
a number of phases within: 
o Business Case approval and funding established (Nov 2018- May 2019) 
o Procurement (June 2019 – Dec 2019) 
o Implementation (Jan 2020 – March 2022) 

 

Recommendations:  

 To note that FIC requested further work for the FBC to provide assurance that the timeline is sufficiently 
ambitious and that the benefits identified are realistic and cash releasing where identified as such. 

 To approve and recommend the OBC to Trust Board, to enable NHSI submission deadline of 31st January 2019 
to be met 

 To approve the FBC to be drafted and submitted to Trust Board in May 2019 
 

Key Risks Identified:  Lack of EPMA within the Trust is increasing the medicines safety risk to patients at PHT. 
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 Lack of integration with existing systems. 

 Lack of adequate infrastructure and devices to support full implementation of EPMA. 

 Lack of fully resourced dedicated project and implementation team during EPMA roll 
out. 

 Lack of acknowledgement that this project is a transformation of how PHT prescribes 
and uses medicines. 

 Lack of EPMA may increase risk of being unable to recover income from commissioners 
where treatment information is missing. 

 

Links to BAF/Risk 
Register: 

BAF2. 
Corporate risk register ref. 6 and 7. 
 

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  See attached at Appendix A 

Equality Impact Assessment  See attached at Appendix B 
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Business Case Template 

Template Instructions 

All sections must be completed – for business cases under <confirm £> in value, where a section is not 
considered to be relevant a brief note is to be included stating why. 

This template should be used for business cases with either revenue or capital implications (or both).  

Should further clarity be required please contact: 
 
<set-up business case email account> 

Failure to fill in all necessary sections, provide Divisional and / or Executive Director signoff and a 
source of funds will result in the business case being returned. 

Business Case Details 

Case title:  ELECTRONIC PRESCRIBING AND MEDICINES ADMINISTRATION (EPMA) 
Division/Department:  Clinical Delivery 
Specialty/Service area: Pharmacy 
Author: Luke Groves 
Case sponsor(s): Penny Emerit – Director of Strategy & Performance 

John Knighton – Medical Director 
Date:  November 2018 
Approved by: Capital Priorities Group (Chaired by Chief Operating Officer) 

Business Case Review Sub-Committee (Chaired by Director of Strategy 
& Performance 
Finance & Infrastructure (Chaired by Non-Executive Director) 
Trust Board (Chaired by Trust Chairman) 

Value of Case: Capital Value: £2.7m 
Revenue Value: £4.5m (over 7 years) 
Net Revenue Value: -£0.1m saving (over 7 years) 

Funding Source: Portsmouth Hospitals NHS Trust & NHS Improvement Electronic 
Prescribing and Medicines Administration (EPMA) Fund 2018   
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Executive Summary 

Proposal and preferred 
option 

Electronic Prescribing and Medicines Administration (EPMA) is the 
computerisation of the processes of prescribing, processing, stock 
control and recording the administration of medicines. In its simplest 
form an EPMA system would replace the current paper based 
processes: 
 

• Inpatient drug chart 

• Outpatient prescription record (discharge and outpatient 
prescription) 

• Drug prescribing   

• Drug administration 

The scope of the proposed project is for the procurement and 
implementation of an Electronic Prescribing and Medicines 
Administration (EPMA) system that will interface to the Trust’s existing 
Pharmacy Stock Control software and provide an end to end paperless 
prescribing and administration system. The implementation will cover 
all prescribing and medicines administration activities (with the 
exception of chemotherapy and ITU) across all specialties including 
Paediatrics and Maternity. 
 
Following the announcement of funding to accelerate the rollout of 
ePrescribing and Medicines Administration (EPMA) systems by the 
Secretary of State, the Trust’s preferred option is to start the journey 
towards digitising their prescribing by securing NHS Improvement 
funding and implement an EPMA system as an individual Trust. 

Recommendation and 
Rationale 

The rationale for an EPMA solution is that it reduces medication errors 
and supports prescriber decision making providing an improvement to 
patient safety.  It also replaces the paper prescription and 
administration record chart used for every inpatient as well as 
discharge and outpatient prescription forms and those used in 
community settings. In addition to the above, EPMA offers numerous 
enhancements to the prescribing pathway, staff efficiency and cost 
savings.  
Main benefits: 

• Reduced medication errors 

• Process quality enhancements 
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• Reduced medication delays 

• Enhanced Accessibility 

• Enhanced Auditability 

 
Cash Releasing Financial benefits: 

• Reduction of paper 

• Reduced drug costs  

• Avoided re-admissions  

• Reduction in length of patient stay 

 
Non-cash releasing benefits: 

• Associated Incident costs 

• Chart Transcription  

• Pharmacy journeys  

• Locating of Charts  

• Audit time  

• Time Spent on Medicines Administration Round 

This business case makes the recommendation to implement an 
Electronic Prescribing and Medicines Administration solution. 

Link to Trust strategy  

☒  We will fulfil our role for the communities we serve 
☒  We will support safe, high-quality patient-focused care 
☒  We will take responsibility for the delivery of care now and in the future 
☒  We will invest in the capability of our people to deliver on our vision 
☒  We will build the foundations on which our team can best deliver care 
 

Decision/Action  

The EPMA Project Board is asking the Business Case Review Sub-Committee to approve the 
following: 

• EPMA Outline Business Case to proceed to the Finance & Infrastructure Committee  

• EPMA Outline Business Case to be presented to the Trust Board 

• EPMA Project Board to submit to the NHS Improvements EPMA funding application. 

• If successful, approval required to proceed to EPMA Full Business Case  
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1 Strategic Case  

Electronic Prescribing and Medicines Administration (EPMA) is the computerisation of the processes 
of prescribing, processing, stock control and recording the administration of medicines. In its 
simplest form an EPMA system would replace the current paper based processes: 

• Inpatient drug chart 

• Outpatient prescription record (discharge and outpatient prescription) 

• Drug prescribing  

• Drug dispensing  

• Drug administration  

The capability of an electronic prescribing system can also be extended to a rules based system that 
provides formulary decision support (FDS). FDS allows protocols to be incorporated into practice and 
live decision support to ensure Trust protocols are followed to maximise patient safety. 
 
The following diagram presents a summary of the end-to-end EPMA Process. 

 

Figure 1: End to End EPMA Process – Courtesy of JAC promotional material 

Although the above diagram may not be 100% representative of the Trust’s processes, it does 
demonstrate that there are numerous steps which an EPMA solution could help manage. It is easy to 
see how many of the steps in a manual / paper based system would be prone to errors in 
communication and delays in accessing information. As we will see there are many other major 
benefits a good EPMA solution could offer.   
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Case for investment background 

1.1 Current issue or opportunity 

A number of key issues have been identified concerning the nature of the current manual 
system of prescribing and medicines administration, which can lead to medication errors, 
including: 

Transcribing errors 

The current manual system requires paper prescription charts to be rewritten in full 
(transcribed) by doctors either when the administration boxes for regular medication have all 
been used on the PRN (pro re nata = as required) side of the chart, or at other times. This is 
not only time-consuming, but can very often lead to errors including: 

• medication being missed off 

• frequencies not being documented 

• allergies not being carried over  

• dose or route not completed 

• wrong spelling of medication  

• prescription not being signed by a doctor and therefore not valid  

• commencement date being omitted or wrongly recorded 

All of these transcription errors can lead to errors in either the prescribing or administration of 
medication. 

Lost prescriptions charts 

• Charts can go missing, losing with them vital prescription and administration data. As 
well as the evident clinical risk of losing the records of medication data, a considerable 
amount of staff time is spent trying to track down charts, which might be in one of a 
number of locations at any given time. 

• Loss of charts also means that patients cannot be given medicines, until either the chart 
is found or rewritten by a Doctor. These delays can have adverse consequences for 
patients. Effects can range from severe in some cases and will extend the length of stay 
for inpatients in most cases. 

Omitted medication 

• Medication can be prescribed which may not be physically possible to give as a suitable 
preparation is not available, leading to omitted medication. This can be very harmful to 
patients and extend length of stay unnecessarily. 
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Omitted or delayed doses 

• Medication errors lead to an estimated 712 deaths in England every year and could be a 
contributory factor in 1700 to 22 303 deaths a year (BMJ, 2018).  We know that one in 
every 200 reported “missed doses” in an acute or general hospital setting results in 
death or severe harm. Wider evidence suggests that the true rate of harm may be much 
higher, as events such as these are often not fully reported. 

• An audit of omitted doses  , taking a sample over a period of seven days, identified that, 
of 31,867 doses due to be given, 2,362 were omitted (7.4%). Of these there were a total 
of 578 where the administration box had been left blank, with no code entered for 
‘reason not given’. This represents 24% of all omitted doses, and 1.8% of all doses due, 
as shown in the following table: 

 Number of doses As a percentage of total 
doses due 

Doses due to be 
administered 

31,867 100% 

Doses Omitted 2,362 7.4% 

No code entered 578 1.8% 

 

Medication being wrongly administered 

• Medication being increased or altered and the previous prescription not being stopped 
leading to potential to administer both. This can lead to therapeutic duplications and/ 
or patient harm. 

• If a prescription is stopped it is sometimes only crossed off, but not signed by the doctor 
so it is unclear who stopped the medication, for what reason, or at what time/date. 

• Medication administered wrongly where patient identification systems are not robust. 

• Increasingly medical staff are more familiar with an EPMA system and have poor skills in 
completion of a paper system.  Hence errors are common and delays happen. 

Lack of complete medication history 

When a medication history is required the patient notes and previous prescription charts must 
be searched, which can be very time-consuming, and result in an incomplete history.  There is 
often no documentation of why medication was changed. This can also lead to repeated use 
of drugs that may not be working for a particular patient, reducing effectiveness of care and 
extending treatment unnecessarily. A good EPMA system will pull information from the GP 
(Primary care) system enabling easy reconciliation of a patient’s medication history on 
admission. 
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Poor communication of medication data to GPs 

In a recent survey of medication communication to GPs, using a sample of 579 letters, 191 
errors were found in the medicines information given, with some letters containing more than 
one error.  The most common errors were missing details, the wrong formulation, incorrect 
spelling of the names of medicines, and incorrect dose. As well as the potential harm to the 
patient of receiving an incorrect prescription from their GP, and the increased likelihood of 
readmission, an error may reduce GP’s confidence in the Trust as a centre of expertise. 
Similarly to medicines reconciliation on admission, a comprehensive EPMA system will push 
details of the medication episode to the GP system on discharge (discharge medicines 
reconciliation) 

Drug cost savings 

Although robust evidence of financial benefits is difficult to obtain, and that provided by 
suppliers needs to be treated with caution, it is generally acknowledged that the introduction 
of EPMA can reduce overall drug costs by between 4% and 6%  , through better formulary 
control, better decision support, and a more cohesive medicines management process.  

The Trust already adheres well to its formulary, but there will be savings from better stock 
control and our re-supply process will be improved.  

Reduced length of stay 

According to the Audit Commission, circa 5% of patients on medical wards experience a 
preventable adverse event, and 12% of these are attributable to medicines use, leading to an 
average of 8.5 additional days in hospital. Based on a typical figure of over 100,000 admissions 
per annum, this would equate to over 5,000 additional bed days per annum.  

Reduction of delays at discharge  

The current manual processes involved in prescribing and supplying medications on discharge 
are widely recognised as a major cause of delayed discharge. For the purposes of the financial 
model, this has not been calculated separately; however EPMA is likely to deliver additional 
savings in this area. 

Avoided readmissions 

Improved electronic discharge information can help to reduce readmissions, by 25% according 
to one recent US study1. How well this translates to the Trust is debatable. A more 
conservative estimate will be used in the financial model.  

Staff time reallocation 

Although other Trusts have identified savings in clinical time for issuing prescriptions, it is 
arguable that this may not be the case, depending on an individual’s faculty in using an 
electronic system. This highlights the importance of high quality and focused training, which it 

1 Connecticut Statewide Health Information Exchange (HIE) Financial Sustainability Study 2010 
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is expected will help to improve the overall level of users’ skills over time. However, it is clear 
that considerable and quantifiable time savings are to be made in the following three areas:  

• Transcription: Writing and rewriting of paper charts (which should ultimately reduce to 
zero). 

• Journeys: Journeys by Pharmacy staff to check and verify paper charts and nurses 
submitting charts. At the Trust Pharmacists are based on wards, although not at 
weekends. So although some time will be saved the majority of these journeys occur at 
weekends and bank holidays when pharmacy staff are not available.  

• Audits: Time spent by staff at various levels finding and collating data for audits and for 
management reports. 

1.2  Why is it important? 

The Government has made clear in numerous publications its intentions for the direction of 
travel of Health Care in the NHS in terms of delivering safe and effective care, and it is 
important to recognise the value of an EPMA in this context. 

It is recognised by NHS Improvement that the implementation of full EPMA across healthcare 
organisations delivers a ‘step change’ in quality and safety for patients; evidence pointing to a 
reduction of around 50% in relation to high risk medication errors. These systems when 
implemented for in-patient, discharge, homecare and out-patients also support improved 
efficiency in the use of resources including medicines and the clinical workforce. 

Portsmouth Hospitals NHS Trust has a clear gap between information systems and services 
needed to meet current and future prescribing and medicines administration requirements 
and those that are presently available in the Trust.  As a result there is a need for a suitable 
investment to bridge the gap. 

The absence of an electronic prescribing and medicines administration system for in patients 
is recorded on the Trust Risk Register – Risk ID 648. It states: 

“Lack of electronic prescribing and medicines administration within the Trust is increasing the 
medicines safety risk to patient at PHT, above our peer organisations with an EPMA in place.” 

“Electronic prescribing provides much decision support in terms of protocolised prescribing to 
reduce prescribing errors, prompts to avoid missed doses, data reporting to aid prioritising of 
patients and also to inform compliance with contract indicators or similar to name but a few. 
Current impact at PHT is our compliance with NICE Guidance NG5, pressure on clinical 
pharmacists to identify risks that would otherwise be flagged by the system and the absence 
of data an EPMA system provides for example to advise processes such as CQUIN data and 
quality contract data. Peer Trusts with EPMA are able to achieve this with far more ease than 
PHT.” 

There are currently 700 (approx.) medicines/prescribing incidents recorded against this risk, 
since April 2017 that could have been prevented by an EPMA solution. 
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1.3  Why and how is it relevant to our Trust’s strategy? 

An electronic system will improve patient safety and our medicines management processes to 
enhance medicines optimisation trust-wide. In addition implementation will promote removal 
of paper based processes across the hospital.  

An implemented EPMA solution will support the following priorities and objectives of the 
Portsmouth Hospitals NHS Trust’s Working Together Strategy 2018 – 2023: 

• For Patients     

o ‘Our core purpose is to provide the best care and experience for our patients, in 
everything we do’.  

• Objectives, outcomes and measures 

o Patterns - deliver effective system-wide initiatives to improve urgent care and 
discharge giving financial, operational and quality benefits across the system. 

• Everyone in the Trust           

o Taking responsibility to work as efficiently as possible including identifying areas 
for improvement and owning the change. 

o Adapting our ways of working to make sure that we are focused on what is best 
for patients and their care 
 

• We are outward looking and look to learn from others and seek out best practice’ 

• ‘We need to support quality improvement initiatives and stress the importance of 
getting the basics right’ 

 

EPMA forms a part of the overall national and local IT strategies to digitalise health records. 
The introduction of an EPMA solution also supports at least two of the Provider digitalisation 
priorities by; improving the completeness of information available in non acute settings and 
improving non acute access to clinical information presently not available in a digital format. 

The Trust has three areas of focus to achieve the CQC requirements. 

Provide safe and reliable care 

• Show evidence of further development of our safety leadership, measurement and 
culture within the organisation. 

o EPMA has a strong safety element to its introduction into the Trust.   

o The repository of data held within an EPMA solution will greatly improve decision 
making and prioritisation within patient care.  This will improve the care we provide. 

• Achieve year on year reduction in avoidable harm. 

o As described above the level of risk reduction would be significant.   
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• Reduce the number of the most frequent and potentially serious incidents. 

o As described in the improvement of safety 

Improve patient experience 

• Demonstrate improvements in patient experience through the Friends and Family Test. 

o Reduced delays in access to medicines.  

• Improve and act upon local patient and family feedback, with a focus on the cancer 
pathways and discharge process. 

o Reduction in TTO delays 

Improve clinical effectiveness and outcomes  

• Establish robust mechanisms for mortality review at Trust level and through individual 
case note review. 

o Data held within the EPMA system will provide better accountability 

• Participate in and review results of all National clinical audits. 

o As above. 

Proposed solution(s) 

1.4   What is the proposed, sustainable solution to the issue or opportunity? 

Procure and implement a Portsmouth Hospitals NHS Trust-wide EPMA Solution, locally hosted, 
removing the Trust from manual paper based processes in the clinical workflow of prescribing 
drugs. The Trust-wide implementation of an EPMA Solution will be designed to significantly 
reduce the issues highlighted in section 1.1. 

 
As a result of implementing a Trust-wide EPMA solution the following key outcomes will be 
provided: 

 

• Reduced patient harm through reduced inaccurate or missed prescriptions 

• Reduced serious incidents 

• Improved patient experience via better patient outcomes 

• Improved reporting for audits 

 

Risks 
A number of risks (table below) have been identified associated with implementing an EPMA 
solution. A full list of risks will be identified as part of the full business case and managed 
during all stages of the project. 
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No. Risk Risk Type Impact Mitigation 

1. Lack of electronic prescribing and 
medicines administration within 
the Trust is increasing the 
medicines safety risk to patients at 
PHT. 

Safety Increased medicines safety risk to 
patients at PHT due to medication safety 
incidents causing unnecessary harm to 
patients. 

Implement an EPMA to provide decision 
support in terms of protocolised prescribing 
to reduce prescribing errors, prompts to 
avoid missed doses, data reporting to aid 
prioritising of patients 

2. Lack of integration with existing 
systems. 

Safety Benefits will not be fully realised if 
systems are not genuinely integrated. 
Risk of transcription errors and reverting 
to paper to overcome lack of interface. 
Desperate information sources and 
missing information. 

Supplier contract must specify detailed 
integration requirements and the Trust team 
to ensure integration requirements met. 

3. Implementation of a new system 
and interfaces can adversely 
impact on patient data and / or 
clinical work flows. 

Implementation Loss or corruption of patient data; 
disrupted clinical workflows (e.g. 
prescriptions being ‘lost’); leading to 
increased risk for patients or reduced 
capacity to treat. 

IT Clinical Safety Officer to complete risk 
assessments and make go/no decisions on 
critical implementations / changes. Ensure 
“As is” and “to be” processes mapped and 
full transformation activities undertaken. 

4. Lack of adequate infrastructure 
and mobile devices to support full 
implementation of EPMA. 

Implementation Lack of easy access to a reliable IT system 
can lead to disenchantment, poor 
engagement and use of system. 

Ensure that IT infrastructure is fit for 
purpose. Ensure the contract specification 
includes multiple user access to the same 
record at the same time. 

5. Change to working hours to 
support EPMA (rollout & BAU) not 
implemented or under estimated 

Implementation 
& Support 

No support for EPMA out of hours. Out of 
hours staff unsupported while using the 
system. Out of hours staff training 
impacted. 

Lesson learnt from other Trusts is that 24/7 
support was mandatory for fixing out 
problems, setting up profiles/training for 
night staff, etc. 

6. Lack of fully resourced dedicated 
project and implementation team 

Implementation 
& Leadership 

Training inadequate higher risk of user 
error and patient harm due to incorrect 

Fully capitalised implementation team 
required to deliver project successful and 
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during EPMA roll out use of system, absence of system use. 
Also lack of uptake and 
engagement/ultimately project failure 
and waste of investment 

support full training for all users 

7. Lack of acknowledgement that this 
project is a transformation of how 
PHT prescribes and uses medicines. 

Implementation The project will be compromised if staff 
views EPMA as a direct replacement for 
the paper-based prescribing that the 
Trust already uses.  

Expectations of all staff affected must be 
managed from the start. Managing 
expectation to achieve realisation that this 
EPMA project is a fundamental change to 
the way we use and manage medicines at 
PHT. 

8. Perception that EPMA system is 
Pharmacy-led, and not suited to 
clinical requirements. 

Leadership May lead to gaps in requirements 
specified and have adverse impact on 
clinical engagement. 

Ensure clinical sponsorship and engagement 
at an early stage. 

9. Lack of Clinical Leadership during 
the implementation and 
embedding of EPMA into the Trust. 

Leadership This system is clinical transformation and 
needs to be led visibly by Clinicians. A 
lack of leadership will engender apathy 
towards the system; clinicians will feel 
this is “being done to them.”  

Appoint a dedicated EPMA clinical Lead to 
champion the system throughout the Trust. 
A well respected, senior clinician who can 
communicate with all levels of the Trust 
clinical team.  

10. Lack of EPMA may increase risk of 
being unable to recover income 
from commissioners where 
treatment information is missing. 

Financial Where documentation is poor and 
indications for pass through treatments 
are absent within data income cannot be 
recovered from commissioners. 

EPMA will enable capture full indication and 
demographic data for all prescribed 
treatments therefore high cost pass through 
costs can easily be recovered. 
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1.5  Evidence to support the case 

Will Smart, NHS England Chief Information Officer and Andy Howlett, NHS Improvement 
Clinical Productivity Operations Director, state that the implementation of full EPMA across 
healthcare organisations delivers a ‘step change’ in quality and safety for patients; evidence 
pointing to a reduction of around 50% in relation to high risk medication errors. These systems 
when implemented for in-patient, discharge, homecare and out-patients also support 
improved efficiency in the use of resources including medicines and the clinical workforce. 

 

Supporting evidence stated within the Electronic Prescribing and Medicines Administration 
(EPMA) Fund 2018 Prospectus includes the following: 
  
• The World Health Organisation (WHO) third Global Patient Safety Challenge - 

Medication without harm and the subsequent medication safety work streams across 
the NHS in England led by the NHS Improvement Director of Patient Safety.  

• Operational productivity and performance in English NHS acute hospitals: Unwarranted 
variations – ‘Carter Report’.  

• The Office of Life Sciences Industrial Strategy.  

• The NHS England Medicines Value Programme.  
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1.6   Impact measures for the proposed solution(s) 

Appendix A is the Benefits Extract from the 2015 EPMA Full Business Case, providing  a 
commentary for all identified benefits and their relative savings value (updated).  

Impact Measures   

1. Prescribing Errors 
UK studies show that2 prescribing errors occur in 1.5-9.2% of medication orders written for 
hospital inpatients. Although it is well established that the introduction of EPMA systems is 
likely to reduce prescribing errors it will not entirely stop them. There is evidence from UK 
studies that new prescribing errors may be introduced through careless selection from a 
drop-down menu of the wrong drug or the wrong dose in software systems. A 2012 study3 in 
a 480-bed UK teaching hospital found that although prescribing errors remained at 2% of all 
prescriptions issued both before and after implementation of EPMA, however the severity of 
potential harm to patients was reduced significantly. A study of two EPMA solutions 
implemented at two NHS trusts showed reductions in inpatient prescribing errors from 7.4% 
to 4.7%, and from 3.8% to 2% (averaging a reduction of 2.25%)4 
 
An in depth investigation, by the EQUIP study group, into causes of prescribing errors5 took a 
census from 19 acute hospitals in the North-West of England. Some 11,077 errors were 
detected in 124,260 medication orders over a seven day period. This gives a mean error rate 
of 8.9%. The study demonstrated that all grades of doctor made errors with the highest rate 
being in foundation year 2 doctors (10.3%). Errors were most often made at the time of 
patients’ admission to hospital. The classes of drug most commonly involved were 
analgesics, antibacterials, bronchodilators, and antianginals. Almost all errors were 
intercepted by pharmacists before they could affect patients. 
 
A 2013 paper6 which reanalysed the EQUIP study methods and studied prescribing errors in 
nine NW England hospitals with over 4000 prescriptions analysed found the following:  
 
“Of 4238 prescriptions evaluated, one or more error was observed in 1857 (43.8%) 
prescriptions, with a total of 3011 errors observed. Of these, 1264 (41.9%) were minor, 1629 
(54.1%) were significant, 109 (3.6%) were serious and 9 (0.30%) were potentially life 
threatening. The majority of errors considered to be potentially lethal (n=9) were dosing 
errors (n=8), mostly relating to overdose (n=7). The rate of error was not significantly 

2 Electronic prescribing in hospitals Challenges and lessons learned - Connecting for Health  - 2009 
3 Prescribing errors before and after introduction of electronic charts - Clinical Pharmacist - 2012 

4 Safer, Faster, Better? Evaluating Electronic Prescribing Report to the Patient Safety Research Programme 
(Policy Research Programme of the Department of Health) – Barber Et al 2006 
5 An in depth investigation into causes of prescribing errors by foundation trainees in relation to their medical 
education. EQUIP study – Tim Dornan et al - 2009 
6 Cross-sectional study of prescribing errors in patients admitted to nine hospitals across North West England - 
- 2013  - Seden et al.  
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different between newly qualified doctors compared with junior, middle grade or senior 
doctors. 
“Multivariable analyses revealed the strongest predictor of error was the number of items 
on a prescription (risk of error increased 14% for each additional item). We observed a high 
rate of error from medication omission, particularly among patients admitted acutely into 
hospital. Electronic prescribing systems could potentially have prevented up to a quarter of 
(but not all) errors.”  
 
Total reduction in error rates from 8.9% by 2.25% to 6.65%. 

7540 * 8.9% = 671 prescribing error related events (pre-EPMA) 

7540 * 6.65% = 501 prescribing error related events (post-EPMA) 

671 – 501 = 170 fewer prescribing error related adverse events a year. 

170 * 8.5 additional bed days = 1445 bed days p.a. 

1445 * £287 per bed day7 = £414,715 p.a. 

 
2. Drug Cost Saving 

From the experience of other NHS trusts, EPMA can reduce overall drug costs by between 
4% and 6%, through better formulary control, better decision support, and a more cohesive 
medicines management process8. Some recent figures obtained during site visits to trusts 
with EPMA systems have even verbally claimed achieved savings of 10%9. 
  
Drugs cost savings are realised via enhancements to the following areas which we will 
explore in more detail: 
 
• Formulary control 

o Use of generics 

o Reduced time writing regimens 

• Stock control 

o Better visibility of stock 

o Avoided Missed or Delayed Doses  

o More accurate charging  

• Reduced wastage 

o Duplicate prescriptions 

7 Finance team - Figure for bed per day excluding overheads 2013/14- £287.20 
8 Based on figures supplied by major EPMA suppliers, but supported by discussions with Leicester Partnership 
NHS Trust. NB: Few other UK Hospital using EPMA have released figures on savings attributable to EPMA 
9 IoW Trust site visit as part of EPMA collaborative tender process 20 Oct 2014 – Review of JAC system  
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o Redundancy of medications (expired drugs) 

o Pharmacy inventory 

o Misappropriation of medicines (theft) 

 
Although the annual drug cost for the Trust is £39.4m, only £16.4m of this relates to PbR-
funded patient episodes.  A 3.7% saving to this figure would equate to £606,800 cash 
releasing saving per annum. 

Appendix A – Benefits Extract from Full Business Case provides a full commentary of all 
associated benefits and value. 
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2 Economic Case 
 

In developing this EPMA Outline Business Case, a range of options were reviewed. The preferred 
option is to procure a Trust-wide EPMA solution (Option 2), partially funded by the NHS 
Improvement EPMA fund 2019. 

Options Appraisal 

Option Description Finances 

Capital 
Costs 

Revenue 
Costs 

Net Investment / 
Saving 

1. Do nothing 
Remain with the current paper 
based prescribing and 
administration of medicines at 
ward level, and in out-patients. 

   

2. Procure Electronic Prescribing and 
Medication Administration 
solution (Preferred Option): 
Procure and Implement a Trust-
wide Electronic Prescribing and 
Medication Administration solution 
to improve hospital efficiencies, 
patient safety and outcomes. A 
description of the costs for this 
option is discussed in the Financial 
Case. The costs shown are for a 
Capital / Revenue model. 

£2.7M £4.5m -0.1M 

3. Procure an Electronic Medical 
Record (EMR) 
Procure a hospital EMR solution 
including an EPMA solution. 

£26.3M £6.9M 17.1M 
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Option 1: Do nothing 
Description: This option would be to remain with the current paper based prescribing and administration of medicines at ward level, and in out-patients. 
Benefits Benefits Realisation  Risks  Risks Mitigation  

Staff already know this approach 
 
No new or additional financial 
investment required 

• Maintain the status quo 
• No benefits to realise 

If the current paper dependent, 
manual process of prescribing and 
administration of drugs continues, 
the following risks will remain:  
• Escalating and uncontrollable 

drug costs 
• Escalating insurance and legal 

costs 
• Increasing clinical workload 
• Increasing untoward incidents 

with prescribing factors 
• Continued Transcribing errors 
• Reputational damage from 

impact of prescribing errors 
• The Trust’s medication 

management function does not 
modernise and the benefits 
referred to in this document are 
not achieved e.g. Lack of 
accessible medication history. 

 

Implement a new, Trust-wide EPMA 
solution  to allow for the 5 rights for 
medication administration: 
The right patient, the right drug, the 
right time, the right dose, and the 
right route. 
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Option 2: Preferred option:  Procure Electronic Prescribing and Medication Administration solution 
Description: Procure and Implement a Trust-wide Electronic Prescribing and Medication Administration solution to improve hospital efficiencies, patient 
safety and outcomes. A description of the costs for this option is discussed in the Financial Case. The costs shown below are for a Capital / Revenue model. 
The project board is aware that there is the potential to purchase via a managed service model. 
 

Financial Estimates 

 Investment Capital Source 

Capital (include VAT) £2.7M Trust Capital Programme 
NHS Improvement EPMA 2019 Fund 

 Staff / Non pay costs Revenue source Net investment / saving 

Revenue £4.5m Savings -£0.1m 

 

Benefits Benefits Realisation  Risks  Risks Mitigation  

EPMA will provide the following cash 
releasing and non cash releasing 
benefits (not limited to): 
Cash Releasing: 

• Drug cost savings 
• Stock Control 
• Reduced wastage 
• Reduction of Paper 

Non Cash Releasing: 

Improved medicine optimisation 
Processes 

• reduce drug costs 
• increased support for 

prescribing, supply and 
administration of medicines, 
thus improve patient care 
and governance processes. 

• reduction in wasted 

Transformational challenge - 
demands cultural change. 
 
EPMA solution workarounds - 
ensuring system users utilise the 
system in the way it is meant to be, 
rather than finding an 'easier' 
workaround. 
 
EPMA hosting system failure and 

The project will provide high quality 
communications, employ clinical 
change agents, and provide required 
training and awareness campaigns to 
support a Trust-wide system and 
culture change. 
 
The project will provide Standard 
Operating Procedures on how to 
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• Reduction in length of Patient 
Stay 

• Reduction in adverse drug 
reactions 

• Reduction in Prescribing and 
Dispensing errors 

• Elimination of lost charts 
Appendix X provides a full list and 
description of EPMA benefits. 

 
 
 

products, reducing costs 
 
Reduction in wasted medication due 
to increased visibility of prescribing 
and administration. EPMA will help 
facilitate the following:  
• a reduction in duplicate 

prescriptions;  
• reduction in redundancy of 

medications;  
• reduction in Pharmacy inventory 

as it assists with supplying 
forecastable data on usage.  

 
Savings on stationary costs would be 
generated by negating the need to 
order in-patient charts and out-
patient prescriptions. As well as a 
reduction in paper and printer 
cartridges in Pharmacy, as 
transcription sheets will not be 
required. 
 

Business Continuity Plans. 
 
Execution risk – procurement & 
implementation 
 
Insufficient end user technology 
capabilities within Clinical areas. 
 
There is a risk with assisted (e.g. 
weight based) dose calculations that 
staff may become reliant on 
computers and not think about 
whether the number is correct/ 
appropriate. There has been a 
concern raised that this could de-skill 
staff. 
 
There is a risk that the deployment 
plan is delayed for individual areas 
due to complexity of needs. 
 
There is a risk that deployment of 
the solution temporarily creates an 
additional operational burden. 

administer and use an EPMA 
solution. 
 
The project will complete a hosting 
technical readiness exercise and 
certified within a technical design 
authority. 
 
The project will seek to manage out 
and mitigate actively any Information 
Governance risks and issues that are 
identified in the course of the 
configuration Phase 
 
An end user technology analysis will 
be commissioned to baseline existing 
computers and data network 
facilities. 
 
EPMA training and Business process 
redesign will take in to account that 
it is unacceptable to introduce risk to 
patients due to a total reliance on an 
automated process. 
 
A robust deployment plan will be 
developed in conjunction with IT 
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training and clinical services. 
Deployment progress will be 
monitored closely by the work 
streams and Project Board. 
 
Ensure that clinicians and 
operational staff are involved in 
configuration. Extensive User 
acceptance testing will challenge 
how intuitive the solution is. A pilot 
will be undertaken, which will 
provide An accurate representation 
of clinical requirements and benefits. 
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Option 3: Alternative option –Electronic Medical Record (EMR) 
Description: Procure an Electronic Medical Record (EMR) with an EPMA solution 
 

Financial Estimates 

 Investment Capital Source 

Capital (include VAT) £26,349K Trust capital programme 

 Staff / Non pay costs Revenue source Net investment / saving 

Revenue £6,887K Trust revenue £17,076K (5-Years) 

 

Benefits Benefits Realisation  Risks  Risks Mitigation  

The benefits of an EMR significantly 
outweigh the benefits of a standalone 
EPMA solution. 
 
EPMA within an EMR will provide 
additional benefits to those already 
detailed in option 2: 
• Reduced cost of interfacing 
• Significant time savings for 

clinicians through not having to 
duplicate data entry of drugs data 
(e.g. for EDS) 

Integrated processes will be 
developed for the EMR so clinicians 
only enter data once. 
 
 
 
 
 
 
 

Scale of process changes for an EMR 
would be significantly higher than for 
a stand-alone EPMA, creating greater 
potential for service disruption. 
 
Pharmacy stock control, as well as 
EPMA, would need to be part of an 
integrated EMR solution.  Although 
the solution would be better for end-
user clinicians, Pharmacy staff may 
find the Pharmacy stock control 
functionality less useable than their 
current solution. 
 

An EMR implementation would 
require a much larger 
implementation team, so this would 
be sufficient to address the risk. 
 
Pharmacy staff would create the 
Output Based Specification and 
would be part of the EMR 
procurement team to ensure the 
selected product met their minimum 
needs. 
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3 Commercial Case 
 

There is very little scope for commercial investment in this business case as it proposes the 
procurement of an ‘off the shelf’ EPMA software package.  

However, it is very important the Trust seeks a product which is: 

• Mature and stable 

• Supports the NHS Interoperability Standards  

• Affordable 

• Designed for deployment in an acute hospital setting and able to interface with other 
hospital & primary care systems. 

• Capable of being adapted and enhanced over time at the Trust’s pace 

• Consideration to the Solent Acute Alliance EPMA solution deployments 

 
3.1 Why and how is it relevant to operational planning?  

The following provides the key areas of performance metrics associated with the procurement of an 
EPMA solution: 

Quality: 

Bed days, TTO times, improved patient safety, reduction in incidents. 

Workforce: 

Staff training is key to the efficiency of the system.  There is a requirement for system management 
to enable the system to be updated, work efficiently (e.g. when the time goes to BST, administration 
times). 

Operational Performance: 

The benefits review has highlighted significant opportunities to remove waste from current 
processes and the ability to then release this time for direct patient care. The table below is a brief 
description provided for this outline business case. A more detailed appraisal with supporting data 
will be provided as part of the full business case. 

Description of opportunity Waste Category 
Drug Charts – time spent searching and walking 
to locations for which charts are stored 

Reduction in time and effort for all clinical staff 
especially nursing and pharmacy staff 
Delayed discharge 

Time spent searching through drug charts to 
prioritise drug rounds and searching for 
guidance and protocols 

Reduction in Medicines Administration time 
Reduction in Delayed Discharge 
 

Time spent deciphering hand written notes and Reduction in medicines administration time 
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transcribing information from loose paper to 
paper notes  and in other electronic systems 

Reduction in time and effort for all clinical staff 
especially pharmacy staff 
Reduction in risk of medication errors 
Reduction in Delayed discharge 

Frequency of wrong dose/ drug administration  Improved patient care 
Reduction in delayed discharge 
Reduction in number of drugs wasted due to 
prescription error 

Improved drug stock control Reduction in number of drugs wasted due to 
prescription error 
Reduction in out of date drugs being discarded 
Reduction in missed doses 

 

3.2 Service Implications  

Patient level: Improved patient care with the right drug and dose being given with drugs being in 
date and fit for purpose.  There will be improved medicine reconciliation on admission and 
subsequently transfer of care on discharge.  This therefore has benefit for the health-wide system. 
The reduction in medication administration errors will have a dramatic reduction in the number of 
risks occurring and rate of harm to patients. 

Patient flow: The improved medication reconciliation will ensure that delays on admission from the 
ED to inpatient bed will be reduced. Throughout the inpatient journey EPMA will ensure the timely 
arrival of medications and so reducing TTO times. 

 

3.3 Human Resources Implications  

There will be a reduction in time spent on various tasks for staff.  For Pharmacy staff there will be 
less time looking for drug charts, deciphering illegible handwriting, chasing correct drug doses etc. 

For nursing staff, they too will have a reduction in time chasing inappropriate and inaccurate 
medications at ward level.  

For medical staff, less time will required to seek out dose options and the relevant drug on the 
formulary. 

EPMA will not mean a reduction in Trust staff.  Although there will be a reduction in time spent in 
tasks, there are additional tasks that the EPMA system will require to be undertaken e.g. the 
constant maintenance and update of the data set. Implementing EPMA provides an opportunity to 
reduce the risks through shortfalls in workforce and recruitment, providing further resilience to our 
workforce and releasing time to care. 

The key to a successful EPMA implementation is to understand that the project is a business and 
clinical transformation requiring change to clinical practice.  To facilitate this Trust-wide 
transformation change, strong, senior clinical leadership will be required on a consistent basis. 
Lesson learnt from other Trusts has indicated that a senior clinician should be assigned to the project 
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with protected time given to the project, to champion the clinical aspects of the solution and to 
provide expert local consultancy.   

3.4 Procurement Strategy  

The following procurement options have been considered:   

3.4.1 OJEU Open Procedure  

All interested suppliers may respond to the advertisement in the OJEU by tendering for the 
contract. This route is considered suitable for procurements for which a small number of 
suppliers may provide similar solutions, and for which the requirements may be 
straightforwardly expressed.  All tender responses must be evaluated in full and no 
shortlisting or negotiation is permitted. 

3.4.2 OJEU Restricted 

Following the OJEU advertisement, a shortlist selection is made of those who respond 
according to a set of clear criteria and only these are invited to submit a tender for the 
contract. This allows purchasers to avoid having to deal with an overwhelmingly large 
number of tender responses. No negotiation is permitted. 

3.4.3 OJEU Competitive Dialogue (CD)  

The Competitive Dialogue procedure must only be used for particularly complex and more 
innovative contracts where after pre-procurement market engagement the department is 
unable to identify the technical means of delivering its requirement and/or the 
legal/financial make-up of the project, and readily available solutions do not exist. 

It must not be used where a department could (or should) have established more precisely 
what it wanted to buy through better or more prolonged pre-market engagement, which 
would then allow less complex and more transparent procurement procedures (Open or 
Restricted) to be used in order to award the contract. 

This process allows shortlisting and negotiation to fine-tune the technical requirements and 
contract terms through a series of stages but this can be massively complex and lengthy 
process requiring significant resource from both the customer and supplier sides. 

3.4.4 OJEU Competitive Procedure with Negotiation (CPN)  

This is a relatively new variant of the Competitive Dialogue process.  There are detailed 
differences throughout the process but two main ones are that CPN requires initial minimum 
requirements to be set at the outset that cannot be changed later and that further 
negotiation after the submission of final tenders is not permitted whereas CD allows the 
initial minimum requirements to be changed if necessary through the negotiation stages and 
that negotiation on any aspects of the specifications or contract can continue after 
submission of final tenders. 
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As a fairly new process there is not yet much experience of this process in the UK (or 
anywhere else) and crucially not many legal test cases to provide guidance on how to use 
the process compliantly. 

3.4.5 OJEU compliant frameworks/G-Cloud digital marketplace  

Appropriate frameworks offer a faster procurement process with pre-defined contract terms 
allowing for a few minor refinements, and usually permit both further-competition (mini-
tenders) amongst the short-listed suppliers previously appointed to the framework or, 
subject to certain conditions, direct award to one supplier. Mini-tenders would then be run 
in largely the same way as an OJEU Restricted procedure. 

The following frameworks have been assessed for suitability: 

• Lot 6 of the NHS Shared Business Service framework for Healthcare Clinical Information 
Systems 

o Covers e-prescribing systems including 11 suppliers but does not include the Trust’s 
current provider of pharmacy stock management (JAC Computer Services Ltd). This 
would not necessarily be a problem but it should be considered in terms of 
interoperability and possible negative effects to the ongoing commercial 
relationship with the stock management supplier who also offers their own EPMA 
solution. 

o This framework permits a maximum contract term of 7 years (5 core term + 2 years 
optional extension). 

• Lot 4.4 (Medication Management) of the London Procurement Partnership (LPP) Clinical 
and Digital Information Systems (CDIS) framework. 

o Includes JAC Computer Services Ltd along with 7 other suppliers (CGI, CSC, EMIS, 
Epic, Orion, Servelec, System C).    

o This framework permits a maximum contract term of 5 years (4 core term + 1 year 
optional extension). 

• QE Procurement (Gateshead Health NHS FT) Clinical IT Framework 

o Incudes Electronic Prescribing Solutions as a specific Lot. 

o Framework Lot includes JAC Computer Services Ltd along with 7 other suppliers 
(Agfa, Ascribe (now EMIS), Cerner, Civica, IMDsoft, Open Text and System C) 

o This framework does not set a maximum contract term but suggests that the term is 
synchronised with the life expectancy of any associated hardware so typically 
multiples of 5 years. 

The above frameworks all cover e-prescribing solutions but the participant suppliers’ 
solutions would need to be checked thoroughly before proceeding to ensure the 
frameworks and their respective suppliers cover the full scope of the Trust’s EPMA solution 
services and utilise a set of contract terms and conditions that align with the Trust’s 
requirements.  
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• Crown Commercial Service is currently working on a new Data and Application Solutions 
framework due to be live in February 2019, but there are no further details available at 
this stage of its exact scope and appointed suppliers. 

• Generic IT Software frameworks e.g. HealthTrust Europe’s (HTE) ICT Solutions 
framework 

o The suppliers appointed to theses generic frameworks act as reseller partners to the 
actual solution providers.  This tends to add additional costs and complications to 
the procurement process and would not be the preferred option when potentially 
more solution specific frameworks such as the above including the actual software 
providers are available. 

• G-Cloud 
o This is a different form of framework with G-Cloud 10 listing almost 8,000 IT 

suppliers capable of supplying cloud-hosted software solutions. Various filters and 
keywords can be applied to reduce down the number of potential suppliers and by 
using ‘EPMA’, ‘e-prescribing’ or ‘medicines administration’ as keywords in different 
searches reduces the number of potential suppliers currently (November 2018) 
listed to 7.  

o Only one search can be saved and recorded and searches must not be combined.  
Further work would therefore be required to select the most appropriate keyword 
and filters as the 7 suppliers do not show up in the same search for all three 
keywords.  

o Negotiation, invitations to tender or request to submit revised proposals are not 
permitted with G-Cloud but suppliers can be asked clarification questions in order to 
identify the supplier and solution that best meets the Trust’s budget and 
requirements. At the end of that process direct award is made to the final supplier. 

o G-Cloud only permits a 24-month contract with a maximum of two 12-month 
optional extensions. Upon contract expiry the Trust would need to repeat the G-
Cloud shortlisting process which may result in having to change supplier/solution.  
For a major system as EPMA such a short contract term is not realistic.  

 
3.4.6 Preferred Procurement Route 

The Trust should be able to define its requirements with sufficient clarity, and a number of 
possible EPMA solutions are readily available in the marketplace for the OJEU Restricted 
Procedure to be the most appropriate full OJEU route.  

The Trust should also explore the framework options outlined above, (and any new ones) in 
more detail and check that the framework and its contract terms cover the Trust’s EPMA 
requirements. If suitable, procurement through a suitable framework would be preferable to 
a full OJEU tender and conditional on an updated review of the above options at the actual 
commencement of the procurement stage, the preferred framework option would be the 
QE Procurement (Gateshead Health NHS FT) Clinical IT Framework. 
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Further pre-market engagement should be undertaken between the Trust and potential 
suppliers to gain a more complete understanding of the current and imminent solutions 
available which may result in more robust specifications and creative approaches to the 
solution offered. This may prove particularly valuable in regard to refining local EPMA 
requirements, both in terms of the integration of data and systems, and also the 
convergence of “front-end” user views. 
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4 Financial Case 
 

4.1 Capital analysis 

The capital costs for EPMA will result in a new asset comprising a mixture of hardware and 
software from external suppliers, investment in local infrastructure and local project 
management resource secured to handle the rollout and integration of the project across the 
organisation. There are no wider estates or facilities costs associated with this project. Due to 
the extensive programme of work relating to the rollout of the project the capital costs would 
be expected to be incurred over a 3 year period covering project feasibility, procurement, 
implementation and integration. 

The EPMA asset will be expected to have a life of 5 years with the capitalisation occurring in 3 
annual phases.   

A whole life costing model has been prepared for the preferred option (option 2) in this 
business case which shows the distribution of the costs over this period. 
 
Appendix B provides a detailed breakdown of the anticipated capital costs. The summary of 
this position is covered below: 
 
Table 1: Capital Expenditure over the life of the project 

 

 
 

4.2 Sources of Capital 
 
Access to NHS Improvement funding to implement a Trust wide EPMA system will be sort as 
part of a national EPMA programme. The latest indication is that central funding support for 
local projects will be deployed on a matched capital allocation basis as Public Dividend Capital. 
 
Based upon the total capital costs indicated in Table 1 this could be expected to be a sum of 
£1.35m of external funds. This could be allocated early in the project with a corresponding 
change in the Trusts Capital Resource Limit for that year.  
 

Total 2019-20 2020-21 2021-22

510,000 285,000 225,000 0

393,200 90,000 151,600 151,600

1,810,369 289,655 771,937 748,777

2,713,569 664,655 1,148,537 900,377

Trust IT costs, e.g. local infrastructure, devices etc.

Trust side project implementation costs e.g. 
labour: project management, integration etc. 

Total Capital Costs

Type of cost
Supplier costs, including software licencing and 
implementation
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A similar balance of £1.35m will be required to complete the programme utilised from the 
Trusts own internally generated capital resources. 
 

4.3 Revenue analysis 
 
The business case will not directly affect clinical activity for the Trust but would be expected 
to support an improved availability of infrastructure derived through reduced length of stay 
benefits over time. 

Appendix B provides a detailed breakdown of the anticipated revenue position. The summary 
of this position is covered below: 
 
Table 2: Revenue Expenditure and savings over the life of the project 
 

 
 
The change in revenue terms results in a net benefit across the life of the project of £0.1m, 
however, the profile of this moves from investment to saving during the course of the 
programme rollout. 
 
The detail to support this position comprises both non-pay savings (as detailed in the benefits 
plan) offset by ongoing revenue investments required to support the system operationally. 
These are in the form of pay related systems support, maintenance and capital charges. 
 

4.4 Saving assumptions 
 
Savings benefits comprise direct cash releasing reductions and improved length of stay and 
utilisation of the hospital infrastructure savings over time. 
 
Savings are graduated rather than effectively landing immediately the system rolls out. This 
reflects a more realistic view of the way in which users will harness the system to its full 
potential over time and mitigates some of the savings risk. 
 

Total 2019-20 2020-21 2021-22 2022-23 2023-24 2024-25 2025-26

609,375 24,375 97,500 97,500 97,500 97,500 97,500 97,500

120,000 0 20,000 20,000 20,000 20,000 20,000 20,000

1,118,051 0 0 0 223,610 223,610 223,610 447,221

2,684,508 0 172,721 414,531 610,276 591,281 572,286 323,412

4,531,934 24,375 290,221 532,031 951,387 932,392 913,397 888,132

-4,608,315 0 -171,958 -420,439 -666,903 -1,029,351 -1,159,832 -1,159,832

-76,381 24,375 118,263 111,592 284,483 -96,959 -246,435 -271,700

Revenue Costs

Total Expenditure over life of project

Supplier costs, (maintenance and support)

Trust IT (maintenance and support)

Trust side Business as Usual costs, including 
system administration and user support

Net Revenue savings over 5 years

Cash releasing Savings

Capital Charges
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The cash releasing savings are primarily drugs based upon the more efficient use of tariff 
based drugs (through improved access and utilisation of the formulary and reduced waste). 
 
Cash releasing savings are also assumed relating to the abolition of Trust-wide prescription 
charts (by no longer pre-printing) and other related stationery.  
 
This project will complement System wide work on improved length of stay. Case studies 
demonstrate savings linked to length of stay improvements occurring due to reductions in 
prescribing errors, dispensing errors and medical administration errors. The indicative savings 
achieved have been risk adjusted to moderate their assumed revenue benefit (50% of the 
initial value). 
 
Table 3: Savings assumptions per annum included in the case at full rollout of programme 
 

 
 

4.5 Workforce requirements  
 
There is an on-going requirement to support EPMA of 5 WTE once it has been fully deployed.  
 
These are included in the yearly revenue cost figures in the financial appraisal. 

• EPMA Systems Administrator 

• EPMA Pharmacy Technician 

• IT Technical Support  

• Information Analyst  

• Lead Pharmacist 

 
4.6 Financing Options 

 
Essentially there are two options available (dependent on supplier offering) open to the Trust 
to finance the delivery of the EPMA solution (option 2.): 

• Capital / Revenue model (as described in this financial case) 

Full savings 
projected per 

annum
Cost PA Cost PA

 Formulary Control - PbR £16,400,000 £15,793,200 -£606,800 100% -£606,800
 Reduced Stationery Order £33,801 £4,458 -£29,343 100% -£29,343
 Non-Compliance £2,011,009 £2,011,009 £0 0% £0
 Adverse Drug Reactions £165,484 £108,543 -£56,941 50% -£28,470
 Prescribing Errors £1,636,905 £1,222,190 -£414,715 50% -£207,358
 Dispensing Errors £251,269 £173,205 -£78,064 50% -£39,032
 Meds Admin Errors £1,012,393 £514,735 -£497,658 50% -£248,829

£21,510,860 £19,827,339 -£1,683,521 -£1,159,832

Post-
Implementation 

Costs

Total Saving 
PA compared  
to baseline at 

full rollout 
Category

Savings benefit 
assumed 

Including Risk 
adjustment
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• Managed Service model – a leasing (revenue) based model where the software and 
supplier implementation capital charges would become a revenue cost. This model is 
restricted by the supplier being able to provide as an option and could potentially 
reduce the number of suppliers on offer to the Trust. As part of the full business case, 
this option will be analysed further. 
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5 Management Case 
 

5.1 Project plan  

The Trust’s implementation of an EPMA solution, at a high level, consists of three distinct 
stages, incorporating a number of phases within: 

1) Business Case approval and funding established 

2) Procurement 

3) Implementation 

o Build and Configuration 

o Pilot 

o Full deployment 

 Inpatient 

 Outpatient 

 
Lessons learned from other Trusts, strongly suggest a phased approach to an EPMA 
implementation should be utilised, with a tightly controlled number of users or areas used as 
a pilot, followed by a gradual rollout. The following high-level plan showing all the stages of 
the project assumes a timescale of three years from the outline business case approval to full 
implementation across the Trust.  

 

 

 

 

 

 

2018
J F M A M J J A S O N D

Clinical Portal
NHS Improvement 

Fund Submission 31st 
Jan

NHS I Submission 
Assessment

Central Funding 
Confirmation

Full Business Case 
Trust Approval 

Process (BCRC, F&I, 
CPG)

Trust Board FBC 
Approval

HIOW STP Clinical Mes

Project Board and 
Governance 
established

EPMA Full Business Case Creation

Procurement Preparation (ITT)
Procure EPMA  - ITT Publication, Suppliier chosen, Contract 

Award

Business Case Approval and Funding Established

2019

Procurement
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Fig 2.  EPMA high level Plan 

Appendix C provides a high-level timeline and commentary of the significant tasks required to 
be completed in each stage as shown above. 

5.2 Project Management 

The project is a joint Clinical and Transformation initiative, which will implement a new 
electronic prescribing and medicines administration solution, delivering critical improvements 
in three identified areas: 

• Patient Safety 

• Quality and Clinical Governance 

• Organisational Productivity 

The day-to-day leadership, management and monitoring of the organisation’s readiness to 
deploy the EPMA solution will be governed by a multi-skilled team comprising senior clinical 
and operational staff. To facilitate the governance of the project, a Project Board has been 
established, with the balance of membership emphasising clinical representation.   

The Project Board will meet initially on a monthly basis (frequency dictated by project activity) 
and will have oversight and operational management control of the entire project, holding the 
project work streams to account for delivery of agreed plans within budget and to agreed 
timelines. The Project Board will also oversee the project change control management. 

2018
J F M A M J J A S O N D J F M A M J J A S O N D J F M

HIOW STP Clinical Messaging
Phased Go lives

IT Deliverables

Project Board and 
Governance 
established

NHS I reporting

Transformation Activity

2022

Implementation Stage

EPMA  Local System Configuration (In line with Transformation/Phases/Approach)

Testing – Technical, UAT & Functionality

Pilot

System Build & 
Configuration

2020 2021
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Specifically, the Project Board will be accountable for ensuring that: 

• Purpose and vision of the project is clearly defined, stated and disseminated 

• The business case and its agreed objectives and deliverables are met 

• Trust operations are ready to except the deployment the solution 

• The entire solution (technical and revised operational process) is fit for purpose 

• Consistent communications are delivered to the organisation about the project and 
state the “case for change” 

• Provides tangible and visible management commitment to the project for its duration 

• Reporting requirements to stakeholders are delivered 

 
Acting as the Champions for the project, the project board will be the conduit between the 
project and clinical users, and will provide guidance on operational issues that are identified.  

The Project Board will create three workstreams to help facilitate the configuration and 
implementation phases of the project. 

 
The suggested overall Governance model for the project is shown in the figure 3.  
 

Trust Board 

EPMA Project Board 

EPMA System 
Workstream 

EPMA 
Transformation 

Workstream 
IT Workstream 

NHS Improvement 
Trust Transformation 
Team / Delivery Unit 

Clinical Delivery 
Division Board 

 

Figure 3: proposed EPMA Project Governance Structure 
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The IT and EPMA System Configuration workstreams will be supported by the EPMA 
Transformation team who will be responsible for change management, training, 
implementation  and business process redesign. 

 

5.3 Governance 

The EPMA Project Board is requesting the Business Case Review Sub-Committee to approve 
the content of this outline business case and in addition, the subsequent business case 
approvals required: 

• EPMA Outline Business Case to proceed to the Finance & Infrastructure Committee  

• EPMA Outline Business Case to be presented to the Trust Board 

• EPMA Project Board to submit to the NHS Improvements EPMA funding application. 

If successful or not with the funding application, proceed to a Full Business Case to be 
presented to the Trust Board. 

On going reporting requirements are anticipated by the EPMA Project Board to provide overall 
project progress and subsequent benefits realisation. 

Internal reporting: 

• Clinical Delivery Division Board 

• Transformation Team / Delivery Unit 

External Reporting: 

• NHS improvements (if the funding application is successful) 

 
As part of the funding criteria for NHS Improvement, organisations must have identified and 
have confirmed written support from a ‘buddy’ organisation who are already live with EPMA, 
from whom the Trust can learn about the pitfalls and lessons learnt associated with the 
organisational change and leadership required to support the implementation. In this respect, 
the Trust team has already approached Western Sussex Hospitals. 

Stakeholders and Infrastructure Considerations 

5.4 Impact on other areas and supporting services 

The introduction of an EPMA solution impacts greatly all areas involved with the Medicines 
Management process. Currently, all medications for administration for an inpatient are 
prescribed on a paper drug chart (excluding Critical Care). The introduction of an EPMA 
solution will initially increase the time required to write and administer medications to 
patients. However, in the long term and with the development of the EPMA software, in 
conjunction with the implementation of Scan for Safety, GS1 requirements and the building of 
order sets on the EPMA system will ultimately greatly reduce the time taken to prescribe and 
administer medication.   
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The largest impact to the Trust of the EPMA implementation is the training required. The 
biggest users of the system will be users that administer medication to patients. There are 
around a total of 1100 Prescribers and 2350 staff that administer medications. So engagement 
with nursing teams is the highest priority as every dose administered, or not administered, will 
need to be recorded on the EPMA system. This equates to minimum of around 8000 – 10000 
doses a day. Moving from a paper based system to an electronic system will require a detailed 
planning and communication to all staff involved in any process of medicines management. 
Although the majority of prescribers may have used an EPMA solution already, this will not be 
the case for the majority of nursing staff at the Trust. 

A change to current workflows and practices, accompanied with strict policies will need to be 
in place to facilitate: 

• account creation out of hours,  

• 24 hours x 7 day support,  

• how the system is used to record administration/missed doses,  

• processes such as medicines reconciliation are recorded and  

• how drugs are built and approved. 

There will need to be a large enabling investment in IT resources to ensure that all who 
require access to the EPMA system will be able to without delay. This will include; 

• Additional user devices: tablets, laptops, scanners and digitally enabled medication drug 
carts 

• Wi-Fi connectivity in all areas where medication is administered and prescribed. 

The Trust has a number of other external stakeholders which the Trust sends and receives 
patients from and to, e.g. GP Practices, other local Trusts. To support external patient flows, 
the EPMA system will be required to interface and provide interoperability with other 
stakeholder systems e.g. CHIE, UHS’ My Medical Record and local GP systems TPP System One 
and EMIS Web. 

 

5.5 Space 

Additional space and facilities may be required including; 

• Office space for project teams, plus associated services 

• Secure storage space for equipment and hardware 

• Technical build room/space for equipment preparation  

 
There will be an additional benefit as a reduction in paper chart usage will result in reduced 
note volumes and weight. 
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5.6 Estates 

At the time of writing this case, estate requirements are a work in progress. However the 
following is anticipated: 

• Estates need to be aware the project is proposing to implement circa 150 new devices 
across the Trust wards and theatres. 

• There will be additional computer on wheels and drug carts; all new devices having 
requirements 

• Office and accommodation requirements as described in section 5.5 

 

5.7 IT 

The following high level requirements will need to be fulfilled by PHT’s IT Team: 

• Hardware requirements, both back office (server hosting) and end user devices (circa 
150 including a mixture of tablets, computer on wheels and drug carts) 

• Provide interoperability provisioning both internally and externally to systems and via 
the Trust Integration Engine (TIE) 

• Conduct a Wireless Infrastructure assessment to ensure capacity and performance 
requirements are met. 

• Provision of technical and project management resources to design, manage and deliver 
the IT work stream deliverables. 

 

In conjunction with the overall project plan, a full IT plan will be developed by the IT project 
manager assigned to the EPMA project. 

 

5.8 Procurement 

Procurement considerations and strategy have been outlined in 3.4.1 – 3.4.5 above by Rupert 
Hatch, Senior Procurement Specialist, NHS South of England Procurement Services.  

 Conditional on an updated review of the above options at the actual commencement of the 
procurement stage, the preferred route to market would be a further competition (mini-
tender) via the QE Procurement (Gateshead Health NHS FT) Clinical IT Framework. 
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Appendices 
 

Appendix A – Benefits Extract from the 2015 Full EPMA Business Case 

BENEFITS EXTRACT FROM FULL 
BUSINESS CASE 
February 2015 

 

Amendment History: 

Version Date Name Amendment History 

0.7 24/02/15 Simon Vickers Updates to Executive Summary and Benefits 
Sections 

0.71 03/12/18  Update to cash releasing benefit savings figures 

 

Approvals: 

This document must be approved by the following:  

Name Title / Responsibility 

Amanda Cooper Associate Director of Medicines Optimisation & Pharmacy 

Dr. Chris James Consultant Haematologist -Clinical Director for Pathology 

Ginette 
Alexander 

Income and Planning Accountant 

Chris Tite Head of IT 

 

 

 

Page 237 of 264



BENEFITS 
Financial benefits for the purposes of this document fall into the following broad categories.  
 
Cash releasing benefits (CRB): These benefits reduce the costs of organisations in 
such a way that the resources can be re-allocated elsewhere. This typically means that 
an entire resource is no longer needed for the task for which it was previously used. 
Resources can be staff or materials/assets. 
 
Non-cash-releasing benefits (non-CRB): This usually involves reducing the time that a 
particular human resource takes to do a particular task; but not sufficiently to re-allocate 
that resource to a totally different area of work. There is an argument that freeing up 
resources to perform more clinical activity could reduce the requirement for temporary 
staff. Thus some cash may be released, however this is not simple to estimate with any 
accuracy, as such this has not been included in the calculations.    
 

1.1.1 DRUGS COSTS SAVINGS 
From the experience of other NHS trusts, EPMA can reduce overall drug costs by between 
4% and 6%, through better formulary control, better decision support, and a more cohesive 
medicines management process10. Some recent figures obtained during site visits to trusts 
with EPMA systems have even verbally claimed achieved savings of 10%11.  

Drugs cost savings are realised via enhancements to the following areas which we will 
explore in more detail: 

• Formulary control 
o Use of generics 
o Reduced time writing regimens 

• Stock control 
o Better visibility of stock 
o Avoided Missed or Delayed Doses  
o More accurate charging  

• Reduced wastage 
o Duplicate prescriptions 
o Redundancy of medications (expired drugs) 
o Pharmacy inventory 
o Misappropriation of medicines (theft) 

 

10 - Based on figures supplied by major EPMA suppliers, but supported by discussions with Leicester 
Partnership NHS Trust. NB: Few other UK Hospital using EPMA have released figures on savings attributable to 
EPMA 
11 IoW Trust site visit as part of EPMA collaborative tender process 20 Oct 2014 – Review of JAC system  
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1.1.1.1 FORMULARY CONTROL 
In rudimentary terms a formulary is a list of prescription drugs which are the preferred 
treatments at a particular trust.  

With EPMA a Trust can define and restrict drug formulary by content, structure and staff 
access to provide decision-support for doctors through:  

• Forbidding the prescribing of certain drugs on the system. 
• Restricting the prescribing of certain drugs to specific individuals/specialities. 
• Building certain drugs into easy to prescribe ‘script’ regimens e.g. ‘Chest 

infection’ script- would automatically prescribe the correct antibiotics dosage and 
frequency. 

 

EPMA, in short, ensures prescribers are aware of the most clinically and cost effective drugs 
for a particular condition.  

Royal Cornwall NHS Trust’s interim benefits analysis12 , 8 months post EPMA 
implementation, demonstrate that anything between 3% and 14.5% overall drugs savings 
were made across various hospital sites due to improved Formulary Control and Adherence. 
The average saving was 12.5%, however allowing for drugs saving initiative this figure was 
corrected to 3.7% of saving attributed to EPMA.  This highlights a major limitation when 
calculating drug savings figures: Drug costs and general usage change from month to month 
and so we can’t easily compare new data to old even in the same hospital.  

The Trust currently spends £39.4m13  a year on drugs. Applying a 3.7% saving overall would 
equate to £1,182m p.a. cash releasing 

However as we will see later this saving is not all retained by the trust. As such it will not be 
used in our financial model.  

In financial terms drugs fall in to two distinct categories 

• Payment by results: PbR is the payment system in England under which 
commissioners pay healthcare providers for each patient seen or treated, taking into 
account the complexity of the patient’s healthcare needs (e.g. diagnosis, 
interventions, age, length of stay etc.).  The cost of drugs is included in the PbR tariff, 
therefore if the Trust achieves any reductions in the drugs it dispenses to patients 
whose treatment is funded through PbR the money saved will be retained by the 
Trust. 

• Non-payment by results: Some activity is excluded from PbR and remains subject 
to local prices rather than mandatory tariff. Some drugs are typically specialist, and 
their use concentrated in a relatively small number of centres rather than evenly 

12 Electronic Prescribing and Medicines Administration (EPMA) - Interim Benefits Realisation Paper – Royal 
Cornwall Hospital NHS Trust 2014 
13 Richard Eyles – October 2014 – Last full 12 months PHT Drugs costs 
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spread across all providers that carry out activity in the relevant HRGs. They would 
not be fairly reimbursed if funded through the tariff. Therefore if the Trust achieves 
any reductions in the drugs it dispenses to patients whose treatment is funded 
through local tariffs, the savings would be realised by the commissioners, and not 
retained by the Trust. 

For this reason financial savings for the Trust created through a reduction in drugs 
prescribing can only be calculated on PbR episodes. 

Although the annual drug cost for the Trust is £39.4m, only £16.4m of this relates to PbR-
funded patient episodes.  A 3.7% saving to this figure would equate to £606,800 cash 
releasing saving per annum. 

Within formulary control there are two areas of potential saving: 

• Use of generics and correct selection of the most cost effective therapeutically 
equivalent agent.  

• Reduced time writing up the regimens 
 

1.1.1.1.1 USE OF GENERICS 
EPMA can enforce generic drugs prescription, preventing use of more expensive generic or 
branded drugs. It can also help you select the most cost effective agent, when two 
possibilities exist to treat the same condition (for example using omeprazole instead of 
lansoprazole for a new onset gastric ulceration). As already stated trust resource saving 
from more controlled formulary mainly applies to PbR drugs, unless specific gain shares can 
be arranged with primary care commissioners.  

For the Trust it is thought savings could be significant, although the Trust already adheres 
well to its formulary there is still room for improvement.  This is demonstrated in the Trust’s 
current JAC stock control reporting system, in which formulary and non-formulary usage can 
be identified.  

1.1.1.1.2 REDUCED TIME WRITING UP THE REGIMENS 
Currently prescribers when using ‘script’ regimens write them by hand on paper charts. As 
such an EPMA system would save some time, as the system would populate the bulk of the 
regimen for the user. Any benefits made in this respect will be additional to drugs cost 
savings, although they will be non-cash releasing.  

1.1.1.2 STOCK CONTROL 
The preferred EPMA solution can be directly integrated with our current medication stock 
control system. This would allow the Trust to make the best of the new system in the 
following ways:  

• Better visibility of stock 
• Avoided missed or delayed doses 
• More accurate charging  
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1.1.1.2.1 BETTER VISIBILITY OF STOCK 
‘Re-supplies’ of drugs occur when Trust staff duplicate existing supplies of drugs to a patient, 
i.e. they provide them with a new supply of drugs that they have already had provided to 
them by someone else (GP, the Trust, etc.). 

Stock control can be maintained more effectively with an EPMA system as it tracks the 
quantity of any given medicine on the wards from both the hospitals’ pharmacy and those 
brought in by patients.  Although an EPMA system won’t eliminate the human error and loss 
associated with stock, it should give nurses more of an onus to find missing medication if 
they know it is there, rather than requesting duplicate medication to be issued from the 
hospital pharmacy. This will reduce volumes of drugs provided, and therefore cost.  

The EPMA system will allow us to track where medicines are within the trust. Our current 
system doesn’t provide an audit trail for medicines once they have left the pharmacy 
department (with the exception of controlled drugs). As the EPMA system integrates with our 
current stock control system it allows you to electronically track medicines within the 
hospital. Each patient will have their medicine quantities recorded on admission, which for 
the first time will allow us to enter their own medication from home as well as supplies given 
to them from our own pharmacy. The patient’s individual stock quantity decreases as it is 
administered to the patient and automatically prompts the nurses and pharmacists to reorder 
medication before it runs out. This will help to manage/reduce the resupply problem14. 

Drugs have a shelf life which can be as short as a matter of hours or days. As such a 
pharmacy does not want to obtain or create more stock than it needs, especially with the 
high cost of certain medicines. An EPMA system will provide better visibility of the hospitals 
requirements in near real time.  

Note that Trust savings around stock control mainly apply to PbR drugs. The trust is 
reimbursed for a treatment by a set tariff figure. Therefore any savings made by not 
duplicating stock go direct to the trust.    

Through analysis of the Trusts medicines stock control system the current cost of re-supply 
orders can be ascertained from a study undertaken at the Trust using the JAC stock control 
system5. How much of this total however can be saved is debatable, there will always be a 
certain level of human error that cannot be eliminated.  However note that the figure quoted 
for re-supplies is an underestimate in that it does not measure the level of drugs brought in 
by patients when admitted to hospital, which are then lost and subsequently resupplied. It 
also does not currently measure the amount of unnecessary duplicate medicines given to 
patients on discharge.  

£345,709 p.a. of re-supplies are ordered at the Trust 

14 Simon Norman – Rheumatology & Orthopaedic Directorate Pharmacist – Dec 2014 – Figures obtained from 
JAC stock control system at Portsmouth NHS Trust 
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‘Gut feel’ estimated savings of 20% might be expected (£69,142). However we have no 
equivalent evidence available from other sources to give a more accurate prediction. As 
such this figure will not be used in our cost model.  

Cash released:£0 

 

1.1.1.2.2 AVOIDED MISSED OR DELAYED DOSES:  
Resolving the resupplies problem, along with better integration with stock control will 
significantly reduce the number of missed doses which occur on a daily basis within the 
trust. An EPMA system will remind those administering drugs to give medications and will 
prevent them from progressing without recording if a dose has been given or otherwise.  
This will have a knock on effect of increasing patient safety and reducing patient stay. The 
different method of stock control which EMPA provides will lead to less missed doses related 
to long term (e.g. not newly prescribed) medicines not being on the ward for the nurses to 
administer to patients.  

Administration of drugs doses can be missed for other reasons which can be eliminated with 
the implementation of an EPMA system; e.g. when a paper chart is not available during a 
round (lost or off the unit). An EPMA solution would allow for the drug chart to always be 
available to anyone who needs it, but would also highlight missed dose events by allowing 
early visibility of their occurrences and the location of drugs, thereby allowing action to be 
taken.  Missed doses can have severe issues in conditions which require regular doses, e.g. 
diabetes, epilepsy or transplants. 

NB: Data and calculations related to missed or delayed doses are covered later in the 
section on ‘The reduction in length of patient stay’.   

1.1.1.2.3 MORE ACCURATE CHARGING:  
Savings may also be made via improved access to data. The Trust would have greater 
visibility of costs enabling more accurate charging and decision making. For example, we 
expect to claw back costs from private patient drugs. Currently these costs are not always 
correctly charged for.  

EPMA will allow for more accurate auditing of medicines usage because it records the doses 
administered, rather than relying on our current assumption that medicines which are 
supplied to units are given in their totality. The increased accuracy of this information allows 
for: 

1. More powerful statistical analysis on which medicines we use, where, how much, and 
importantly how much is left over at a specified location (as this can then be 
potentially recovered/returned to pharmacy to utilise elsewhere). This will help the 
Trust to be more strategic in its medicines management. 
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2. This information will potentially allow us to regulate our medicines usage more tightly, 
and will allow us to spot discrepancies more quickly and reliably. This will allow for 
tighter micro management of stock on the wards. 

Cash savings through more accurate charging are difficult to assess without implementing 
an EPMA system to measure the change. No evidence is available from the findings of other 
Trusts who have implemented EMPA. 

1.1.1.3 REDUCED WASTAGE 
There is a reliance on paper based processes which make it hard to track prescribing, 
supply and administration of medicines. EPMA provides improved visibility of drugs, staff can 
not only see what is booked out, but can also see what was administered. A reduction in 
wasted medication, due to increased visibility of prescribing and administration help to 
facilitate reductions in:  

• Duplicate prescriptions 
• Redundancy of medications – disposal of expired drugs  
• Pharmacy inventory as it assists with supplying forecast data on usage, which 

is essential if the Trust moves towards a 'ward order assembly' supply system 
• Misappropriation of medicines - theft 

1.1.1.4 SUMMARY  
The majority of drug related savings, which can be estimated with reasonable accuracy, are 
to be made through enhanced formulary and stock control.   

Saving Cash Releasing 
per annum 

Non- Cash 
Releasing per 
annum 

Drug Costs      

• Formulary control  

o Use of generics  

o Reduced time writing 
regimens 

 

£606,800 

£n/a 

£n/a 

£unknown 

•   Stock control 

o Better visibility of 
stock 

o Avoided Missed or 
Delayed Doses  

o More accurate 
charging  

 

£unknown 

 

£unknown 

 

 

£n/a 

 

£n/a 
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 £unknown £n/a 

TOTAL £606,800 p.a.  

Table 1 - Total annual drugs cost savings 

 

1.1.2 REDUCTION OF PAPER 
EPMA removes the requirement for most drugs charts. In some circumstances paper charts 
may still be used, for example if an EPMA system could not handle a specific type of dosing. 
It is anticipated that the preferred solution will be able to provide the ability to deal with 
almost all prescription requirements.  

Medicines management uses the following paper based forms at the Trust: 

Sector Area Stationery 

Portsmouth Hospitals 

Inpatients 

• Prescription record chart, PHT0115 
• Paediatrics and NBU prescription chart PMP457 
• Paediatrics and NICU Prescription chart 

PHT0116 
• Long stay prescription record chart PMP458 
• Infusion Therapy Sheet 
• Pre-printed therapy specific charts e.g. IV 

heparin, insulin, thrombolysis/chest pain 
pathway, PCA chart 

Theatres • Anaesthetic record sheet  
• Peri-operative record 

Outpatients and Day 
Case 

• Day Surgery Prescription Chart 
• Day case record chart WWG500 (MR601) 
• FP10 HNC 

Emergency 
Department • WNV1068 A/E 

Discharge • Discharge summary (Will be paperless later in 
2015 via ICE) 

Post-operative areas 
(recovery) • Pre-printed post-operative analgesic charts 

Inpatients (DMOPs) • Prescription record chart PHT0115 
• Long stay prescription record chart PMP458 
• Infusion Therapy sheet 

Discharge (DMOPs) 
• Discharge summary 

Table 2 Prescriptions Paperwork15 

 
Chart costs identified in SBS system at the Trust for last year16  

15 PHT - Medicines Management Policy – 6 February 2014 
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Inpatient Prescription and Administration Charts = £39 

New Medical Drug chart = £28,061 
Continuing Care Prescription Chart = £1,243 

Total = £29,343 
 

NB: Other charts may also be replaced but obtaining the figures was not possible, the bulk 
of the charts cost however is accounted for. Related stationary costs may also be reduced 
i.e. less pens, folders etc. will be required. The estimated savings are therefore likely to be 
an underestimate. NB: The total stationary costs for pharmacy are £33,801 p.a. 

1.1.2.1 SUMMARY  
Royal Cornwall’s findings post EPMA implementation indicated an expected 100% paper 
saving can be realised.  
 
“The savings pro rata in child health for 12/13 are £4.5k. It would appear that the stationary 
savings across the Trust will be realised” 

Extract from Royal Cornwall’s findings post EPMA implementation. 

At the Trust our figures are an underestimate. The total value of paper costs does not 
include all pharmacy paperwork and also excludes any related stationary savings (i.e. less 
pens will be required).  

Saving Cash Releasing 
per annum 

Non- Cash 
Releasing per 
annum 

Reduction of Paper      

 Reduced stationary orders £29,343   

TOTAL £29,343  

Table 3 Trust paper work savings 

1.1.3 REDUCTION IN LENGTH OF PATIENT STAY 
There is no question that errors made in relation to medications can lead to longer than 
expected length of stay (LOS) for patients and can cause serious harm and even death.   
 
Data from the Audit Commission – 2001 – “A Spoon Full Of Sugar – Medicines Management 
in NHS Hospitals” paper revealed the following:   

“From the UK  

16 Finance team – figures for 2013/2014 financial year.  
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•10.8 per cent of patients on medical wards experience an adverse event, 46 per cent of which 
were judged to be preventable 
• One-third lead to greater morbidity or death 
• Each event leads to an average of 8.5 additional days in hospital 
• If the data from the sample trusts are representative and extrapolated across the NHS, this 
costs the NHS £1.1 billion each year 
• 12 per cent of adverse events were related to medicines use” 
A more recent study suggested that up to 9% of all patients staying in hospital experience 
adverse drugs events (ADEs) related harm.17 
ADEs can occur through the following mechanisms:  

o Adverse Drug Reactions 
o Prescribing errors 
o Dispensing errors 
o Medication administration errors 
o Loss of charts 

1.1.3.1 ADVERSE DRUG REACTIONS 
Under the new EU Directive 2010/84/EU1 that came into force in July 2012, the term 
‘adverse drug reaction’ (ADR) is defined as:  

“A response to a medicinal product that is noxious and unintended effects resulting not 
only from the authorised use of a medicinal product at normal doses, but also from 
medication errors and uses outside the terms of the marketing authorisation, including 
the misuse, off-label use and abuse of the medicinal product.” 

ADRs may be the result of a single dose, prolonged administrations, or can result from the 
interactions of a combination of two or more drugs. The effects of ADR’s can include 
reactions which are:  

• Fatal 
• Life-threatening 
• Disabling 
• Incapacitating 
• Result in congenital abnormalities 
• Result in or prolong hospitalisation 
 
ADR’s are not all unavoidable through an EPMA solution. In terms of reducing patient stay 
an EPMA implementation will reduce avoidable adverse drug reactions mostly via reducing 
prescribing errors. However the ability to better identify patients with specific drug allergies 
would reduce chances of re-administration of causative or related agents.  

1.1.3.2 PRESCRIBING ERRORS 
UK studies show that18 prescribing errors occur in 1.5-9.2% of medication orders written for 
hospital inpatients. Although it is well established that the introduction of EPMA systems is 

17 The fourth report from the Patient Safety Observatory Safety in doses: medication safety incidents in the NHS - 
2007 
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likely to reduce prescribing errors it will not entirely stop them. There is evidence from UK 
studies that new prescribing errors may be introduced through careless selection from a 
drop-down menu of the wrong drug or the wrong dose in software systems. A 2012 study19 
in a 480-bed UK teaching hospital found that although prescribing errors remained at 2% of 
all prescriptions issued both before and after implementation of EPMA, however the severity 
of potential harm to patients was reduced significantly. A study of two EPMA solutions 
implemented at two NHS trusts showed reductions in inpatient prescribing errors from 7.4% 
to 4.7%, and from 3.8% to 2% (averaging a reduction of 2.25%)20.  

An in depth investigation, by the EQUIP study group, into causes of prescribing errors21 took 
a census from 19 acute hospitals in the North-West of England. Some 11,077 errors were 
detected in 124,260 medication orders over a seven day period. This gives a mean error rate 
of 8.9%. The study demonstrated that all grades of doctor made errors with the highest rate 
being in foundation year 2 doctors (10.3%). Errors were most often made at the time of 
patients’ admission to hospital. The classes of drug most commonly involved were 
analgesics, antibacterials, bronchodilators, and antianginals. Almost all errors were 
intercepted by pharmacists before they could affect patients. 

A 2013 paper22 which reanalysed the EQUIP study methods and studied prescribing errors 
in nine NW England hospitals with over 4000 prescriptions analysed found the following:  

“Of 4238 prescriptions evaluated, one or more error was observed in 1857 (43.8%) 
prescriptions, with a total of 3011 errors observed. Of these, 1264 (41.9%) were minor, 
1629 (54.1%) were significant, 109 (3.6%) were serious and 9 (0.30%) were potentially 
life threatening. The majority of errors considered to be potentially lethal (n=9) were 
dosing errors (n=8), mostly relating to overdose (n=7). The rate of error was not 
significantly different between newly qualified doctors compared with junior, middle 
grade or senior doctors. 

“Multivariable analyses revealed the strongest predictor of error was the number of 
items on a prescription (risk of error increased 14% for each additional item). We 
observed a high rate of error from medication omission, particularly among patients 
admitted acutely into hospital. Electronic prescribing systems could potentially have 
prevented up to a quarter of (but not all) errors.”  

 

1.1.3.3 DISPENSING ERRORS 
The most common dispensing errors identified by community and hospital pharmacies were 
dispensing the wrong drug, strength, form or quantity, or labelling medication with the 
incorrect directions 10. For example errors can be caused by picking the wrong drug (i.e. 
drugs with similar packaging or names) or misreading of prescriptions.  

18 Electronic prescribing in hospitals Challenges and lessons learned - Connecting for Health  - 2009 
19 Prescribing errors before and after introduction of electronic charts - Clinical Pharmacist - 2012 

20 Safer, Faster, Better? Evaluating Electronic Prescribing Report to the Patient Safety Research Programme 
(Policy Research Programme of the Department of Health) – Barber Et al 2006 
21 An in depth investigation into causes of prescribing errors by foundation trainees in relation to their medical 
education. EQUIP study – Tim Dornan et al - 2009 
22 Cross-sectional study of prescribing errors in patients admitted to nine hospitals across North West England - 
- 2013  - Seden et al.  
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In a study of 60 papers from the UK, US, Australia, Spain and Brazil it was found that 
dispensing errors in hospital pharmacy range from 0.02 to 2.7% (mean average 1.36) 23 

Another study of the effect of electronic prescription on community dispensing errors on 
11,000 prescriptions, concluded  

“Electronic transmission of prescription data from physicians’ offices to a pharmacy 
nearly halved the risk of dispensing errors compared with generating the prescription 
with outpatient CPOE and printing it and giving it to the patient”24  

In a 2006 evaluation of the impact of bar-coding of drugs in pharmacy combined with checks 
before distribution to patient care units, the dispensing error rate fell by 31%., The potential 
rate of adverse events falling by 63%25 

1.1.3.4 MEDICATION ADMINISTRATION ERRORS 
Medication administration errors occur in 3.0-8.0% (5.5% mean average) of non-intravenous 
doses and about 50% of all intravenous doses26. (NB: figures exclude errors involving the 
wrong time of administration, which can also be significant). 

A 2006 study into the impact of hospital electronic prescribing system reviewed two NHS 
hospital implementations of two software independent solutions. Analysis of one system 
nearly 3000 administrations drugs administration, administration errors dropped from 8.6% 
to 4.4% (4.2% percentage points). There was however some bias noted in this figure 
possibly due to less intravenous (IV) administration events being observed post EPMA 
implementation. For non-IV administration the errors were reduced from7.0% pre- to 4.3% 
post-implementation (a difference of 2.7%). To take a conservative approach in our 
calculations we will use this later figure.  

1.1.3.5 LOSS OF CHARTS 
Charts can go missing, losing with them vital prescription and administration data. As well as 
the evident clinical risk of losing the records of medication data, a considerable amount of 
staff time is spent trying to track down charts. 

Loss of charts also means that patients can't be given medicines, until either the chart is 
found or rewritten by a Doctor. These delays can have adverse consequences for patients. 
Effects can range from mild to severe and will extend the length of stay for inpatients in most 
cases. Whilst we are aware that drug charts go missing there is no data or studies available 
to estimate any financial impact.   

1.1.3.6 SUMMARY 

23 Medicines Optimisation: The evidence in practice - Royal Pharmaceutical Society - 2012 
24 Addition of electronic prescription transmission to computerized prescriber order entry: Effect on dispensing 
errors in community pharmacies – Moniz et al 2011 
25 Medication errors: prevention using information technology systems – BJCP - Abha Agrawal - 2009 
26 Connecting for Health -  Electronic prescribing in hospitals Challenges and lessons learned - 2009 
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Adverse events which lead to prolonged patient stay can occur due to one of more causal 
events. As a consequence is not always a simple task to break down the total cost of 
additional bed days into subcategories (Adverse Drug Reactions, Prescribing errors and so 
on). However using some relevant study findings and known Trust data we can calculate 
some estimates of cash savings to the trust related to additional patient stay. The total cash 
saving impact is likely to be an underestimate due to a lack of available data for some of the 
causal factors of increased patient stay.    

Although many medication-related incidents are preventable, we can’t assume all adverse 
drug events (ADEs) are. Unavoidable adverse drug reactions (ADRs) can be down to 
idiosyncratic reactions for which the underlying mechanisms are not understood. 
Unavoidable ADRs have been reported to contribute to 10% of the overall total27 .  

It is important to consider that prescription errors will be reduced rather than eliminated by 
an EPMA system, e.g. users can make mistakes in IT systems as well as on paper. A study 
of two hospitals implementing separate EPMA system before and after implementation 
observed a 2 to 3% reduction in prescribing errors .  

Trust inpatient Admissions per annum (elective & non-elective) excluding Maternity (as most 
readmissions are not drug related) totalled 69814 in 201428.  

Using the ‘spoon full of sugar’ study findings 

69814 Trust admissions * 10.8% adverse events = 7540 adverse events  

Of which 12% are drugs related = 7540 * 12% = 905 medicines related events 

Of which 10% are unavoidable (idiosyncratic) 905 – 10% = 814 potentially avoidable 
medicines related events 

Using the ‘Patient Safety Observatory Safety in doses’ findings we obtain more like 5655 
potentially avoidable medicines related events. However although the data is more recent it 
was obtained was from a pilot study of only 125 in-patients. As such we will discount this 
from our calculations. 

So we have 814 potentially avoidable medicines related events. EPMA however will not 
avoid all these events. So let’s investigate what an EPMA solution might achieve.   

Events avoidable through EPMA 

1. Adverse drug Reactions 

No data available although EPMA reduced incidents are mostly encapsulated by the 
reduction in prescribing errors.  

27 High rates of adverse drug events in a highly computerized hospital. Arch. Intern - Nebeker JR, Hoffman JM, Weir CB et 
al.:. Med. 165, 1111–1116 (2005). 
28 PHT Finance Team - 2013/2014 data - Dec 2014  
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2. Prescribing errors 

Total reduction in error rates from 8.9% by 2.25% to 6.65%. 

7540 * 8.9% = 671 prescribing error related events (pre-EPMA) 

7540 * 6.65% = 501 prescribing error related events (post-EPMA) 

671 – 501 = 170 fewer prescribing error related adverse events a year. 

170 * 8.5 additional bed days = 1445 bed days p.a. 

            1445 * £287 per bed day29 = £414,715 p.a.  

 

3. Dispensing Errors 

Total reduction in dispensing error rates from 1.36% by 0.86% (63% reduction)  

= 0.5%. 

7540 * 1.36% = 103 dispensing related events (pre-EPMA) 

7540 * 0.5% = 38 dispensing related events (post-EPMA) 

103 – 38 = 65 fewer dispensing error related adverse events a year. 

65 * 8.5 additional bed days = 552.5 bed days 

552.5 * £287 per bed day30 = £158,568 p.a. 

The final figure used for the outline business case is £78,064 p.a. 

 

4. Medication administration errors 

Total reduction in error rates from 5.5% by 2.7% = 2.8%. 

7540 * 5.5% = 415 administration error related events (pre-EPMA) 

7540 * 2.8% = 211 administration error related events (post-EPMA) 

415 – 211 = 204 fewer administration error related adverse events a year. 

204 * 8.5 additional bed days = 1734 bed days 

1734 * £287 per bed day31 = £497,658 p.a.   

29 Finance team - Figure for bed per day excluding overheads 2013/14- £287.20 
30 Finance team - Figure for bed per day excluding overheads 2013/14- £287.20 
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5. Loss of charts 

No data available 

Sum Totals 

Total bed days = 3731.5 bed days p.a. 

Total cost = £1,568,599 p.a.  

Saving Cash Releasing 
per annum 

Non- Cash 
Releasing per 
annum 

Adverse drug Reactions See prescribing 
errors 

  

Prescribing errors £414,715  

Dispensing Errors £78,604  

Medication administration errors £497,658  

TOTAL £990,437  

Table 4 Trust paper work savings 

1.1.4 AVOIDED RE-ADMISSIONS 
For hospital episode statistics purposes re-admissions are defined as those patients who 
have been discharged from the Trust and then readmitted to the Trust within 28 days.   

Reasons for readmission related to medication can include 

• Adverse drug reactions  

• Non-compliance (Either patient or physician at fault - patient failed to receive drug) 

• Untreated indication 

• Supra therapeutic dosage (too much) 

• Sub therapeutic dosage (too little) 

• Improper drug selection 

 

31 Finance team - Figure for bed per day excluding overheads 2013/14- £287.20 
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In general the bulk of re-admissions are caused by adverse drug reactions and non-
compliance. It is arguable that supra and sub therapeutic doses are commonly due to non-
compliance issues.  
A 2013 study at a hospital in the northwest of England 32 found a 19% of hospital 
readmissions were medication related and 50% of those were avoidable. Although this was 
taken from a small group of patients over a short period of time) so the statistical significance 
is questionable.  

1.1.4.1 ADVERSE DRUG REACTIONS 
As previously discussed ADRs are unwanted or harmful effects caused by taking 
medication. A study from the British Pharmaceutical Society33 looked at the re-admissions of 
1000 patients admitted to a hospital for a year after discharge. The study concluded that 
20% of patients re-admitted to hospital within 1 year of discharge from their index admission 
are re-admitted due to an ADR. 

Trust inpatient re-admissions per annum (elective & non-elective) excluding Maternity (as 
most readmissions are not drug related) totalled 7007 over the 2013/2014 financial year34.  

Average length of stay for patients at the Trust is 6.2 days35.  

7007 re-admissions * 20% of which ADRs * 57% avoidable = 799 avoidable ADR’s 

799 * 6.2 days mean stay = 4,953 less bed days 

At a cost of £287 per bed day36 = £1,421,511 potential reduction in costs 

However not all ADR’s will be eliminated via an EPMA solution. The Trusts 7007 re-
admissions p.a. is based on the ‘28 day’ definition of readmissions, thus applying findings 
from a ‘1 year’ definition is not ideal.   

Applying the same logic as before for inpatients we predict: 

1. Prescribing errors 

Total reduction in error rates from 8.9% by 2.25% to 6.65%. 

799 * 8.9% = 71 prescribing error related events (pre-EPMA) 

799 * 6.65% = 53 prescribing error related events (post-EPMA) 

A study of medication related readmissions in patients discharged within one month from the Medical 
Admissions Unit. – Society for Acute Medicine 2013  
33 Emergency re-admissions to hospital due to adverse drug reactions within 1 year of the index admission – 
BJCP 2010 
 
34 PHT Finance Team - 2013/2014 data - Dec 2014  
35 PHT Information Services - Block 2013/14 Financial Year as the most accurate& latest publication 
36 Finance team - Figure for bed per day excluding overheads 2013/14 
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71 – 53 = 18 fewer prescribing error related adverse events a year. 

2. Dispensing Errors 

Total reduction in dispensing error rates from 2.7% by 1.7% (63% reduction) to 1.0%. 

799 * 2.7% = 22 dispensing related events (pre-EPMA) 

799 * 1.0% = 8 dispensing related events (post-EPMA) 

22 – 8 = 14 fewer dispensing error related adverse events a year. 

Total avoided readmissions due to ADR’s post EPMA system p.a. = 18 +14 = 32  

32 * 6.2 additional bed days = 198 bed days 

At a cost of £287 per bed day37 = £56,941 per annum  

1.1.4.2 NON-COMPLIANCE 
Non-compliance readmissions are related to drugs compliance not due to the direct effects 
or interaction of the drugs. E.g. Patients missing doses, not following administration advice 
etc EPMA helps with medicines compliance by improving communication between clinicians, 
primary care and patients e.g. improved discharge summary information. Commonly issues 
arise when a treatment stops and another starts, miscommunications to patients can then 
lead to overdose incidents and similar effects. 

Patients may not obtain new prescriptions and can even substitute prescriptions for over-the-
counter medication. Additionally EPMA builds a more complete medication history from all 
the pharmacies and physicians a patient may use. This history can then be reviewed by 
prescribers to help them evaluate and focus on issues of patient compliance. 

“Ten days after starting a new medicine, 61% of patients feel they are lacking information. 
• Half report a problem with their medication at 10 days and at four weeks, in 22% of 
cases, the problem is still there. 
• At four weeks, 26% of patients say that a new problem has emerged. 
• Just 16% of patients who are prescribed a new medicine are taking it as prescribed, 
experiencing no problems and receiving as much information as they believe they need.” 
 

Extract from - Medicines Optimisation: The evidence in practice – The Royal Pharmaceutical Society 

The 2001 “Spoon Full of Sugar” report states that one-quarter of hospital readmissions are 
because of non-compliance with medicines regimes38. An EPMA solution will not reduce 
readmission levels to zero. A US study in 2011 suggests that a 10% increase in patient first-
fill medication adherence on e-prescribed orders can be expected when compared with 
paper scripts or prescriptions that are phoned in.   

37 Finance team - Figure for bed per day excluding overheads 2013/14- £287.20 
38 A Spoon Full Of Sugar – Medicines Management in NHS Hospitals – Audit Commission - 2001 
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7,007 patient readmissions occur at the Trust per annum39.  

In the absence of better data if we assume a 10% improvement in adherence equates to a 
10% reduction in readmissions.  

7,007 * 10% = 701 avoided readmissions 

Average length of stay for patients at the trust is 6.2 days40.  

701 readmissions * 25% non-compliance related * 6.2 days stay = 1,086.5 bed days 

At a cost of £287 per bed day41 = £311,840 

1.1.4.3 SUMMARY 
Saving Cash Releasing per 

annum 
Non- Cash 
Releasing per 
annum 

Adverse Drug Reactions £56,941  

Non-compliance £311,840   

TOTAL £368,781  

1.1.5 CHART TRANSCRIPTION (REWRITING CHARTS) 
Paper drugs charts are typically long enough for two weeks of use. Once a chart is full the 
core prescription information is rewritten on to a new chart.  This is generally performed by 
junior doctors, and takes about 10 minutes per chart. It then takes a further 10 minutes for a 
pharmacist to check the chart.  

1.1.5.1 SAVED TRANSCRIPTION TIME 
From 2014 EPMA Trust workshops an estimated 10 minutes writing time is taken for each 
chart transcription event.  

Note that some wards (Petersfield and Gosport) have longer charts due to the general 
longer stay of patients, for example patients in rehabilitation wards. The EPMA workshop in 
December 2014 agreed that an estimated 95% saving would be made as not all charts will 
become paperless. 

There were 6,260 patients admitted in the Trust over the last rolling12-month period (Dec 
2013 –Nov 2014)) where the patients length of stay was14 days or longer. NB: Of the 6,260, 
2,384 stayed 28+ days 42.   

39 PHT Information Services  - 2013/14 data  
40 PHT Information Services - Block 2013/14 Financial Year as the most accurate& latest publication 
41 Finance team - Figure for bed per day excluding overheads 2013/14 

Page 254 of 264



Note that certain wards, due to their speciality expect longer stays (e.g. rehabilitation), as 
longer charts are used to allow for this. Therefore this reduces the number of times these 
charts need to be transcribed.  

Assumption of 10mins per chart to rewrite43 X 6260 rewrite events = 1043 man hours per 
year.  

Junior doctors (Foundation Program 1 & 2) cost per hour £40 

Assumption of 95% reduction in re-writes as some may still occur where certain specialities 
stay paper based.  

1043hr * 95% * £ 40 = £39,634 non cash releasing  

Evidence: Informed estimates from workshop discussion   

Non Cash releasing: £39,634 

1.1.5.2 REDUCED PRESCRIPTION ERRORS 
A large study (124,260 medication orders) of North West hospitals data showed a total of 
3.9% of prescription errors occurred when charts were re-written. Associated potential 
savings for such errors have already been covered in the sections on readmissions and 
patient length of stay.   

1.1.5.3 SUMMARY 
Saving Cash Releasing 

per annum 
Non- Cash Releasing per 
annum 

Saved Transcription time  £39,634 

Reduced prescription error  Previously accounted for  

TOTAL  £39,634 

 

1.1.6 MEDICINES RECONCILIATION 
The aim of medicines reconciliation, when a patient is admitted to hospital (or even moved 
from another ward), is to ensure medicines they are prescribed correspond to those the 
patient took before admission; i.e. in terms of the dosage, frequency and route of 
administration. With EPMA, when patients are readmitted, the medication record from their 
previous admission is available. This allows for faster and more accurate medicines 

42 PHT Information Services 
43 23 December 2014 EPMA workshop 
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reconciliation and therefore better prescriptions. Any cash savings are likely to be covered 
by the reduction in the length of patient stay, see section 4.   

1.1.7 INCIDENT COSTS 
Significant time is spent by staff investigating and documenting incidents, for serious incidents this 
can take up days of time.  As we have already seen EPMA will reduce the number of incidents which 
have the following effects:  
 

• Improve quality of care  
• Reduced cost / risk of litigation and complaint / incident investigation 
• Reduced staff time spent dealing with incident handling and related reporting activities. 

The cost of litigation in relation to avoidable medication related incidents has not been widely studied. 
However estimates for the NHS as a whole are in the region of £4million a year44.  
 
A UK study45 carried out to assess litigation related to medical errors, including blood administration 
and allergic reactions to drugs in anaesthesia, revealed that it cost NHS Trusts in England nearly 
£5million from 1995 to 2007. Out of the 93 relevant claims, 61 (7%) alleged patient harm directly by 
drug administration, one alleged harm due to errors that include drug omission, and 31 (4%) alleged 
harm by an allergic reaction 
 

1,366 incident related patient safety at the Trust in the last financial year.  Of which 1,252 
could be avoided by an EPMA solution46.  

Contra-indication to the use of the 
medication 

19 

Dose or strength was wrong or 
unclear 

124 

Expiry date wrong, omitted or passed 22 

Formulation of medication was wrong 35 

Frequency for taking of medication 
was wrong 

129 

Medication prescribed to which the 
patient had a known allergy 

41 

Medicine not administered 290 

44 Safety in doses: medication safety incidents in the NH S - 2007 
45 Litigation related to drug errors in anaesthesia: An analysis of claims against the NHS in England -
1995-2007 - Cranshaw J, Gupta KJ, Cook TM. – Anaesthesia. 64 (12): 1317-23. -2009. 
46 Medication Safety team PHT 2014 
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Mismatch between patient and 
medicine 

72 

Omitted medicine or ingredient 9 

Other medication incident 425 

Wrong drug / medicine 76 

Wrong route for administration of 
medication 

10 

TOTAL 1252 

Figure 1 Trust medication incidents that could be avoided by an EPMA solution.  

 

A north west Trust post EPMA implementation found a 63% reduction in clinical incidents47.   

Time spent investigating - The medication safety team have one band 8b (0.7 wte), one 
band 8a (1.0 wte), and one band 7 (1.0 wte). It is estimated that of 60% of their time is taking 
reviewing and approving incidents. = £ 99,925  

Other members of staff will also be involve in the investigation process but this is not easy to 
makes estimates on.  

Cost of litigation – This cost of limitation will also be reduced as a consequence but there is 
no data available to estimate by how much 

 

Saving Cash Releasing 
per annum 

Non- Cash 
Releasing per 
annum 

Reduced incident costs £0 £ 99,925 

TOTAL £0 £ 99,925 

 

1.1.8 PHARMACY JOURNEYS 
Inevitably in hospitals there is significant staff time spent walking to and fro to find colleagues 
and charts. In relation to activities around the prescribing and administration of drugs this 
can include time spent by pharmacists travelling to find clinicians and visa versa.  At the 

47 HSJ - E-prescriptions change the game for acute trusts – Shaun O’Hanlon - Feb 2014  
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Trust each ward has a locally accessible pharmacist technician, as such this journey times 
are already much reduced.  

At Weekends and Bank holidays the picture at the Trust changes. At weekends and bank 
holidays ward staff drop off charts (one nurse per ward, some times more than one). 
Pharmacists also collect paperwork from Wards.  

Pharmacist Journeys 

4 X pharmacy technicians mostly Band 4 (£11.98/hr) 

30 minutes per technicians, per floor (one floor per technicians)  

112 Weekends and Bank holidays per annum 

4 technicians X £11.98 X 0.5hrs X 112 events = £2684 

Nurse Journeys – Unknown 

 

Saving Cash Releasing 
per annum 

Non- Cash 
Releasing per 
annum 

Reduced pharmacy journeys  £2684 

TOTAL  £2684 

 

1.1.9 TIME LOCATING CHARTS 
Paper charts are not always located where they are expected. Locating paper based charts 
can be time consuming. Pharmacists, technicians, Dr's and nurses all suffer from this 
problem.  

It is estimated that 15 minutes a day is lost by pharmacy staff across 41 Wards locating 
charts. 30 wards have pharmacists and technicians dedicated to them and 10 only have a 
pharmacist assigned.  

Time spent by Nurses and Doctors is harder to define and is not included is these 
calculations. As such they are an underestimate of the potential saving. 

30 technicians * 0.25hrs finding charts / day * £19.92 (hourly rate band 6 ) * 253 working 
days = £37,798.2 

+ 
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41 pharmacists * 0.25hrs finding charts /day * £23.80 (hourly rate band 6) * 253 working 
days = £61,719.35 

Total = £99,518 

1.1.10 AUDIT TIME 
Trust staff spend significant time gathering and assessing data for regular and ad-hoc 
reports. Staff involved in drugs prescribing and administration process plus other staff in the 
wider trust spend significant time on audit work. It is not possible to estimate the full extent of 
the time spent however there are 4 Main reports related to medicines prescriptions and 
administration which are contractual requirements. Estimated time spent on these reports 
indicates the quantity of time which could be reallocated to more clinical tasks.  

• Antibiotic Prescribing: The purpose of the ward round is to clinically assess the 
appropriateness of the antimicrobials prescribed for individual patients.  This report is 
required once yearly. For two weeks of the year three antibiotic pharmacists and two 
microbiologists work on the report gathering data.  

3 Pharmacists X 37.5hrs * £19.92 hourly rate (Band 6) = £2241 

+ 

 2 Microbiologists X 37.5hr * £19.92 hourly rate (Band 6) =£1494 

Total = £3,735 

• Medicines Record – Approximately half an hour per pharmacist per ward per month 
is spent  on this report 

41 wards X 0.5 hrs. * 12 months * £19.92 hourly rate = £4,900.32 

• Insulin report: This report would no longer be required once an EPMA is in place. 
Time currently spent on this report is similar to that of the Medicines Record report 
above. 

41 wards X 0.5 hrs. * 12 months * £19.92 hourly rate = £4,900.32 
 

• Missed doses Audit: Every patients chart is checked for missed doses. This occurs 
twice a year. It is a full days work for each pharmacist (1.5 hours per 30 bed ward, 
with the average number of beds per ward being just under 24 per ward).Trusts with 
an EPMA solution have to submit this report monthly.   

1.0 hr per ward * 41 wards * 2 times a year * £19.92 hourly rate =  £1,633.44 

There are numerous other regular and ad-hoc reports which an EPMA solution would save 
effort in producing. These are much harder however to identify and as such are not included 
here.  

1.1.11 TIME SPENT ON MEDICINES ADMINISTRATION ROUND  
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It is anticipated that there will be some time saved on medicines administration rounds. An 
EPMA solution will make the process of administering medicines to patients more efficient 
and will save time. The time saving will vary depending on the nature of each ward. Without 
a pre and post EMPA implementation study this saving is not estimable.  

1.1.12 BENEFITS SAVINGS SUMMARY 
It is important to note that the cash and non-cash releasing calculations made this far for 
EPMA benefits are based on the solution being in place across all wards. As such these 
figures do not account for an initial ramp up as the solution is rolled out to each ward. The 
financial model (attached in Appendix A) uses a distribution over time to simulate EPMA 
being rolled out to several wards at a time. The distribution assumes a pilot phase where 
four wards implement the solution for the first six months, followed by 4 additional wards 
being added per quarter until all wards are using the system. As such the final seven year 
total for benefits savings will be adjusted to take this in to account.  

 

Saving Cash Releasing 
per annum 

Non- Cash 
Releasing per 
annum 

1.    Drug Costs      

 1.1 Formulary Control £606,800   

 1.2 Stock Control £inestimable    

 1.3 Reduced Wastage £inestimable   

2.    Reduction of Paper     

 2.1 Reduced stationary order £29,343   

3.    Reduction in length of patient 
stay 

    

 3.1 Adverse Drug Reactions £inestimable   

 3.2 Prescribing Errors £414,715   

 3.3 Dispensing Errors £78,064   

 3.4 Medication administration 
errors 

£497,658   

 3.5 Loss of charts £inestimable  
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4.    Avoided Re-admissions     

 4.1 Non compliance  £inestimable   

 4.2 Adverse Drug Reactions £56,941   

5.  Chart Transcriptions   £39,634  

6. Medicines Reconciliation  £0 

7. Incident costs  £99,925 

8. Pharmacy Journeys  £2,684                        

9. Time Locating charts  £99,518 

10. Audit Time  £10,269 

11. Medicines Administration  £0 

TOTAL £1,683,521 £252,030 

Table 5 - Annual flat rate estimated benefits savings – i.e. Assumes EPMA rolled out to 100% of wards 

It is important to note that many of our estimates are conservative and where we have been 
unable to substantiate figures values have been omitted. This is especially true in the case 
of cash releasing values. By their nature the non-cash releasing estimates are hard to 
estimate.  

As such our estimates are likely to be an underestimate of the potential savings from an 
EPMA implementation. When allowing for the staged rollout of EPMA (i.e. several wards at a 
time) our financial model (See appendix B) calculates the following seven year total values 

Cash releasing £4,608,315 

Non-cash releasing – no value utilised for the outline business case. 
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Appendix B – Finance Model 

ePMA Estimate Cost 
Profile Nov18 v3.2.xls
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Appendix C - Project Plan 

Phase/Task By When Task Owner 

Business Case Approval and Funding Stage 
• Outline Business Case Approved 
• NHS Improvement Fund Submission  
• Central Funding confirmed 
• EPMA Full Business Case created 
• Full Business Case approval 

 

 
7th January 2019 
31st January 2019 
March 2019 
March 2019 
May 2019 

 
Project Board 

Procurement Stage 
• Preparation  - ITT & requirements specification 
• Tender  - Publication, supplier evaluation, award contract 

 

 
June 2019 
December 2019 

 
Project Board 

Implementation Stage 
• System Build & Configuration 
• Pilot 
• Phased Go lives 

 

 
March 2020 
April – June 2020 
July 2020 – March 2022 
 

 
Project Board and Work 
Stream Leads 
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