TRUST BOARD MEETING IN PUBLIC

Thursday 2 November 2017
At 09:00

VENUE:
Lecture Theatre
Queen Alexandra Hospital
COSHAM

Trust Board Meeting in Public
Held on Thursday 5 October 2017 at 09:00am
Lecture Theatre
Queen Alexandra Hospital
MINUTES
Present:

In Attendance:

Item
No

Mark Nellthorp
David Parfitt
Christine Slaymaker
Melloney Poole

Interim Chairman
Non-Executive Director
Non-Executive Director
Non-Executive Director

Mark Cubbon
Tim Powell
Chris Adcock
John Knighton
Theresa Murphy
Paul Bytheway

Chief Executive
Director of Workforce
Director of Finance
Medical Director
Interim Director of Nursing
Interim Chief Operating Officer

Peter Mellor
Teresa Cunningham
Simon Hunter
Rosie Brownbridge
Mike Goodfellow

Director of Corporate Affairs
PA to Trust Board (minutes)
Chief of Service, Emergency Medicine
Head of Nursing, Emergency Medicine
Matron, Emergency Department

Minute

161/17 Apologies: Mike Attenborough-Cox, Non-Executive Director
Rob Haigh, Director of Emergency Care
Declaration of Interests:
There were no declarations of interest.
162/17 Urgent Care Patient Story
Simon Hunter, Rosie Brownbridge and Mike Goodfellow delivered their presentation; please
see below.

ED Patient
Story.pptx

The Interim Director of Nursing asked whether the Emergency Department exercise reverse
queuing for patients on trollies. Rosie Brownbridge replied that they do and that they move
those patients into PitStop and Resus that need to be there. She recognised that some
patients, particularly the frail and elderly, were spending too long in the ED waiting areas
and that this was something that the department was determined to address.
Melloney Poole asked what the biggest problem was within the Emergency Department and
whether it was physical space or resources. Simon Hunter replied that it was a bit of both
and added that the number of patients being seen in the Emergency Department had
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increased from 240 to 360 per day since the redesign of the unit in 2010. There had been an
increase in staffing levels to help compensate. Consultant Nurses are now a big part of the
team and they are also training Advance Care Practitioners. Plans are being developed to
increase the physical space in the unit.
Discussion followed regarding the Portsmouth demographic and the health issues related to
the local area which had an impact on the Emergency Department.
The Interim Chairman expressed concern about the appropriateness of the admission of the
lady referred to in the presentation and wondered whether being in hospital had been the
best place for her rather than being seen by a GP at home. Simon Hunter considered the
admission to have been appropriate as her symptoms had not eased when the ambulance
crew had arrived on site so the hospital was definitely the right place for her. The real issue
had been the delay in her pathway once she had arrived at the hospital.
Simon Hunter announced that the new Urgent Care Centre was expected to be ‘up and
running’ by the 1st November and that this would help to relieve some of the pressure within
‘Majors’.
163/17 Minutes of the Last Meeting – 7 September 2017
The minutes were agreed as a true and accurate record.
164/17 Matters Arising/Summary of Agreed Actions
All actions were completed or on the agenda.
165/17 Notification of Any Other Business
None.
166/17 Interim Chairman’s Opening Remarks
The Interim Chairman confirmed that an appointment had been made to both the Director of
Communication and Engagement and Chief Operating Officer positions and that the Director
of Nursing interviews were scheduled for Friday 6th October.
The Interim Chairman was keen to express his thanks to all members of staff for their
dedication, hard work and commitment. He fully acknowledged that there were some areas
that needed improvement but wanted to recognise the quality of the services that were
being provided overall.
167/17 Chief Executive’s Report
The Chief Executive was keen to place on record his thanks to Sheila Roberts, the Interim
Chief Operating Officer who had recently left the Trust. He was delighted to welcome Paul
Bytheway as her replacement, as Interim Chief Operating Officer. He also confirmed that Dr
Rob Haigh, Director of Emergency Care, would be leaving the Trust on the 13th October to
take up the role of Medical Director at Brighton and Sussex University Hospital NHS Trust.
The Chief Executive drew attention to the following key areas of his report:
• The Need to Stop Unsustainable Agency Spending
• 100 Day Plan
• Leadership Changes
• Operational Challenges
• FAB Change Day
• Staff Congratulations
• Open Day
The Chief Executive reflected on the FAB Change Day that had taken place on the 25th
2

September and how humbling it was to see the work that was currently going on and that
had taken place in the past. This is building up to the FAB Change Week which starts on
13th November, where there will be a huge range of programmes across the Trust to
showcase the fantastic work that goes on. The National FAB team will be visiting the Trust
on the 16th November.
The Chief Executive discussed his three key areas of concern:
1) Continued challenges around Urgent Care. Improvements are being made but there
are still inconsistencies
2) The financial position and the scale of challenge we face
3) The Governance review. Good progress is being made but plans still need to be
more robust

167.17c Team Brief September 2017.pdf

The Chief Executive reported that there had been a two week period of a refreshed look at
the Urgent Care programme during which there had been a 48 hour period where the
hospital had been on a ‘Green’ bed status. There had also been two nights of zero patient
moves and we had halved the number of outliers across the organisation during that period.
The morale and energy throughout the Trust at that time was excellent and was a clear
signal that progress is being made. There had also been a significant effort made by our
partners. The difficulty is in maintaining the momentum and ensuring that the improvements
are sustained. The Chief Executive felt that the Trust was now better able to identify areas
of concern much sooner and, hopefully, resolve them in a more timely manner. A marked
improvement has yet to be seen but there are subtle improvements and definite hope for the
future.
168/17 Integrated Performance Report
The Medical Director confirmed that the IPR was still being reviewed to identify the most
useful presentation format. Meanwhile, the report for this month is in much more detail than
last month.
Quality
The Medical Director drew attention to the following areas, with supporting comment from
the Interim Director of Nursing:
• Mental Health:
o The Trust continues to meet the Care Quality Commission (CQC)
requirements to submit weekly compliance information in relation to the
Section 31 Enforcement Notice Conditions
o An external advisor is conducting ligature risk assessments across the
organisation. An in-depth review of AMU is scheduled for 27th September
o There has been increased and sustained performance with Mental Health
Risk Assessments for patients attending ED. The number of mental health
attendances shows no significant trends.
• Infection Control:
o MRSA - The 2 cases referred in June to NHS England for their arbitration
have been resolved. 1 case was assigned to Third Parties; 1 case has been
assigned to the Trust as avoidable. The case involved a maternity patient
who had become unwell whilst in labour. Following arbitration by NHS
England, the Trust has been asked to provide assurance that appropriate
screening programmes are in place for pregnant women who have increased
risk factors (such as occupation)
o C.Difficile - The Trust reported 2 patients with C.Difficile attributed to the Trust
in August (1x Orthopaedics and 1x ITU) against a monthly objective of 4
• HSMR:
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Trust HSMR for the 12 months to May 2017 is 111.3; which is a slight
decrease on the rate previously reported. This sits within a confidence
interval of 106.4 – 116.34 and is significantly higher than expected
o The Clinical Effectiveness and Mortality Steering Groups have been split, with
a separate Mortality Review Group having been established. The factors
contributing to the increase in HSMR continue to be investigated through this
group
o A coding change to PAS will ensure that the correct admission source is
recorded against all those patients who are admitted from ED, which is
currently circa 26,000 per annum. These patients will now be graded against
a higher (corrected) mortality threshold.
o A review of the delivery and recording of specialist palliative care across the
Trust is to be conducted
Patient Moves:
o Although there has been a reduction in the number of patients moved, the
non-achievement of the Medically Fit for Discharge (MFFD) backlog reduction
across the whole health and social care system continues to necessitate the
process of outlying to create acute bed capacity. As of 28th August the
position is 136 patients behind trajectory. Weekly meetings with system
partners are taking place to review contingency plans
o As MFFD patient numbers have not reduced, the plan to reduce escalation
capacity has not been delivered. This has caused difficulties in terms of
providing staff and the cost of opening the capacity
VTE - VTE risk assessment figure for August has increased to 95.21% (subject to
validation); compared to the July figure of 94.68%, thereby achieving the monthly
target of 95%
Dementia – an increase in compliance with dementia screening in August. The
concerns regarding consistently low performance have been formally escalated to
the Medical Director. Initial discussions with IT are underway to determine if
screening could be included on the BedView System to aid compliance. This will
take some time to build into the system
Mixed Sex Breaches – there had been 3 occasions of non-clinically justified mixed
sex accommodation breaches affecting a total of 23 patients in August. All 3 had
been on the Respiratory High Care Unit (RHCU). Two breaches affected 8 patients,
the remaining breach affected 7 patients; all were resolved within 24 hours
Friends and Family:
o The ED response rate increased slightly from 11.3% to 11.7% in August.
o The response rate has increased incrementally for the last 3 months from
9.1% – 11.7%; however, the rate remains below the national average of
12.8% (July data) and the contractual requirement of 15%
o Increased scrutiny of return numbers and escalation is being extended
o As part of the FFT contract provider review, additional opportunities for
providing feedback (including text messaging and the provision of fixed
kiosks) are being considered
Falls – There had been 2 confirmed severe harm falls incidents in August; both
incidents had been reported as SIRIs and are currently under investigation:
o 1 fall within Emergency Medicine (AMU) resulting in severe harm
o 1 fall within MSK had been reported as causing moderate harm; however,
was found to be severe harm at initial panel, and as such has been reported
as a SIRI
o

•

•
•

•

•

•

Operations
The Interim Chief Operating Officer drew attention to the following within the report. He will
give a full report at the next meeting when he has been here a little longer and is better able
to appraise progress:
• A&E – performance had been 73.95% (against the improvement trajectory of 88%).
There had been 5 breaches of the 12 hr Trolley Wait Standard
• MFFD – The average number of MFFD patients occupying acute beds was 246/day
• RTT - RTT standard 91.13% (against the improvement trajectory of 92%)
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•
•

Diagnostics – the 6 week Diagnostic standard performance was 98% and thus not
achieved (standard 99%)
Cancer - 7 of the 8 key national cancer standards had been achieved

Melloney Poole remarked that the summary outcome for August provided false assurance in
some areas as the detail behind the headlines was somewhat different.
She recognised the huge amount of work that has been undertaken around Mental Health
but remarked that merely submitting data will not resolve the ligature risks. She noted that
there was no visible trend regarding mental health attendances and didn’t think that there
could be because of the nature of reporting; she asked if there was another set of metrics
that could be used in order to provide a fuller picture. The Medical Director replied that he
has set up a task and finish group around a ligature mitigation plan. He agreed that there
was an issue with the reporting of attendances.
Christine Slaymaker noted that to provide the necessary mental health staffing was very
expensive and asked where the responsibility for those costs lies. Is it the responsibility of
Portsmouth Hospitals NHS Trust or that of our partners? The Medical Director replied that at
the start of the process it had not been clear, however during the last month the service
specification arrangements for a properly commissioned service had been agreed with the
CCG and will be finalised over the next few weeks. The availability of mental health nurses
is a challenge as there is a shortage nationally. The Trust is currently dependent on
temporary staff however we are looking with our partners at a joint strategy on how best to
share the mental health staffing resource to provide a quality sustainable service.
David Parfitt asked what had happened to cause the decline in A&E performance in August
and asked what the current position was regarding medically fit for discharge patients. The
Chief Executive replied that there had been internal and external staffing shortages in
August on top of the normal vulnerabilities. David Parfitt expressed concern at the Trust
encountering the same issues during the next set of holidays. The Chief Executive replied
that the Trust was recruiting to vacant posts but would still be reliant on temporary staff until
those posts are filled. The Trust is aware of the shortages and is putting plans in place to try
and avoid any recurrence and was seeking assurances from our partners that they are
doing the same.
Christine Slaymaker asked if our HSMR data was recorded in the same way as other Trusts.
The Medical replied that there had been some inconsistencies that would affect the figures,
such as admission recording and the recording of palliative care. The issues are being
worked through with the Dr Foster group. The Interim Chairman remarked that whilst it is
obviously important that our data is accurate, we need to remember that each statistic
represents a person and not to lose sight of this.
Finance
The Director of Finance drew attention to the following areas of the report:
• Deficit - the internal financial variance (i.e. pre-STF) for M5 was £3.3m adverse. STF
funding is reliant on achievement of quarterly financial control totals and the Month 5
STF allocation of £0.9m had not been accrued. This results in a total adverse
variance to plan of £4.2m for M5. The internal financial variance YTD is now £4.5m
and the total STF allocation not achieved is now £2.1m resulting in a total variance to
plan of £6.6m YTD
• Cash - the cash balance at 31st August includes £3.1m of the £4.1m capital cash
carried forward from 2016/17. The target cash balance was therefore £4.1m
compared to the plan balance of £3.1m. £0.8m of the capital carry forward has now
been spent
• Income - the Trust is reporting an adverse year to date variance against plan of
£7.1m against all forms of income. The key components of this underperformance
are SLA (clinical contractual) income (£4.9m) and Sustainability and Transformation
Funding (£2.1m). The SLA income variance is partially offset by planning reserves
established to mitigate risk associated with growth assumptions contained within the
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•

income plan
Operating Expenditure - pay expenditure was £6.2m adverse to plan year to date.
The pay over spend links to a continued reliance on premium rate medical staff costs
in both unscheduled and scheduled care in order to maintain capacity and safety.
There had also been an exceptional level of medical and nursing agency staff in
August, which conflicted with the plan profiling assumptions which were based on
material reductions in premium rate costs by this point in the financial year. The Nonpay expenditure position is favourable to plan by £6.7m; this includes a favourable
reserve provision for cost pressures of £8.7m which contributes to offsetting the
adverse income position, and for drug budgets of £0.7m. Outsourcing commitments
to non-NHS providers exceeded planning assumptions by £1.6m
Cost Improvement Plans - the CIP challenge for 17/18 is significant and the Trust is
approaching this through a genuine system wide approach to improvement with
partners across the health system, though there remains a significant risk to the
delivery of the programme at this time. The detailed programme of work to produce a
revised financial plan and detailed forecast for the remainder of 17/18 includes a full
review of savings plans and delivery and risk management arrangements. At this
stage this has identified a best case shortfall of £10m against the CIP target for the
year. The Trust response to this risk assessment will be set out in full within the
revised plan to be presented to the Trust Board in October

Workforce
The Director of Workforce drew attention to the following areas of the report:
• The total workforce capacity had decreased by 66 FTE to 6911 FTE in August 17
and is 44 FTE over the new funded establishment. Significant workforce challenges
remain in specific areas with some vacancies for key posts such as nursing,
consultants and middle grades across the Trust. An action plan is needed and the
Director of Workforce will include an executive plan in his update for the next Trust
Board meeting
• The temporary workforce capacity had decreased by 27 to 482 FTE in August 17
and comprised 7.0% of the total workforce capacity. This is a small decrease in
comparison to July 17. A £1m cost reduction is required to get the Trust under the
agency spend ceiling put in place by NHS Improvement. The Director of Workforce
will bring the NHS Improvement Board escalation process to the meeting next
month.
Action: Director of Workforce
• A recruitment plan and a sustainable plan for Bank staff is required for the next 6
months. The Trust will try to deploy staff over the winter to ensure staffing levels are
adequate across the Trust. To ensure that there is appropriate control and grip going
forward all posts will be going through the workforce control panel
• The number of shifts that have breached the capped rates or are off-framework have
increased by 941 shifts to 3013 shifts during August
• The evidence collected for August indicated that overall staffing levels have
decreased from 103.2% to 102.6% compared to planned levels
• The evidence collected for August indicates that overall CHPPD is 4.9 hours for
RNs. This is similarly reported in the previous month and 2.9 hours for HCSWs
• Appraisal compliance has decreased and currently records at 77.7% in August which
is below the 85% target
• Essential skills compliance increased to 88.7%, and continues to record above the
85% target
• Fire Safety (face to face training) increased to 68.8%
• Information Governance Training has decreased to 88.6%. This is below the
Information Governance Training target (95%)
• Sickness Absence Rate (12 month rolling average) maintained at 3.9% in July and
remains above the target. In-month sickness absence decreased to 3.4% in July and
is above the target
• No whistleblowing referral and safeguarding referrals were reported in August 17.
However, 1 professional registration referral took place in August 17
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The Interim Chairman asked if it was true that the flu vaccination takes three weeks to take
effect. The Medical Director confirmed that this was correct.
Christine Slaymaker noted that the Trust was over establishment in some areas and asked if
this was being reviewed. The Director of Workforce confirmed that it was and that this would
most likely be resolved through redeployment. Christine Slaymaker assured that her interest
was to ensure that our valuable staff resource was being utilised properly.
David Parfitt broached the subject of staff retention. The Director of Workforce agreed that
this would be an important part of the overall Workforce strategy. It is apparent there are
pockets of high turnover and he will be focusing mainly on those areas. He will include a
focused retention plan in his update at the next Trust Board meeting. The Chief Executive
added that the Trust turnover rate is 2% higher than its target and that instead of resorting to
temporary staff it needs to improve staff retention and lower turnover.
169/17 Care Quality Commission Update
The Interim Director of Nursing drew attention to the highlights below. Further detail is
contained within the report provided.
•
•

•
•
•

•

•
•
•

Establishment of a Compliance and Regulation Steering Group, reporting to the
Governance and Quality Committee, to provide assurance that there is continuous
and measurable improvement in compliance with the requirements of the CQC
Quality Improvement Plan – Phase 1:
o Quality Improvement Plan – Phase 1 published 1st September 2017 to
deliver the requirements of the Section 29a Warning Notice. Plan underway
for Phase 2
o Of the 22 actions in Phase 1 of the Quality Improvement Plan 6 have
exceeded their deadline; 5 of which are currently rated as amber; the rag
rating for these will be amended accordingly
Section 31 (AMU) issued 3rd March 2017 following inspection 28th February 2017:
The Trust ensures staffing is at the required level and continues to report compliance
to the CQC fortnightly, detailing all incidences where staffing has not been achieved
and the actions taken to mitigate risks
Section 31 (Mental Health) issued 12th May 2017 following inspection 10th and 11th
May 2017:
o The Trust continues to submit weekly compliance information to the CQC as
required
o The Trust-wide ligature risk assessment, undertaken by Solent NHS Trust,
commenced on 1st August 2017. An in-depth review of AMU is scheduled for
27th September 2017
Section 29a re-issued 4th July 2017 following inspections 16th, 17th and 28th
February and 10th and 11th May 2017:
o ‘Quality Improvement Plan Approach – Phase 1’ published 1st September
2017 to deliver requirements
Section 31 (Diagnostic and Screening Procedures) issued 28 July 2017:
o Weekly data submission to the CQC commenced 6th September. No further
correspondence received from the CQC to date
CQC Specialist Inspector contacted; dialogue opened for direct questions if required
The Board is asked to agree the level of detail it wishes to receive regarding the
action plans to support the delivery of all the Regulatory requirements

The Interim Director of Nursing reported that there is a clear sense of support from the CCG,
partners and Health Education England. A full evidence report will be provided on 25th
October. She added that the aspiration is that the Mental Health Board will oversee the
governance structure and ward standards for our patients and community who access our
services. There have been 4 unannounced independent mock CQC inspections carried out
with a 5th being undertaken today. She added that these inspections were welcomed and
had been most useful.
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The Interim Director of Nursing confirmed that she would like to have an external review of
MCA and DoLS arrangements within the Trust in October that would generate an Action
plan that would help improve confidence with patients.
Christine Slaymaker was disappointed that we still seemed to be reliant on outsiders to point
out issues with regards to basic levels of care, in particular dignity. The Interim Director of
Nursing recognised that sometimes the desire to move patients through the Unscheduled
Care pathway had resulted in a compromise of their dignity. These failings must be
recognised by our staff and rectified immediately. More effective processes were being
introduced and breaches were being monitored in real time.
170/17 Quality Performance Report (Serious Incidents Requiring Investigation)
The Interim Director of Nursing informed that the content and format of future SIRI reports
was under review to ensure that they were as informative as possible. She presented the
current report and drew attention to:
SIRI summary – August 2017
• A total of 16 SIRIs had been reported in August; 5 breaches of DTA and 11 clinical
SIRIs, 1 of which was a Never Event:
o 2 x Alleged physical abuse of patient
o 2 x Avoidable level 3 hospital acquired pressure damage
o 1 x Unexpected death of patient, potential failure to recognize deterioration
o 1 x Fall resulting in fractured neck of femur
o 1 x Fall resulting in open fracture to wrist
o 1 x Death of premature baby born with fractured spine
o 1 x Missed diagnosis of sigmoid tumour
o 1 x Alleged sexual abuse of patient
o 1 x Wrong site surgery; incision made on incorrect toe – Never Event
• This compares to 10 clinical SIRIs that had been reported in July
• Of the 11 clinical SIRIs reported in August; all patients or relatives where applicable
or appropriate, were informed of the incident within the deadline and are aware of
the on-going investigation with the exception of 1 instance within Medicine CSC
• 152 SIRIs remain open on STEIS (Compared with 149 in July), 97 of these are
Breaches of DTA
• 47 SIRIs are undergoing investigation within the Trust (14 DTA breaches)
• 10 clinical SIRIs have had their investigation completed and the reports have been
submitted to the Commissioner for their review and sign off, all of these await closure
by the CCG
• 2 events, on completion of investigation and receipt of post mortem, were agreed
with the CCG to be downgraded from SIRI status. One was a fall which had
occurred in July 2017 within Medicine CSC and one relating to a cardiac arrest
following removal of central line which had occurred in May within CHAT CSC
September 2017
• As of 14/09/2017 4 Clinical SIRIs have been confirmed
David Parfitt asked if the police became involved when there is an alleged assault. The
Interim Director of Nursing confirmed that the incidents were referred to the police at the
earliest opportunity.
171/17 Example of Complaints
The Interim Director of Nursing presented the report and highlighted the following key
points:
• Complaint 1:
o Unhappy with father’s discharge process and that he had been discharged
with a catheter in place, which the family had been unaware of and no
provisions had been put in place for the catheter. Also lack of communication
with District Nurses
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Improvements as a result of complaint:
§ This complaint highlighted a serious weakness in the use of the
Discharge Lounge as an overnight facility. Confirmation has been
given that the Discharge Lounge is no longer being used for patients
staying overnight
o Domain: Safe and Responsive
o Actions already undertaken
Complaint 2:
o Unhappy with long wait in Day Surgery Unit for procedure to take place and
cold environment
o Improvements as a result of complaint:
§ The letter that is sent to patients with confirmation of their procedure
date now advises that theatre lists are subject to change that can
result in delays when attending Day Surgery
o Domain: Well Led and Responsive
o Actions already undertaken
o

•

The Interim Director of Nursing remarked that important lessons had been learnt about
communication and discharge processes. The key is to build confidence with patients. The
Chief Executive added that both complaints had occurred as a consequence of poor
planning and execution.
172/17 Quarterly Complaints Report
The Interim Director of Nursing drew attention to the following main areas:
• 142 formal complaints had been received (17% reduction from Quarter 4 2016/17
and 28% reduction from Quarter 1 of previous year
• 100% had been acknowledged within national standard of 3 working days
• 1,506 contacts had been received by PALS, 91% were resolved within 5 working
days
• 1,725 compliments/plaudits had been received
David Parfitt noted that the level of Doctors attending complaints training was low. The
Medical Director agreed and that he was working to address that.
173/17 Medical Revalidation
The Medical Director presented this item and drew attention to the following key points:
• Portsmouth Hospitals NHS Trust (PHT) has a Revalidation process that is compliant
with national guidelines of governance and quality assurance.
• 400 Doctors completed the first round of revalidation
• 0 Doctors reported for non-engagement
• The Medical Directors’ revalidation is due in 2019
• The Board is asked to approve the revalidation process
• The quality of appraisals is good and is benchmarked. Compliant in most areas and
rated at a good standard
• More medical appraiser trainers are needed
• Overall the system is working well
174/17 Trust Guardian Report
The Medical Director presented this item on behalf of Dr Phil Young and drew attention to
the following key discussion points. Dr Young could be invited back to a future Trust Board
meeting if any further clarification was needed.
• Exception Reports
• Work Schedule Reviews
• Locum Data
• Vacancy Report
• Fines
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•

Hours monitoring/Diary Card Exercises
Guardians Comments

Melloney Poole asked whether Dr Young felt that the Trust was managing this responsibility
well. The Medical Director felt that Dr Young would reply that the Trust was on a par with
most others. She also noted that at least 70 Junior Doctor deanery posts were not filled and
asked why that was. The Medical Director replied that this was not an issue unique to
Portsmouth Hospitals NHS Trust, however the Trust does need to make itself as an
attractive workplace as is possible in order to recruit more Junior Doctors. The Director of
Workforce has asked Paul Sadler to produce a report for the Senior Management Team
meeting around ‘Red Flag’ posts and he will share this at the Trust Board meeting in
December.
Action: Director of Workforce
175/17 Board Assurance Framework
The Director of Corporate Affairs reported that the Board Assurance Framework (BAF) had
been reviewed and revised to ensure that any risks to the achievement of the strategic
priorities were clearly expressed and that the management of those risks was clearly
articulated and controlled. The Director of Corporate Affairs thanked Lois Howell for carrying
out the review and presented the BAF, drawing attention to the following key points:
• The Well-Led Review Framework issued by the Trust Development Authority (TDA),
now part of NHS Improvement, requires all trust boards to have in place “…clear and
effective processes for managing risks, issues and performance…” (Key Line of
Enquiry (KLOE) 5)
• The Trust has had a Board Assurance Framework (BAF) in place to support the
management of strategic risks in the Trust for several years. However, in its report of
24.08.17, the Care Quality Commission (CQC) required the Trust to “review the
Board Assurance Framework, board minutes and processes for reporting to the
Board to ensure risks are identified and managed by the Trust” (CQC report
28.08.17, page 5)
• The format and content of the Trust’s BAF have consequently been reviewed and
revised, with the intention of:
o ensuring strategic priorities and the risks to their delivery are clearly
expressed
o articulating the known causes of those risks, to support their improved
management
o describing the methods by which the risks are currently managed or
controlled
o recording relevant assurance available to the Trust to indicate whether
current management is effective
o describing plans for further management / control of the risk and for obtaining
additional assurance and the effectiveness of risk management
o allocating responsibility for the delivery of those plans and measuring the
progress and effectiveness
• Changes to Board operation to ensure that the BAF becomes an integral part of the
Board’s practice and an effective tool in the management of strategic risk / delivery
of strategic priorities are also proposed:
i.
that in future the BAF should be updated and reported to the Board on a
quarterly basis, as part of a suite of documents also to include
§ a quarterly report on delivery of the Trust’s strategic priorities
§ a quarterly report on high level operational risks
ii.
that all Board and board sub-committee agendas include prompts to consider
whether any agenda item and/or associated discussion should be added to or
reflected in the BAF
iii.
that the Board should formally refer the approved BAF to the Audit
Committee each quarter, so that it can be taken into account in the
development of the Trust Audit Plan
iv.
that the Board should formally refer the approved BAF to the Finance and
Performance Committee each quarter, so that it can be taken into account in
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•
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the development of the Trust’s capital programme
The associated proposed changes to the Trust’s Risk Management Strategy are set
out elsewhere on the Board’s agenda
The Board is asked to:
1 adopt the Board Assurance Framework set out at appendix 1, with or without
amendment, as required
2 approve, in principle, the amendments to the Trust Risk Management
Strategy set out at i - iv above (these amendments are included in the
associated paper proposing a revised Risk management Strategy
The Board Assurance Framework will become part of the annual work plan of the
Trust Board of Directors, in support of the Board’s delivery of the Trust’s strategic
priorities

The Board reviewed the paper in detail and agreed on the new format and collectively
thanked Lois for the work that she had carried out.
The Director of Corporate Affairs reminded that the BAF is a dynamic and working
document that is being updated constantly and sought agreement of the four points above:
i.
Frequency the report should be presented to Trust Board. It was agreed for the
report to come monthly for the first three months and quarterly thereafter
ii.
Agreed
iii.
Agreed
iv.
Agreed
David Parfitt asked whether the risk scores were net or gross of mitigations. The Director of
Corporate Affairs confirmed that they were net scores.
The Interim Director Nursing asked if there was a review underway of how the CSCs report
risks up to the senior management team. The Director of Workforce replied that the risk
management structure was under review and that CSC’s would be included as part of that.
Christine Slaymaker felt that there needed to be an ‘educational programme’ throughout the
organisation on the management of risk. The Chief Executive agreed saying that the priority
was to get a functional BAF in place and then next to ensure that the rest of the organisation
understands how it works.
176/17 Department of Infection Prevention Committee Annual Report
The Medical Director presented this report and drew attention to the following highlights:
• The Trust had 33 cases of Clostridium difficile infection against an objective of 40
cases, therefore achieving its objective
• The Trust had 1 unavoidable case of MRSA bloodstream infection attributed to the
organisation and performed better than the national average for MRSA bloodstream
infections by occupancy/activity
• The Trust had achieved its lowest rate of MSSA bloodstream infection since 2012.
This is better than the national average
• 11,974 clinical reviews had been carried out by the IP Team
• The Team had a 34% increase in referrals for vascular access intervention and
assessment. 780 PICC/midlines, and 132 cannulas were placed by the Team
• The Team carried out 527 peer-review NPSA audits in 2016/17, compared with 392
the previous year
• 69.0% of frontline staff had received the influenza vaccine compared with 63.2%
across England
The Chief Executive complimented the Medical Director on his successful report and asked
that he feedback his comments to the ‘Team’.
177/17 Urgent Care Transformation Programme
This report was duly noted.
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178/17 Charitable Funds Update
The Director of Corporate Affairs highlighted the following key points:
• Total Funds - Portsmouth Hospitals NHS Trust General Charitable Fund had a fund
balance of £1,436,000 as at 31st August, 2017
o Charitable Income - During the month, the charity received donations, legacy
and fundraising income of £46,000.
o Charitable Expenditure - During the month, expenditure of £59,000 had been
processed.
• The Rocky Appeal - The Rocky appeal needs to raise £387,000 to complete its
appeal in June 2018
• Investments - The only investment held is with CCLA of £124,000
The Director of Corporate Affairs thanked the NEWS for its recent publicity/coverage of the
Rocky Appeal. Christine Slaymaker asked if the Trust would be making up any shortfall if
the target was not reached. The Director of Corporate Affairs confirmed that there was such
an agreement but that the charity was doing its best to minimise any shortfall.
179/17 Non-Executive Directors’ Report
The Interim Chairman announced that he had attended the FAB Change Day and had been
excited to see the detail behind the local changes, staff identifying changes and following
them through.
180/17 Acute Alliance Steering Group Minutes
The Medical Director had attended the last Acute Alliance Steering Group meeting and he
provided a brief summary of how the Acute Alliance works.
181/17 Company Secretary Papers for Noting
Papers noted.
182/17 Annual Work plan
Noted.
183/17 Record of Attendance
Noted.
184/17 Opportunity for the Public to ask questions relating to today’s Board meeting
Roland Howes reflected on his comment at the Trust Board meeting in September when he
had said that he did not consider the new format of the IPR to be adequate. He had since
reviewed the paper in detail and now recognises that all of the relevant information was
included.
Peter Kennedy asked whether the Pharmacy department at St Mary’s was ‘privatised’ as he
felt there were some issues facing the department. The Director of Corporate Affairs replied
that Portsmouth Hospitals NHS Trust did not oversee the St Mary’s site and he could
therefore not answer the query but he was pleased to confirm that the Pharmacy at Queen
Alexandra Hospital is run by Portsmouth Hospitals NHS Trust.
185/17 Any Other Business
None.
The meeting closed at 11:57am.
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186/17 Date of Next Meeting:
Thursday 2 November 2017
Venue: Lecture Theatre, Queen Alexandra Hospital
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ROLLING ACTION POINTS FROM:
2017
Minute

145/17

168/17

174/17

Agenda Topic

Trust Board Meeting in Public

Summary of Action required

The Interim Chief Operating Officer to add the
Statutory
definitions of Major, Critical and Business Continuity to
Responsibilities
for the report for the benefit of the Board – The current
Emergency Planning
Interim Chief Operating Office to ensure this has been
completed
The Director of Workforce will bring the NHS
Integrated
Improvement Board escalation process to Trust Board
Performance Report in Public meeting next month to review to ensure it is
Workforce
appropriate – on agenda
The Director of Workforce has asked Paul Sadler to
produce a report for SMT around ‘Red Flag’ posts. He
Trust Guardian Report
will share this with the Board at the December Trust
Board in Public meeting – on agenda for December
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Thursday 5 October 2017
Responsibility for Action
is with

Due Date

Interim Chief Operating
Officer

October

Director of Workforce

November

Director of Workforce

December
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Date

Report from the Chief Executive
Board of Directors – 2 November 2017

1.

New Chair Appointment
I start this month’s Board report by congratulating Melloney Poole on her appointment
as Chair of the Trust. As Board members will be aware, Melloney has been a NonExecutive Director with us since May 2017 and currently works for the Ministry of
Defence as the Head of Armed Forces Covenant Fund and the Aged Veterans Funds.
Melloney has a background in corporate, charity and public administrative law as a
solicitor spanning 25 years. Melloney is also Vice Chair of the Health Foundation.
I also would like to pass on my gratitude to Mark Nellthorp who has been Interim Chair
since the departure of Sir Ian Carruthers in June of this year. Mark will be stepping
back into his Non-Executive Director role once Melloney takes up the role of Chair,
from the 1st November 2017.

2.

Strengthening Leadership
We continue to strengthen our Executive Team with the appointment of Paul Bytheway
as the substantive Chief Operating Officer, formally taking on this role as of the 1st
November. We have also successfully recruited to the positions of Chief Nurse and the
Director of Strategy, Governance and Performance and I hope to be in a position to
announce the successful candidates in the very near future.
The 7th November will mark the final day of my 100 day plan and provides a platform
for the next phase of our staff engagement and organisational development activities.
Throughout November and December, I will be hosting a series of five ‘Big
Conversation’ events with staff as we move from ‘100 days of listening’ to ‘100 days of
action’. The events will provide an opportunity to share the feedback I have received
from staff and stakeholders, while engaging large groups of staff in the process of
identifying actions to deliver further improvements.
I will also be holding our first Leadership Summit in February 2018 which will support
the development of our leaders, with a focus on the principles of compassionate
leadership and the alignment of our organisational priorities to our business plan for
2018/19.

3.

Urgent Care
We are now in our sixth week since launching our revised approach to urgent care
‘flow’ across the Trust. The structure of the plan has been agreed by the Executive
Team, Clinical Service Centre leads and all system partners. Our plan is consistent
with the system improvement programme and is expected to support improvement in
performance, and support in delivering the very best care to every patient. There have
been some notable improvements over the past weeks, but they are not yet sufficiently
reflected in the overarching performance measures for urgent care due to the ongoing
fragility across the urgent care pathway.
Responding to the urgent care challenges remains an absolute priority for us all and a
more detailed update will be provided by the Chief Operating Officer during their
performance update to the Trust Board.
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I have recently been asked to Chair the Local Accident and Emergency Delivery Board
for Portsmouth and South East Hampshire and I will be taking on this role in the very
near future.

5.

Governance
Strengthening governance across the organisation is another key priority for the
Executive Team. The Board Assurance Framework (BAF) is in operation, following
approval by the Board in October. A comprehensive review of the Governance
Structure across the organisation is underway and will conclude with a paper being
presented to the Trust Board for approval on the 7th December. A much needed and
extensive review of the Trust Risk Management Strategy and Corporate Risk Register
is also underway.

6.

Public Meetings
With support from our Governors and members of our Executive Team, we have held a
series of Public Meetings over the past three weeks. I had the opportunity to attend two
of the four meetings and thoroughly enjoyed the sessions. Having the opportunity to
talk openly about the challenges we face as an organisation, but more importantly to
share our ambitions for the future was a privilege.

7.

Flu Vaccinations
As we move into the winter months Public Health England, the Department of Health
and NHS Improvement have unveiled measures to boost the uptake of flu vaccinations
along with a package of new contingency actions to respond to pressures on frontline
services this winter. These will include providing free flu vaccines for hundreds of
thousands of Care Home staff at a cost of up to £10m, as well as increasing the
number of jabs for young children in schools and vulnerable people.
All healthcare organisations have been asked to step up their flu vaccinations to ensure
that nurses, doctors and other healthcare professionals receive the flu jab, protecting
themselves and importantly their patients this winter. Trusts are required to ensure
they make vaccines readily available to staff, and record why staff chose not to take up
the offer of a vaccine.
We have good plans in place and at the time of writing, our vaccination rates at the
Trust are currently at 52% which is considerably higher than at this point last year, but
there is more we need to do. We continue to provide flu clinics on a daily basis and
encourage all staff to get vaccinated to protect not only themselves, but patients and
colleagues.
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TRUST BOARD PUBLIC – NOVEMBER 2017

Agenda Item Number: 194/17
Enclosure Number: (2)

Subject:

Integrated Performance Report (s) – September 2017

Prepared by:

Jane Lowe Head of Performance & Scheduled Care
Tracey Stenning Head of Governance
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Steve Smith Head of Financial Management

Sponsored & Presented by:

Sheila Roberts Interim Chief Operating Officer

Purpose of paper

The Board are asked to note the two IPR reports for September
2017. An easy, quick to read executive Summary and a more
detailed report.
The reports identify risks and improvement in relation to:

Key points for Trust Board
members
Briefly summarise in bullet
point format the main points
and key issues that the Trust
Board members should focus
on including conclusions and
proposals
Options and decisions
required

•

National & Constitutional Standards

•

Regulatory requirements

•

Contract Requirements and

•

Trust priorities

Please refer to the Integrated Performance Reports:
•

Performance Outcomes

•

KPI and dashboards and

•

Executive Summary

The Board is asked to note the performance at the end of August
2017

Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:

On-going measurement of all standards

Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

N/A

N/A

Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance
Framework/ Risk Register
Organisational Priorities

Priorities 1,3,4 and 5
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Board Assurance Framework/
Risk Register Reference

N/A

Risk Description

N/A

CQC Reference

N/A

Committees/Meetings at which paper has been approved: N/A
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Integrated Performance Report – September
2017
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Portsmouth Hospitals NHS Trust

26/10/2017

QAH Hospital

Enablers – Performance Outcomes

Integrated Performance Outcomes – September 2017
• Concerns remain in relation to pressure ulcers, falls and mortality indicators; however, an improvement has been noted in the number
of patients being moved and outliers. This is as a result of improved patient flow throughout the organisation. In response to the work
undertaken with increasing Safety Learning Event reporting it is encouraging to see the sustained increase in the levels of incident
reporting.
• A&E performance was 77.09% (against the improvement trajectory of 90%)
• Average number of MFFD patients occupying acute beds was 242/day
• 12 hour standard – there were 32 breaches of the standard ( 5 last month)
• RTT standard 90.82% (against the improvement trajectory of 92%)
• There was 1 breach of the 52 wk standard
• 7 of the 8 key national cancer standards were achieved
• 6 wk Diagnostic standard performance was 99.1% and achieved (standard 99%)
• The Trust is reporting a £16.0m year to date deficit for the 6 months to the end of September 2017. This is £9.1m adverse to the
Financial Plan submitted to NHS Improvement.
• It had a cash balance at the end of September 2017 of £5.1m
• The Trust has spent £1.8m of a £8.4m non-PFI capital programme in the year to date.
• Temporary usage recorded at 519 fte a month and comprises 7.4% of the total workforce capacity.
• The total workforce capacity increased by 89 FTE to 7001 FTE in September 17 and is 135 FTE over the funded establishment
• Appraisal compliance continues to be below 85% target currently recording at 78.1%
• Sickness absence rate has decreased in – month to 3.3%
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action required
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Performance
improving

Portsmouth Hospitals NHS Trust
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10/26/2017
26/10/2017

Key:

Quality of Care Overview – September 2017
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10/26/2017
26/10/2017

Key:

Quality of Care Overview – September 2017
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Quality of Care Key Exceptions – September
performance
Indicator

July

Aug.

Sept.

Not applicable

Mental Health

Exceptions in performance to note

•
•
•

Pressure ulcers

Safe

(grade 3 avoidable)

3

2

5

C.Difficle

3

2

4

Serious Incidents
Requiring
Investigation

10

16

46

Duty of Candour

0

2

1

National Reporting
and Learning
System (NRLS)

HSMR

Not applicable

111.08 111.03

•
•
•
•

(Apr. ‘16 – (June ‘16 – (July ‘16 –
Mar. ‘17) May ‘17) June ‘17)

46 SIRIs were reported in September; 32 breaches of DTA, 2 Formal Ambulance Diverts and 12 clinical SIRIs,
compared to 11 clinical SIRIs in August.

•

There has been 1 confirmed breach within MSK relating to a fall reported in August. The patient has not received
a letter to confirm the investigation.

•

A total of 5,656 Safety Learning Events (incidents) were uploaded to the NRLS in quarters 1 and 2 2016/17 and
11,144 in quarters 3 and 4 2016/17; a 97% increase in reporting.

•

The latest report from the NRLS (1st October 2016 to 31st March 2017) shows significant improvement in the
Trust’s position for the reporting of Safety Learning Events compared to the previous reporting period (1 st April
2016 to 30th September 2016).

•

The updated Trust HSMR for the 12 months to June 2017 is 112.4; representing an increase on the rate previously
reported to May 2017 of 111.3. This sits within a confidence interval of 107.6 – 117.4 and is statistically higher
than expected. Work continues to review the reasons for the increase in HSMR.
Both the weekday and weekend HSMR for emergency admissions are considered to be higher that expected. The
weekend / weekday split is based on the patient’s admission date.

•
•

SHMI

108.89

(Apr. ‘16 – Mar. ‘17)

Comment
The Trust-wide ligature audit has been completed on AMU Red and C5. The audits will inform a full risk
assessment with a clear plan for action.
A Mental Health and Mental Capacity Board has been established with the first meeting to be held on 24 th October.
This will be a sub-Committee of Trust Board and chaired by a Non-Executive Director.
There have been 5 confirmed cases of avoidable grade 3 pressure ulcer damage; 1x Medicine, 1x MOPRS, 1x
Renal (this is currently under investigation for potential downgrade as it is thought may not be pressure) and 2x
Surgery and Cancer and zero confirmed grade 4 pressure ulcer damage. This compares with 2 confirmed grade 3
damage in August.
1 incident reported in May has been downgraded to unavoidable and; therefore, removed from the Trust figures.
The Trust year-to-date position is 11 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers.
The Trust reported 4 patients with C.Difficile attributed to the Trust in September (2x Medicine, 1x Surgery and 1x
AMU) against a monthly objective of 3.
The Trust’s year-to-date position is 20 cases against a target of 20 cases (annual objective 40 cases).

•

112.4

Effective

Quality of Care – Executive Summary

Portsmouth Hospitals NHS Trust

•

The latest SHMI publication (April 2016 to March 2017) shows the Trust to have a SHMI of 108.89, which is a
decrease on the last reported figure of 110.02 for the 12-months of January to December 2016. The Trust
nationally published SHMI is classified as ‘within expected range’.
The specific “in-hospital 25
deaths” within SHMI rests at 106.61, which again is a decrease on the previous reported
figure of 107.12.

26/10/2017

QAH Hospital

Quality of Care Key Exceptions – September
performance
Indicator

June

July

Exceptions in performance to note

Aug.

•

Caring

•
Dementia screening

69.8%

75%

70.7%

•
•

Patient moves (nonclinical) between
0001:0700

154
(5.0)

131
(4.4)

96

•

(3.6)

(average per day)

•

Responsive

•
•
Outliers

2,538

2,594

2,221
•
•
•
•

Well-led

Quality of Care – Executive Summary

Portsmouth Hospitals NHS Trust

Friends and Family
Test ED response
rate

11.3%

11.7%

10.7%

•
•

Comment

There has been a decrease in compliance with dementia screening in September to 70.7%, compared to 75% in
August (4.3% reduction).
The concerns about the consistently low performance have, again, been formally escalated to the Medical
Director.
Performance data is sent monthly to the Chiefs of Service to instigate actions to recover the position and the
daily distribution lists for all outstanding assessments is cascaded wider across the clinical leadership teams.
There are initial discussions with IT to determine if screening could be included on the BedView System to aid
compliance. This will take some time to build into the system.
The Trust was able to de-escalate to *OPEL 1 on 2 occasions; the fist time in approximately 2 years. There
were only 6 occasions when the escalation status was OPEL 4 which is the lowest number for this calendar
year.
The new medical model was introduced on the 4 th September 2017 which now ensures a senior consultant
physician review of patients until 22.00, 7 days a week
The number of patient moves decreased as a result of improved flow.
The reconfiguration of the medical and surgical bed base has created a joint surgical/medical ward for
predominately urology and vascular patients. This has given 18 beds to medicine and reduces the surgical
footprint by 18. The 18 medical beds are regarded as a medical base ward and this has assisted with the
reduction in patient moves.
Medical patients placed in renal beds are now looked after by the renal teams and are not classed as outliers
Further plans to realign the MOPRS bed base for quarters 3 and 4 will be implemented in mid October; which
should further reduce outlying and patient moves.
The In-patient response rate remains above the national average of 25.8% at 30.2% in September. This means
over 2,400 patients have taken the time to provide feedback.
The Emergency Departments response rate decreased further to 10.7% in September, lower than the national
average of 13.6% in August and below the required 15% contracted target. The review of trust’s with the highest
response rates has established that text messaging is the primary source of feedback. The Trust has redesigned the specification for a service provider and is out to tender.
The ED reported satisfaction rate of 94.5% continues to exceed the national benchmark of 87% in August,
demonstrating a significantly higher patient satisfaction.
The In-patient reported satisfaction rate has remained consistent at 96.3% when compared to August. This is
above the national average of 96% in August.
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Mental Health Act Compliance
• The Trust continues to meet the Care Quality Commission (CQC) requirements to submit weekly compliance information in relation
to the Section 31 Enforcement Notice Conditions.
• The Trust-wide ligature audit has been completed on AMU Red and C5 by Solent NHS Trust. The audits will inform a full risk
assessment with a clear plan for action.
• A Mental Health and Mental Capacity Board is being established to commence the end of October. This will be a sub-Committee of
Trust Board and chaired by a Non-Executive Director.

Safe – Mental Health Act

• Full engagement from the Trust with the Accountable Care System Mental Health improvement plan.
• As can be seen below, there has been increased and sustained performance with Mental Health Risk Assessments for patients
attending ED. The number of mental health attendances shows no significant trends. Similarly, there are no trends apparent in the
proportion of all ED attendances which were for mental health presentations.

27

Portsmouth Hospitals NHS Trust

QAH Hospital

26/10/2017

Pressure Ulcers (reporting only)

September position
Avoidable hospital acquired grade 3 and 4 pressure ulcers

• There have been 5 confirmed cases of avoidable grade 3 pressure ulcer
damage; 1x Medicine, 1x MOPRS, 1x Renal (this is currently under investigation
for potential downgrade as it is thought may not be pressure) and 2x Surgery
and Cancer and zero confirmed grade 4 pressure ulcer damage. This compares
with 2 confirmed grade 3 damage in August.
• 1 incident reported in May has been downgraded to unavoidable and; therefore,
removed from the Trust figures.
• The Trust year-to-date position is 11 avoidable grade 3 and 0 (zero) grade 4
pressure ulcers.

Safe – Pressure Ulcers

Unavoidable hospital acquired pressure ulcers

• The Trust confirmed 2 unavoidable grade 3 pressure damage in September;
comparable to August.

Grade 1 and 2 pressure ulcers

• The Trust confirmed a total of 6 grade 1 and 5 grade 2 pressure ulcers in
September compared to 2 grade 1 and 2 grade 2 in August.

Actions and progress to date

• The TVN team are continuing to train members of staff on PURPOSE T, a new
pressure ulcer risk assessment tool. The expectation is that all in-patient areas
will have converted to this tool by December 1st.
• Congratulations to Karen Oakley, TVN as she has been appointed as Clinical
Tissue Viability Lead for Solent.

Present on admission

• A total of 122 ‘present on admission’ pressure ulcers were reported in
September compared to 101 in August.
• Following review by the TVN team of all present on admission pressure damage,
52 of the 122 reported incidents were deemed to be pressure damage.

Per 1,000 occupied bed days (OBD)

• The Trust has reported 0.2 confirmed grade 3 or 4 avoidable pressure ulcers per
28
1,000 bed days in September, compared to 0.1 in August.
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Falls (Quality Contract)
September position

Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic harm.

• There have been a total of 2 confirmed severe harm falls incidents in September; both
incidents have been reported as SIRIs and are currently under investigation
- 1 fall within Emergency Medicine (ED) potentially resulting in head injury and subsequent
death.
- 1 fall within MOPRS resulting in fractured neck of femur.
• 1 incident reported in May within Emergency Medicine (AMU) has been confirmed as
resulting in moderate harm.
• The current year-to-date position is 15 confirmed falls incidents, 12 resulting in severe
harm and 3 resulting in moderate harm.
• There are currently 5 reported moderate harm falls incidents under investigation (2x
Emergency Medicine 1x Medicine ,1x MOPRS and 1x Surgery and Cancer).
• The current position is comparable to the September 2016/17 year to date total of 13
reported severe harm falls.

Safe - Falls

Actions and progress to date

• Comprehensive falls training programme continues with level 2 and 3 falls training with the
falls champion network continuing to develop with level 4 falls training provided.
• A falls awareness drop in event was held at the beginning of October with 125 attendees.
• 4 falls champions have completed root cause analysis of falls within their clinical area, with
associated action plans .
• The falls collaborative education and post fall SWARMs continue within D8 and AMU and
have now commenced on G1 and C5.
• In conjunction with the simulation team, live actor falls simulation training has been
successful in MOPRS and Medicine with plans to develop to further CSCs.
• Neurological observation teaching poster has been developed in AMU; this is being shared
across the Trust.
• “What to bring into hospital” patient information poster is being developed to be shared with
partner organisations and local communities this will support falls prevention.

Falls per 1,000 occupied bed days
Target: Quarterly rate of falls incidents resulting in moderate, severe or catastrophic harm per 1,000
occupied bed days of ≤ 0.2 on average each quarter.
29

• The Trust has reported 0.1 confirmed falls incidents per 1,000 bed days since April 2017.

Total reported falls incidents – September 2017
Level of harm
CSC
Clinical
Support
Corporate
Emergenc
y Medicine
Head &
Neck
Medicine

Near
miss

None Low Mod.

Severe

Death

0

3

1

0

0

0

0

0

2

0

0

0

2

11

6

0

0

1*

0

3

0

0

0

0

1

19

12

0

0

0

MOPRS

0

36

19

0

1*

0

MSK

1

18

5

1

0

0

Renal
Surgery &
Cancer
Women &
Children

0

6

0

0

0

0

0

16

14

0

0

0

0

0

7

0

0

0

66

1

1

1

4
112
Total
* Reported as a SIRI.
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Medication (Contract & Quality Account)
September position

Target: Monthly monitoring of incidents resulting in moderate, severe or
catastrophic harm.

• There have been no severe or moderate harm incidents confirmed
in September.

Safe – Medication incidents

• The current year-to-date position is 3 confirmed moderate harm
medication incidents (1x community incident).
• There are currently 11 moderate harm incidents under investigation;
2x Medicine, 3x Emergency Medicine, 2x Surgery and Cancer, 2x
Clinical Support, 1x MSK and 1x Women’s and Children.

Actions and progress to date

• Medicines reconciliation completed by pharmacy staff within 24hrs
was reported to be 66% in September; below the 80% target. This
is due to the rolling data collection day in September being a
Monday and the limited pharmacy medicines reconciliation service
over the weekend. The methodology for medicines reconciliation
reporting is to be aligned with the national hospital benchmarking
standard.
• Work is ongoing to combine the results of the Trust-wide Self
Declaration Fridge Audit, pharmacy fridge inspection audit, external
auditors report and the CQC inspection report, to lead to the
production of recommendations for the Trust to ensure that fridge
storage and monitoring is being carried out correctly.

Medication incidents per 1,000 occupied bed days

Target: Quarterly rate of medication incidents resulting in moderate, severe or
catastrophic harm per 1,000 occupied bed days of≥ 0.01 on average
each quarter.

• The Trust has reported 0.0 confirmed medication incidents per
1,000 bed days in June, this has remained a constant position30since
June 2016.

Total reported medication incidents – September 2017
Level of harm
CSC
Near
None Low Moderate
miss

Severe

Death

CHAT

1

6

2

0

0

0

Clinical Support

4

20

0

0

0

0

Corporate
Emergency Medicine
Head & Neck

1
2
0

0
33
6

0
10
3

0
2
0

0
0
0

0
0
0

Medicine

5

34

14

2

0

0

MOPRS

2

15

1

0

0

0

MSK

1

13

4

0

0

0

Renal

1

8

0

0

0

0

Surgery & Cancer

3

20

7

1

0

0

Women & Children

1

14

1

0

0

0

21

169

42

5

0

0

Total
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Patient Safety Thermometer (Contract)
September position

Harm free care

Target: Submit data to the National Patient Safety Thermometer

• The Trust achieved 100% data collection for September.
• To date the Trust has maintained high submission rates, with 100% being
achieved each month.

Actions and progress to date

Safe – Safety Thermometer

• Sustain 100% audit submission on all patients and validation of all harm
events.

Percentage of harm free care (contract)

Month

• In September, the Trust recorded in-patient harm free care of 97.6%;
comparable to August’s 98.0%.
• The total harm free care, which includes pre-hospital admission harm
events, was 94.7% in September, a decrease on the 95.8% recorded in
August. However, this remains above the national average of 94.3% (NHS
Improvement published 11th October 2017).
• An increase in catheter and UTI’s have been noted in September, of the
25 recorded 10 were old UTI’s.
• Pressure Ulcers has also seen an increase; however, 18 were recorded
as old.

(data collection from number of
patients)

September 2017

94.7%

August 2017

95.8%

98.0%

July 2017

96.5%

99.1%

97.6%

(1,087)
(1,064)
(1,064)

Types of harm
Types of harm

Target: Report percentage of harm free care.

Trust
Harm Free
Care

Total Harm Free Care

Pressure ulcers
(new and old)

Falls
Catheter and UTI
VTE (new)
Total patients

July 2017

August 2017

September
2017

29

19

23

4
3
2
1,064

6
15
6
1,064

10
25
1
1,087

Actions and progress to date

• Continued monthly reporting to the Director and Deputy Director of
Nursing and Head of Nursing for each CSC with feedback to ward teams.
• Specialist nurses working on education.
• Clinical Dashboard available as a hard copy and via the intranet.
• Service improvement work streams for all harm events.
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The Trust total harm-free care rate is directly affected by these harm categories.
An increase in numbers of these categories will result in a decrease in the rate of harm-free care.
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Healthcare Acquired Infection (National)
September position

MRSA (Incidence more than 48 hours after admission)
Target: 0 (zero) avoidable

• The Trust reported 1 patient with MRSA bacteraemia in September. Following Post Infection Review (PIR), the case has been
referred to NHS England for arbitration and third party attribution has been requested. The case was provisionally assigned to
Portsmouth CCG.
• The Trust’s year-to-date position is 2 unavoidable and 1 avoidable cases, against an objective of 0 (zero) avoidable cases.
C.Difficile (Incidence more than 72 hours from admission)

Safe – Infection Control

Target : 40 cases

• The Trust reported 4 patients with C.Difficile attributed to the Trust in September (2x Medicine, 1x Surgery and 1x AMU) against a
monthly objective of 3.
• The Trust’s year-to-date position is 20 cases against a target of 20 cases (annual objective 40 cases).
MSSA bacteraemia (Incidence more than 48 hours after admission)
MSSA bacteraemia are not subject to DH trajectories, but are closely monitored by the Trust due to the high incidence of morbidity and mortality
associated with these infections.

• There were 5 patients reported with MSSA bacteraemia attributed to the Trust in September.
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Venous Thrombo-embolism Screening (National)
September position
VTE Screening

Target: 95% per month

• The VTE risk assessment figure for September is 95.34% (subject to
validation); compared to the August figure of 95.21%.
• The National average for VTE assessment (NHS England, Q4 2016-17) is
95.53%.

VTE Appropriate prophylaxis
Target: Monitoring and reporting

• The VTE appropriate prophylaxis figure for September is 99.01% (subject to
validation); compared to the August figure of 99.26%.

VTE Serious Incidents Requiring Investigation (SIRIs) and Incidents
Target: Monitoring and reporting

• There have been no reported VTE SIRIs in September and 2 moderate harm
events.
• 88 VTE events were reported in September compared to 78 in August.

Safe - VTE

- Of these 23 were hospital associated events (HAT), compared to 26 in
August and 65 were community associated events (CAT) compared with 56
in August.

VTE Root Cause Analysis (RCA)
Target: Monitoring and reporting

• All VTE HAT events undergo RCA investigation (100%).

Actions and progress to date
• VTE risk assessments continue to be variable in September despite a slight
improvement. Several CSC’s continue to have variable performance, in
particular Emergency Medicine, Surgery and Cancer, Medicine and MOPRS.
• The Trust has been revalidated as a VTE Exemplar Centre by33NHS England for
it’s work to reduce avoidable harm and improve outcomes for patients.
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Serious Incidents Requiring Investigation
(SIRIs) (Contract and National)

September position

SIRIs (including HCAIs and as reported on STEIS)

Safe – Serious Incidents

Target: Monitoring and reporting

• 46 SIRIs were reported in September; 32 breaches of DTA, 2 Formal Ambulance
Diverts and 12 clinical SIRIs, compared to 11 clinical SIRIs in August.
• A total of 4 events resulted in the death of the patient; 2 of these may not be
attributable to error or omission but to natural causes.
• This equates to 1.5 SIRIs per 1,000 occupied bed days, compared to 0.5 in
August.

SIRIs over 60 day deadline

Target: Monitoring and reporting
• There were 8 open SIRIs at the end of September which exceeded the target

date of 60 working days for submission to the Commissioners. 3 had been
discussed and an extension approved, 1 cannot be investigated until completion
of a police investigation. 4 have not had an extension approved; all within
Medicine CSC.

Never Events
Target: 0 (zero)

• There have been no Never Events reported in September.
• The Trust year-to-date position is 1 Never Event.

Duty of Candour

The Trust is required to inform the patient and/or other relevant person within 10 operational
days that the safety incident (moderate and severe harm) has occurred or is suspected to
have occurred.

• For those events reported in September, all patients or their relatives, where
applicable, were informed of the incident within the deadline and are aware of the
on-going investigation; with the exception of:
- 3 events reported within Surgery and Cancer where exemptions have been
agreed with the CCG.
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- 1 confirmed breach within MSK relating to a fall reported in August. The
patient has not received a letter to confirm the investigation.

SIRI
Inappropriate discharge and readmission with
perforated bladder.
Incorrect cervical screening results given to 2
patients
Formal Ambulance Divert x2
Breach of DTA x32
Fall resulting in head injury
Unexpected deterioration leading to death
cause unknown
Hospital acquired level 3 pressure damage
Fall resulting in fractured neck of femur
Hospital acquired level 3 pressure damage
Hospital acquired level 3 pressure damage
Hospital acquired level 3 pressure damage x 2
Unexpected death of patient under QA@H
Unexpected death of child post discharge from
CAU
Resulting in the death of the patient

CSC
CHAT/MSK
Clinical Support
Corporate
Emergency
Medicine
Emergency
Medicine
Emergency
Medicine
Medicine
MOPRS
MOPRS
Renal
Surgery & Cancer
Surgery & Cancer
Women & Children
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Patient safety incidents (excluding SIRIs) (Contract)
September position
Target: Increase in overall reporting of low and no
harm incidents and reduce severity of harm

• At the time of reporting 1,573 Safety Learning
Events (SLE - incidents) had been reported in
September; the top three reported incident
categories are:
- Non Clinical Event: 373 events (23.7%).
- Clinical Event: 248 events (15.8%).
- Tissue Damage: 242 events (15.4%).
• This compares to Clinical Event,
Pathology/Blood and Tissue Damage in
August.

Safe - Incidents

• The reported tissue damage incidents include
present on admission from the community.
• There were 2 reported severe harm incidents
relating to admission, discharge or transfer.
Both incidents have been reported as SIRs;
although investigation may deem 1 of these to
not be an inappropriate discharge.

Actions and progress to date
• Monthly reports detailing the current position of
investigations for all moderate, severe harm or
death SLEs remain on-going.
Month
September 2017
August 2017
July 2017

Reported
incidents at
time of report
1,573
1,659
1,619

Confirmed
incidents at time
of report
521
926
1012
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Patient safety incidents (Contract)
• The ‘Total PHT reported Patient
Safety Learning Events
September 2015 – September
2017’ graph represents the total
number of all patient safety
incidents reported by Trust staff
(including community
incidents).

Safe - Incidents

• There is a continued positive
trend showing a sustained
increase in the number of
reported incidents.
• The second graph shows total
confirmed incidents by severity
for the period April 2017 –
September 2017. Severity is
coded by the reviewing
manager at close of
investigation.
• It should be noted that all
incidents including SIRIs are
graded on the severity of actual
harm suffered by the patient.
Definitions of harm:
Severe : Any patient safety incident that appears to have resulted in permanent harm (directly related to the incident and not related to the natural course of the patient’s illness or underlying condition and defined as
permanent lessening of bodily functions, sensory, motor, physiologic or intellectual, including removal of the wrong limb or organ, or brain damage) to one or more persons receiving NHS-funded care.
Moderate : Any patient safety incident that resulted in a moderate increase in treatment (defined as a return to surgery, an unplanned re-admission, a prolonged episode of care, extra time in hospital or as an
outpatient, cancelling of treatment, or transfer to another area such as intensive care as a result of the incident) and which caused significant but not permanent harm, to one or more persons receiving NHS-funded
care.
Low: Any patient safety incident that required extra observation or minor treatment (defined as first aid, additional therapy, or additional medication) and caused minimal harm, to one or more persons receiving NHS36
funded care.

Portsmouth Hospitals NHS Trust

26/10/2017

QAH Hospital

National Reporting and Learning System (NRLS)

Safe - Incidents

• The National Reporting and Learning System (NRLS) is a central database of patient safety incident reports. Since the NRLS was set
up in 2003, over four million incident reports have been submitted.
• All information submitted is analysed to identify hazards, risks and opportunities to continuously improve the safety of patient care.
• A total of 5,656 Safety Learning Events (incidents) were uploaded to the NRLS in quarters 1 and 2 2016/17 and 11,144 in quarters 3
and 4 2016/17; a 97% increase in reporting.
• The latest report from the NRLS (1st October 2016 to 31st March 2017) shows significant improvement in the Trust’s position for the
reporting of Safety Learning Events compared to the previous reporting period (1st April 2016 to 30th September 2016).
• This evidences sustained continual improvement in reporting following upgrade to the Datix reporting system, implemented on the 1st
April 2016.

1ST April 2016 – 30th September 2016

1ST October 2016 – 31st March 2017
Portsmouth Hospitals NHS Trust
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Coroner’s recommendations and CAS alerts (Contract)
September position
Coroners recommendations – Regulation 28 reports (preventing future deaths)
Target: Monitoring and reporting

• The Trust has received no Regulation 28 reports in September.

Central Alert System (CAS) Alerts over deadline
Target: Monitoring and reporting

• 7 alerts were issued in September:
- 2 have been completed and closed on the Central Alert website.
- 2 are currently being assessed for relevance; deadline dates of 30th November 2017.
- 1 was assessed for relevance to the Trust and subsequently closed as action was not required.
- 2 Medication advisory notices were issued which have been forwarded to the Medication safety Officer for the Trust for
information and dissemination to the Pharmacy team. These have been closed on the Central Alert Website as a response was
not required from the CAS System.
• There remains 1 alert that is still being assessed for relevance; deadline date of December 2017.

• 2 Patient Safety Alerts remain outstanding for the Trust these had breach dates of:
- 1 x June 2017(‘Restricted use of open systems for injectable medication’. Deadline 07 June 2017).
- 1 x July 2017 (‘Reducing the risk of oxygen tubing being connected to air flowmeters’’. Deadline 04 July 2017).
The actions relating to these alerts are ongoing, the interim Patient Safety Lead for the Trust is working with the specialty leads to
complete and close these alerts.

Safe

• 1 alert in relation to Anti-Barricade Devices remains open on the Central Alert website as actions are ongoing within the Trust. This
alert has a deadline of February 2018.
• All CAS / Medical Device Alerts (MDA) are now uploaded to Datix with the actions module being used to forward these to the relevant
staff members for their update and action.

Actions and progress to date

• Implementation of the agreed actions resulting from the internal
38 audit carried out in November 2016.
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Effective – National CQUIN 2017/2019

National CQUIN Requirements 2017/2019
September position
Summary of scheme status: Green £6,516m, Amber - £108k (£6,624 full year value).
CQUIN
1a Staff Health & Wellbeing
(£828k - £72k risk)
1b Healthy food
(£828k - £72k risk)
1c Staff Flu vaccinations
(£828k - £72k risk)
2a/b Identification &
treatment of sepsis
(£414k - £36k risk)
2c/d Antibiotic consumption
(£414k - £36k risk)
4 Mental Health
(£828k - £72k risk)
6 Advice and guidance
(£828k - £72k risk)
7 e-Referrals
(£828k - £72k risk)

8 Supporting proactive and
safe discharge
(£828k - £72k risk)

Details
September 2017 (M6) Status
• 5% point improvement in NHS annual staff Green - Internal action plan under way and on track - managed by
survey questions on MSK and stress.
Occupational Health. Some additional actions planned to raise staff
awareness of facilities available to them prior to publication of the staff
survey.
• Reduction in display and sale of unhealthy Amber - PHT-controlled areas – action plan under way with audits
foods for NHS staff, visitors and patients
planned, Non-PHT-controlled areas’ engagement is an emerging risk
Managed by Dietetics Department.
•

Improving the uptake of flu vaccinations
for front line clinical staff

Green - Internal action plan under way and on track - managed by
Occupational Health.

•

Timely identification & treatment of
patients with sepsis in emergency
departments and acute inpatient settings.

Amber - Internal action plan under way and on track - managed by
Nursing / Quality. Indicator 2b failed in Q1. Sepsis Group currently
devising remedial action plan to regain performance. Q2 remains a risk.

Clinical antibiotic review of patients with
sepsis
• Reduction in antibiotic consumption per
1,000 admissions
• Reduce regular attenders with mental
health needs who present to A&E

Green – Internal plan being managed by Infection Control Department.
Reinvestment agreement with CCG linked to the Local Antibiotic
Stewardship plan.

•

To set up and operate A&G services for
non-urgent GP referrals.

Green - Local Advice and Guidance plan agreed by CCG.

•

Expand e-Referrals to include all incoming Green - Local Advice and Guidance plan agreed by CCG.
referrals / specialties.

•

Increase proportion of emergencies
discharged to usual place of residence
39
within 7 days.

•

Green - Internal action plan under way and on track - managed by
Emergency Department.

Green - Local system collaboration and action plan agreed by CCG.
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Local CQUIN

Local and specialised CQUINs: used as an incentive to ensure providers of specialised services offer continuous improvement in line
with best practice, benchmarked utilisation, appropriate care and quality indicators.

September position

Effective – Local CQUIN

Summary of scheme status: Green £1,716k, Amber - £70k (£1,786 full year value).
CQUIN
Specialised 1 (£327k):
CA2 Standardised dose banding for
Chemotherapy.
Specialised 2 (£327k):
CA3 Palliative care shared decision
making.
Specialised 3 (£421k):
GE1 CUR software evaluation
project.

•

•

•

Details
Adoption of standardised doses for
Chemotherapy to reduce production costs and
safety incidents.

•
•

September 2017 (M6) Status
Green - Plan agreed with NHSE
Actions under way to achieve, monitored and
tracked internally.

Ensure effective and documented peer
discussion and patient involvement for patients
with low response to treatment.
Controlled 6-month evaluation of CUR bed
utilisation system alongside Trust Bed View
system.

•
•

Green - Plan agreed with NHSE
Trust-agreed actions under way to achieve,
monitored and tracked internally.

•

Green - Plan agreed with NHSE to complete 6
months data and review against other Trust system.
Q2 Staff risk mitigated. Other actions completed.
Report being finalised within due dates.
Green - Plan agreed with NHSE
Actions under way to achieve, monitored and
tracked internally.
Green - Plan agreed with NHSE
Actions under way, monitored internally using joint
steering group plan.
Green - Plan agreed with NHSE
Actions under way, monitored internally using
agreed joint steering group plan.

•

Specialised 4 (£327k):
GE3 Medicines Optimisation.

•

Adoption of best value medicines in Specialised
patients, and additional reporting.

•
•

Specialised 5 (£90k):
Dental managed clinical networks.

•

Attendance at Network meetings by clinical leads.

•
•

Specialised 6 (£90k):
Orthodontic outcome reporting.

•

Recording of PAR scores pre/post treatment &
performance reporting / review of improvement.

•
•

Specialised 7 (£70k):
Breast screening programme.

•

•
•

Specialised 8 (£70k):
Bowel screening programme.

•

Develop service improvement action plan with
commissioners, and implement under agreed
monitoring.
Develop service improvement action plan with
commissioners, and implement under agreed
monitoring.

Specialised 9 (£64k):
Armed Forces Covenant.

•

Embedding the Armed Forces Covenant to
improve access to elective services for Armed
40
Forces Personnel.

•
•

•
•

Amber - Awaiting NHSE agree to plan & report
Trust-agreed actions under way, internally monitored
using proposed plan.
Green - Plan agreed with NHSE
Trust-agreed actions under way, internally monitored
using proposed plan.
Green - Plan agreed with NHSE
Actions under way, monitored internally using
agreed joint steering group plan.
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Acute Kidney Injury (Contract & Quality Account)
September position
Acute Kidney Injury (AKI)
Target:
• 90% (on average each quarter) compliance with reporting the 4 mandated data sets on discharge summaries.
• Reduction in hospital acquired stage 3 AKI (reviewed 6 monthly) based on 2016/2017 data.

• The Trust achieved 91% compliance with the mandated items on the discharge summary in September, compared to 93% in August.
• The Trust is aiming to reduce the number of hospital acquired Stage 3 AKIs (AKI Alerts triggered ≥48 hours after admission); this will
be reviewed in October by comparing AKI episodes recorded during the 2016/17 financial year.

Effective – AKI

•

41

To make it easier to assess the severity of the
acute kidney injuries, they are categorised into
3 stages of alerts depending how much the
persons creatinine has increased from their
baseline level.
- Stage 1 Alert: An increase in a persons
creatinine that is 1.5 to 1.9 times higher than
their baseline. This is often called a “mild
AKI”.
- Stage 2 Alert: Same applies as for stage 1
but the increase for a stage 2 alert must be
2.0 to 2.9 times higher than the persons
baseline. Stage 2 AKI are more detrimental to
a persons health than a stage 1.
- Stage 3 Alert: The increase for a stage 3 alert
must be 3 times or more higher than the
persons baseline. Stage 3 alerts are the most
severe AKIs.
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Mortality indicators: HSMR and SHMI (Contract and Quality Account)
September position
Hospital Standardised Mortality Ratio (HSMR)
Target: To be within expected range.

• The updated Trust HSMR for the 12 months to June 2017 is 112.4; representing an
increase on the rate previously reported to May 2017 of 111.3. This sits within a
confidence interval of 107.6 – 117.4 and is statistically higher than expected.
• Both the weekday and weekend HSMR for emergency admissions are considered to
be higher that expected. The weekend / weekday split is based on the patient’s
admission date.

HSMR:
July 2016 - June 2017
HSMR: 112.4

HSMR: Emergency weekday and
weekend
June 2016 - May 2017
Weekday HSMR: 111.7
Weekend HSMR: 112.1

SHMI: April to March 2017
•
SHMI: 108.89 (within expected range)
•
Adjusted for palliative care: 112.12 (within expected range)
•
In-hospital deaths: 106.61 (within expected range)
•
HSMR for the same period: 113.87 (within expected range)

Summary Hospital-level Mortality Indicator (SHMI)

Effective - Mortality

Target: To be within expected range.

• The latest SHMI publication (April 2016 to March 2017) shows the Trust to have a
SHMI of 108.89, which is a decrease on the last reported figure of 110.02 for the 12months of January to December 2016. The Trust nationally published SHMI is
classified as ‘within expected range’.
• The specific “in-hospital deaths” within SHMI rests at 106.61, which again is a
decrease on the previous reported figure of 107.12.

Actions

• The Clinical Effectiveness and Mortality Steering Group has been split, with a
separate Mortality Review Group having been established. The factors contributing
to the increases continue to be investigated through this group.
• Feedback from recent coding audits has shown there to be no inconsistencies or
causes for concern.
• Work continues to establish whether HSMR includes the correct number of
‘expected’ deaths within its algorithm by investigating the coding of admission
source, comorbidities, palliative care and how these are processed by Dr Foster.
• A coding change to PAS will ensure the correct admission source is recorded
against all patients admitted from ED, circa 26,000 pa. These patients will now be
graded against a higher (corrected) mortality threshold.
• Although this coding change will not be seen until the report published in November
2017, following a meeting with Imperial, work has commenced to model the change
in 2017/18 with Dr Foster from manually correct information. 42
• A review of the delivery and recording of specialist palliative care across the Trust is
to be conducted.

Definitions:
HSMR:
The Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare
quality that measures whether the mortality rate at a hospital is higher or lower
would be expected. The national average is 100 and a score of below this
indicates less deaths than this average. HSMR covers 56 groups of diagnosis and
only relates to patients that have died whilst in hospital.
SHMI:
The Summary Hospital-level Mortality Indicator (SHMI) is a high level mortality
indicator that is published by the Department of Health on a quarterly basis. It
follows a similar principal than HSMR, however SHMI covers all diagnosis groups
and relates to all patients that have died (whether the patient died whilst in hospital
or not). It does not take account of deprivation.
SHMI adjusted for palliative care:
The variables used in the method to calculate the expected number of deaths
differ between the SHMI and the HSMR, for example, the HSMR includes an
adjustment for palliative care whereas the SHMI does not.
An adjustment/allowance is made to the indicator ‘SHMI adjusted for palliative
care’ to allow for the number of expected deaths where palliative care is coded.
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Dementia (Contract)

Dementia compliance

September position

July 2017

August 2017

September
2017

Step 1

69.8%

75%

70.7%

Step 2

100%

100%

100%

Step 3

100%

100%

100%

Step 1: Find, Assess, Investigate and refer*

Target: 90% on average over each quarter for the three steps.

• There has been a decrease in compliance with dementia screening in
September to 70.7%, compared to 75% in August (4.3% reduction).
• A total of 401 patients have been assessed, from a maximum of 567
eligible patients; similar in the number of patients requiring assessment for
the last 6 months.
• The concerns about the consistently low performance have, again, been
formally escalated to the Medical Director.

Caring – Dementia

• Performance data is sent monthly to the Chiefs of Service to instigate
actions to recover the position and the daily distribution lists for all
outstanding assessments is cascaded wider across the clinical leadership
teams.
• There are initial discussions with IT to determine if screening could be
included on the BedView System to aid compliance. This will take some
time to build into the system.

Step 2: Diagnostic assessment*

Target: 90% on average over each quarter for the three steps.

• 100% of all eligible patients (76 in total) received a diagnostic assessment.

Step 3: Referred for further diagnostic advice*

Target: 90% on average over each quarter for the three steps.

• The Electronic Discharge Summary (EDS) includes a mandatory field to
inform the GP of any patients who have had a positive diagnosis of
dementia in order that the GP can complete further investigations if
required. However, as EDS usage is currently variable across the CSCs, a
spread sheet is kept of all patients who have a positive diagnosis of
dementia to ensure a letter is generated and sent to the GP.
43

* Definition of steps:
Step 1 – Case finding:
•
The number of patients >75 admitted as an emergency who are reported as
having a known diagnosis of dementia or clinical diagnosis of delirium, or who
have been asked the dementia case finding question, excluding those for
whom the case finding question cannot be completed for clinical reasons (e.g.
coma).
Step 2 - Assessment:
•
Number of above patients reported as having had a diagnostic assessment
including investigations.
Step 3 – Onward referral – under development:
•
Numbers of above patients who have a plan of care on discharge that is
shared with general practice.
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Mixed Sex Accommodation (National)
Caring – Mixed Sex Accommodation

September position

Non-clinically justified single sex accommodation breaches
Target: 0 (zero)

• There have been no non-clinically justified mixed sex accommodation breaches in September.
• The Trust year-to-date position is 8 occasions of non-clinically justified single sex accommodation breaches affecting 62
patients. Therefore, a total of 62 breaches.

Clinically justified single sex accommodation breaches
Target: Monitoring and reporting

• There has been 1 (one) clinically justified breach in CDU in September.
• The Trust year-to-date total is 1 clinically justified single sex accommodation breaches.

Facilities single sex accommodation breaches
Target: Monitoring and reporting

• There have been 0 (zero) single sex accommodation breaches relating to facilities in September.
• The Trust year-to-date total is 0 (zero) single sex accommodation breaches relating to facilities.

Actions
• Ongoing observations of care and meetings with RHCU and Cardiac Day Unit staff regarding the use of screens and maintaining
privacy and dignity for patients.
• There have been a number of potential breach investigation panels relating to CDU and RHCU which have demonstrated
improvements in practice.
• Any potential Mixed Sex breaches are now formally raised by the Chair of the Site Operations meetings and recorded on daily
situation reports (Sitrep*) to increase awareness and ensure appropriate actions are taken to prevent breaches.
44

* Sitrep reports are reported nationally by all NHS organisations to indicate where there are pressures around the country.
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Complaints (Contract and National)
September position
Target: Monitoring and reporting

Responsive - Complaints

• A total of 45 complaints were
received in September, a
reduction from 57 received in
August.
• Reporting per 1,000 contacts
is one month arrears; data for
August equates to 0.68
compared to 0.51 in July.
• To date 12 complaints
received in August have been
responded to within the
expected timeframe (30
working days). 40 have
missed the expected
deadline; the Complaints
Team are working closely
with the CSCs involved to try
to expedite the investigations
and responses.

CSC

Aug- Sep17
17

CHAT

0

1

CSS

3

3

CORP

2

1

EMERGY

14

8

H&N

4

2

MED

8

7

MOPRS

3

1

MSK

7

4

RENTRA

2

0

S&C

9

13

W&C

5

5

TOTAL

57
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AUGUST 2017 UPDATE - Complaints
Sent within 30 working days

12

21%

Sent after 30 working days

5

9%

Ongoing past 30 working days

40

70%

Ongoing still on target

0

0%
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Complaints (Contract and National)

Responsive - Complaints

September position
Complaint
acknowledgment rate
(national requirement)

Complaints Subjects - September 2017
ACT

22

49%

5

11%

Target: Monitoring and reporting

ADT

Aspects of clinical treatment
Admission, discharge &
transfer

• 100% of complaints were
acknowledged within the 3
working day target.

CPWO

Communication

3

7%

AOS

Attitude of staff

6

13%

PCARE

Patient care

1

2%

TESTS

Test results

1

2%

Parliamentary Health
Service Ombudsman
(PHSO) (National
requirement)

EOLC

End of Life Care

2

5%

APDELO O/P Delays and cancellations

2

5%

POLICY Policy

2

4%

APDELI

1

2%

Target: Monitoring and reporting

• The Trust received no new
notifications from the
PHSO during September.

Plaudits
Target: Monitoring and reporting

• The Trust received 540
messages of appreciation
during September.
Total
rec'd

Under
review

Upheld

Part
upheld

2014-15

16

0

3

9

4

2015-16

14

0

0

2

12

2016-17

13

3

0

2

8

2017-18

10

9

0

0

1

PHSO

Not
upheld
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I/P Delays and cancellations
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Complaints, PALS (Contract)
September position
PALS contacts
Target: Monitoring and reporting

• 396 contacts were handled by PALS in September, a slight
decrease from 405 in August.

Responsive– Complaints

Types of contacts (concerns)
• 134 contacts involved concerns about care and treatment.
340 (86%) of all contacts were resolved within 5 working
days.

Types of contacts (other)
• 262 of contacts related various elements including providing
signposting or advice to visitors and support to the Overseas,
Patient Services and Health Information.

PALS conversion to complaints
Target: Monitoring and reporting

• 5 cases were converted to a formal complaint.

Trust-wide themes
• Common themes through complaints and PALS include
delays in treatment (Cardiology, Imaging, ENT and Fracture
Clinic).
Sept - Trust wide themes
Aspects of Clinical Treatment
Communication
Outpatient Delays & Cancellations
Attitude of staff
Admission, discharge & transfer

Complaints
22
3
2
6
5

PALS
36
41
22
13
2

Total
58
44
24
19
7
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Patient Moves and Outliers
September position

Responsive – Patient Moves

Target: <3 non-clinical moves after 2100

• The Trust was able to de-escalate to *OPEL 1 on 2
occasions; the first time in approximately 2 years. There
were only 6 occasions when the escalation status was
OPEL 4 which is the lowest number for this calendar year.
• The new medical model was introduced on the 4th
September 2017 which now ensures a senior consultant
physician review of patients until 22.00, 7 days a week.
• The number of patient moves decreased as a result of
improved flow.
• The reconfiguration of the medical and surgical bed base
has created a joint surgical/medical ward for predominately
urology and vascular patients. This has given 18 beds to
medicine and reduces the surgical footprint by 18. The 18
medical beds are regarded as a medical base ward and this
has assisted with the reduction in patient moves.
• Medical patients placed in renal beds are now looked after
by the renal teams and are not classed as outliers.
• Further plans to realign the MOPRS bed base for quarters 3
and 4 will be implemented in mid October; which should
further reduce outlying and patient moves.
Patient moves
2100 - 0000
Month
Average
No.
per day

0001 - 0700
Average
No.
per day

Sep. ‘17

121

4.5

96

3.6

Aug. ‘17

158

5.3

131

4.4

July ‘17

174

5.6

154

5.0

June ‘17

235

7.8

140

4.7

May ‘17

201

6.5

141

4.5

April ‘17

230

7.7

89

3.0

Medical patient outliers
Average
Month
No.
per day
Sep. ‘17

2,221

74

Aug. ‘17

2,594

84

July ‘17

2,538

82

June ‘17

2,382

79

May ’17

2,708

87

April ‘17

2,863

95
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Operational Pressures Escalation Level (OPEL)
OPEL 1 (Green)
The local health and social care system capacity is such that organisations are able to maintain patient flow and are able to
meet anticipated demand within available resources. Additional support is not anticipated.
OPEL 2 (Amber)
The local health and social care system is starting to show signs of pressure. The Local A&E Delivery Board will be required to
take focused actions in organisations showing pressure to mitigate the need for further escalation. Any additional support
requirements should also be agreed locally if needed.
OPEL 3 (Red)
The local health and social care system is experiencing major pressures compromising patient flow and continues to increase.
Actions taken in OPEL 2 have not succeeded in returning the system to OPEL 1. Further urgent actions are now required
across the system by all A&E Delivery Board partners, and increased external support may be required.
OPEL 4 (Black)
Pressure in the local health and social care system continues to escalate leaving organisations unable to deliver
comprehensive care. There is increased potential for patient care and safety to be compromised. Decisive action must be taken
by the Local A&E Delivery Board to recover capacity and ensure patient safety. All available local escalation actions taken,
external extensive support and intervention required. Where multiple systems in different parts of the country are declaring
OPEL 4 for sustained periods of time and there is an impact across local and regional boundaries, national action may be
considered.
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Well-Led – Friends and Family

Friends and Family Test (FFT) (National)

National
data

Trust data
Inpatient and day cases
• 96.3% recommend.
• 0.5% not recommend.
• 30% response rate against
national average of 26.4%

Emergency Department
• 94.7% recommend.
• 2.2% not recommend.
• 10.6% response rate against
national average of 13.6%.

Outpatient Departments
• 94% recommend.
• 1.6% not recommend.
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Maternity Services
• 99.6% recommend.
• 0.4% not recommend.
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Friends and Family Test (FFT): Increasing response rate in Inpatient areas and ED (National)
Well-Led – Friends and Family

September position

Friends and Family Response rates

Target: Inpatient response rate target to be similar or above national
average but not fall below 15%. ED response rate target to be 15% or
statistically significant response rate

Total response rate

(responses / eligible patients)

Month

• The In-patient response rate remains above the national
average of 25.8% at 30.2% in September. This means over
2,400 patients have taken the time to provide feedback.

ED

Trust
Sept ‘17

• The Emergency Departments response rate decreased
further to 10.7% in September, lower than the national
average of 13.6% in August and below the required 15%
contracted target. The review of trust’s with the highest
response rates has established that text messaging is the
primary source of feedback. The Trust has re-designed the
specification for a service provider and is out to tender.

August
‘17
July ‘17

In-patient

Target: 15%

Target: not fall below 15%

National
average

10.7%

-

11.7%

13.6%

11.3%

12.8%

1066/9994
1173/10026
1128/10851

Trust

National
average

30.2%

-

30.3%

25.8%

32.4%

25.6%

2409/7975
2436/8042
2644/8165

Outpatient Department (OPD)

• There was an decrease in the number of responses seen in
September, with the positive response rate remaining
consistent at 94%.
Inpatient responses against national average

Actions and progress to date

• Overall review and refresh via clinical leaders for all services.
• Delivery of focused support to day case areas.

50

Emergency Department responses against
national average
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Friends and Family Test Improving positive responses in ED,
In-patient areas and maternity(National)
Well-Led – Friends and Family

September position

Improving positive responses
Emergency Department:
• The reported satisfaction rate of 94.5% continues
to exceed the national benchmark of 87% in
August, demonstrating a significantly higher
patient satisfaction.
• The number of patients who would not
recommend the Emergency Department has
increased to 2.2% in August. This remains
significantly better than the national average of
7% in August.

In-patient areas:
• The reported satisfaction rate has remained
consistent at 96.3% when compared to August.
This is above the national average of 96% in
August.
• The number of patients who would not
recommend In-patient areas has decreased
slightly to 0.5%. This is below the national
average of 2% in August.

Maternity:
• The number of patients who would recommend
Maternity has increased to 99.6%. This remains
consistently high against the national benchmark
of 96%.
• The percentage not recommend will continue to
be monitored.

Emergency Department - Improving positive
responses
% recommend
% not recommend
(positive)
(negative)
Month
National
National
Trust
Trust
average
average
Sept ‘17

94.5%

-

2.2%

-

August ‘17

95.3%

87%

1.7%

7%

July ‘17

94.7%

86%

1.8%

8%
Emergency Department satisfaction against
national average

In-patient - Improving positive responses
% recommend
(positive)
National
Trust
average

Month

% not recommend
(negative)
National
Trust
average

Sept ‘17

96.3%

-

0.5%

-

August ‘17

96.9%

96%

0.6%

2%

July ‘17

96.7%

96%

0.6%

2%

Maternity - Improving positive responses
% not
% recommend
Month
recommend
(positive)
(negative)
Sept ‘17

99.6%

0.4%

August ‘17

99.5%

0.5%

July ‘17

98.6%

1.4%
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Inpatient satisfaction against national average
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Friends and Family Test – Maternity (National)
September position
Target: Response rate for question 2 to be similar or above the national average but not fall below 15%.

Well-led – Friends and Family

• Women are asked to complete a Friends and Family form at four points of contact and
respond to four specific questions.
• The national benchmark and; therefore, contract requirement is based on question 2. The
response rate has increased to 24.3 % from 22.1% in August. The rate is above the
National Average of 15% and remains consistently high in comparison to national average.

Actions and progress to date:
• Maternity Services relaunched the completion of the forms to increase the overall response
rate which has shown an increase 15% in September. This was actioned through
discussion to staff by the senior team, safety huddles and ward leads highlighting the
importance of completion.

Response themes: The majority of responses are positive.
Positive comments:
Reassuring staff kind and caring. We can not fault any of our maternity care.100% perfect. A
well run passionate unit and a credit to the NHS. I have had wonderful breast feeding support.
I was given lots of help and advice with breastfeeding.

Negative comments:
• Waiting times for doctors to discharge is too long especially on the postnatal ward - This
has been fed back to the Clinical Director for obstetrics and Lead Midwife for the postnatal
ward.
• Dietary requirements hard to be met as no vegan options - This was followed up with
Carillion housekeeping staff. The Trust offers a variety of specialised menu requirements
including vegan. This has been escalated to staff to ensure women are fully informed of
their menu choices.
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Maternity Friends and Family response rates
July 2017

August
2017

Sept 2017

1.

6.3%

3.3%

8.9%

2.

21.5%

22.1%

24.3%

3.

23.4%

15.9%

16.9%

4.

11.9%

10.8%

10.6%

Rate

15.4%

12.9%

15.0%

Q.

Maternity Friends and Family questions
Q1.

Antenatal care
community based care up to 36 weeks).

Q2.

Intrapartum labour care.

Q3.

Immediate postnatal care.

Q4.

Postnatal care up to discharge to Health
Visitors.
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Responsive – Operational Overview

Performance Against NHSi Accountability Framework September 2017
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Responsive – Operational Overview

RTT & Cancer Forecast September and October
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QAH Hospital

Responsive – Unscheduled Care

Unscheduled Performance Against Key Indicators - September
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Exception Report : A&E waiting time standard performance
Responsive – Unscheduled Care

September performance against the 4-hour A&E and 12 hr Trolley
Wait standards.
• 4 hr standard performance was 77.09% (73.95% last month)
• There were 32 breaches of the 12 hr Trolley Wait Standard.
• Graph 2 shows daily A&E performance for September

Contributing factors
•

•
•
•
•
•
•
•
•

QA type 1 attendances 306 per day and consistent with September last
year. The conversion rate to admission increased to 31.6% (31% last mth)
Bed occupancy was 96.0% (maximum of 99.7%)
Delayed transfers of care were 8.4%
There were an average of 242 patients medically fit for discharge
compared to 214 last September.:
2 x Internal critical incidents
Long waits to be seen at night in ED
Periods of poor flow and ED overcrowding
PHT bed de escalation programme behind trajectory;
MFFD trajectory behind schedule

Actions and progress to date

• The beginning of the month was particularly challenging with 2 internal
critical incidents being declared, one has a result of a flood and the other
due to extreme operational pressures over a 48 hour period between 10 –
12 September. A inter-hospital divert was agreed on both occasions and
unfortunately there were 32 breaches of the 12 hour trolley wait standard.
• However, following the second incident, the Trust was able to de-escalate
to Opel 1 on 2 occasions which was the fist time in approximately 2 years.
There were only 6 occasions when the escalation status was OPEL 4
which is the lowest number for the entire calendar year.
• The number of patient moves decreased as a result of improved
56 flow.
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Responsive – Unscheduled Care

Exception Report : A&E waiting time standard performance
(continued)
Actions and progress to date continued

• The reconfiguration of the medical and surgical bed base has created a joint surgical/medical ward for predominately urology and
vascular patients. This has given 18 beds to medicine and reduces the surgical footprint by 18. The 18 medical beds are regarded
as a medical base ward and this has assisted with the reduction in patient moves and patients who are classified as outliers.
• Medical patients placed in renal beds are now looked after by the renal teams and are not classed as outliers.

Actions leading to improved position
•
•
•
•
•
•
•
•
•
•
•
•
•

0 use of 1 Up beds
CDU closed for 8 consecutive nights
RDU only used for renal escalation
Additional capacity for MOPRs to be created by reducing elective orthopaedics
Create a frailty unit on G4
Trust Red2Green Campaign relaunched on 10/10
Additional CT scanning proposal to be agreed
Hospitals will reflect a full range of experience for patients and staff from the QOC, to timeliness, experience and outcomes
Achieve zero 12 hour DTA breaches for October
Working to zero tolerance of 12 hour waits in ED
Zero tolerance approach to holding ambulances
Reduction in outlying of patients
Reduce/Close all escalation areas
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Exception Report: Referral to Treatment (RTT)
September Performance against Incomplete RTT standard
•
•
•
•
•

Performance 90.82% (standard & improvement trajectory 92%)
Total number of patients waiting increased to 30,978
Numbers waiting more than 18 weeks increased by 123 to 2,843
10 more patients waiting more than 35 wks.
1 breach of the 52 wk. maximum wait standard.

Contributing factors
• General surgery and orthopaedics performance improved and better
than trajectory. Urology small deterioration but better than trajectory.
• Gastroenterology and cardiology positions maintained.
• Other specialities who are achieving standard performance has
deteriorated compared to last month leading to overall performance
deterioration of 0.3%

Responsive - RTT

Actions, progress to date and risks
• Speciality level action plans and options to recover performance have
been developed including impact of winter planning this will be
presented to board for agreement of final plan
• Gastroenterology, endoscopy at Gosport suspended and will not be
operational until end of October due to air filtration issues.
• Improvements to diagnostic reporting waits in radiology delivered
through outsourcing and additional clinical sessions.
• Cardiology refurbishment of catheter labs leading to increased
demand for cardiac CT which is greater than capacity. Continued use
of cardiac day unit overnight limits effective use of functioning
laboratory.
• Financial cost of outsourcing and waiting list initiatives, all are being
reviewed with a view to reducing and managing patients within the
Trust and part of overall recovery plan.
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Patients waiting longer than clinically determined date to be
seen for an outpatient follow-up
Patients waiting longer than clinically appropriate date to be seen
Continued reduction in the number of patients waiting more than 4 months past
clinically appropriate date to be seen ( 6,527 a reduction of 1,051 since May)
No patients waiting more than 2 yrs to be seen and a reduction of 57 in the
patients waiting more than a year.

Responsive - RTT

Contributing factors
• Capacity constraints and the need to balance this between new, urgent and
cancer patients as well as patients who have had treatment or who require
further monitoring.
• Changing clinical management of frequency of review of patients not
consistently applied to existing patients, e.g. extending to 1yr, 2yr 5yr review
• Patient compliance (cancellation and DNA)
• Administrative shortfall has meant that validation routines have not been
rigorously applied.

Actions, progress to date and minimising risk of harm
• Clinical harm review process has been developed supported by NHSI and
has commenced.
• NHSI undertaking a review of gastroenterology pathways and processes
against best practice guidance.
• Management and administration team in gastroenterology has been
strengthened.

Gastroenterology
• 721 patients have been clinically validated (in addition to administrative
validation)
• 186 patients (26%) have been discharged
• 315 (44%) review frequency extended as per best practice guidance
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• 36 patients have been booked to urgent appointments
• 153 patients (21%) require routine follow-up.
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Exception Report: Diagnostic 6 wk. referral to test standard
September performance against the 6 wk. diagnostic standard
Trust performance was 99.12% against the 99% diagnostic standard and
improvement trajectory of 99.1%. There were 56 breaches of the
standard.

Contributing factors

• No breaches of the standard in audiology
• CT 24 and MRI 8 breaches due to capacity and cancellation of
outpatient diagnostics to support discharge of non-elective inpatients.
• Capacity shortfall for Non-obstetric ultrasound (14 breaches) and
endoscopy (10 breaches)

Responsive - RTT

Actions and progress to date

• Continued detailed management of patients to reduce risk of month end
breaches, supplemented by additional clinical capacity and outsourcing
of diagnostics and reporting where appropriate.
• Clinical support Services are developing a recovery plan and
improvement trajectory to move back to sustainable delivery of the
standard.

Risks

• Continued reliance on locum capacity to fill clinical gaps and therefore
unstable and unsecure workforce.
• Financial impact of use of locums and national clinical shortfall leading
to inability to recruit substantively.
• Histological clinical shortfall and inability to recruit substantively, with
medium term planned sickness leading to reporting delays.
• Demand greater than capacity for non-obstetric ultrasound and cardiac
CT means performance continues to be a risk.
• Cancellation of outpatient diagnostics to progress discharge of
emergency inpatients.
• Endoscopy at Gosport has been suspended due to a problem with the
air filters, staff repatriated but overall capacity reduced in the interim.
Service should be operational again by end of October.
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Responsive – Cancelled operations

Exception Report: Cancelled Operations 28 day Guarantee
September Performance Cancelled Operations 28 day
Guarantee
• There were 4 urgent operations cancelled in September all
patients have now been treated, and none of these patients
were cancelled for a second time
• 1 urology due to bed availability
• 1 surgery due to ICU/HDU bed availability and 1 due to list overrun
• 1 breast due to equipment failure / availability.
• All patients have now been treated.
• There were no breaches of the 28 day zero tolerance standard.
• 54 patients in total were cancelled on the day for non-clinical
reasons in September. Of these 37% were due to bed
availability and 35% due to list over-runs.

Contributing factors
• Careful management of the elective programme reduced the
number of patients cancelled on the day.
• The Trust declared an internal incidents during September which
increased the number of cancellations due to bed availability.

Actions, progress to date and risks
• Patients previously cancelled and subject to the 28 day standard
are monitored at the weekly assurance meeting.
• All patients with new dates close to breach date have
contingency plans in place to reduce risk of a second
cancellation.
• The reduction in elective orthopaedic beds to support
unscheduled care means that if patients are cancelled it will be
very difficult to rebook them in 28 days as the bed base is
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reduced.
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Responsive - Cancer

Exception report: Cancer Standards (provisional position)

September provisional performance against national cancer standards and contributing factors ( national reporting

deadline 3rd November 2017 performance subject to change including additional shared breaches until submission deadline)
•
The Trust is currently forecasting achievement 7 of the 8 key national standards, provisionally 62 day first definitive treatment has
not been achieved, however validation is not completed and performance is expected to improve once all treatments are recorded
and breaches validated but this is unlikely to improve sufficiently to achieve the standard.
•
There are provisionally 6 patients who were treated in excess of 104 days (5.5 attributable to the Trust)
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Exception report: Cancer Standards continued
September Performance 62 day first definitive treatment
against recovery trajectory (standard 85% trajectory 85%)
September provisional performance 77.9% and not achieved. Validation is
on-going and breach sharing guidance has not yet been applied.

Responsive - Cancer

Actions and progress to date
• The cancer recovery plan and trajectory is being reviewed including
detailed stock-take of current actions, performance, backlog and
additional capacity. With focus on clearing backlog in September and
October to move back to sustainable delivery from November.
• Focus on progressing treatment of patients who have breached the
standard with 27.5 breached patients treated compared to an average
of 24.
• Weekly review of patients 14 days to breach on an individual basis to
ensure treatment plan in place and delays mitigated, with root cause
analysis of 104 day breaches.
• Additional diagnostic and theatre capacity for urology patients planed
for September and October.
• Streamlining of the diagnostic pathway for lower GI patients is
progressing

On-going Risks
• Diagnostic delays in lower GI and urology have impacted on the 62 day
standard, this is improving in lower GI but remains a concern in urology
and patients are being treated in excess of 62 days and this is expected
to continue into October as the backlog of breached patients is treated.
• Locum shortfall for lower GI both surgical and radiologist this is
impacting on capacity and therefore performance against standard,
work ongoing to address.
• Histopathology shortfall means that if multiple or late diagnostics are
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required the turnaround time for results is not fast enough to recover
the lost time in pathway.
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Exception report: Cancer Standards continued 104 day
maximum wait for treatment provisional
Contributing factors and actions taken

• Provisionally 6 patients treated in excess of
104 days. ( 5.5 of these would be attributable
to the trust)

Responsive - Cancer

• 1 lower GI patient - treated at 157 days,
complex pathway with multiple diagnostics and
delay in CT reporting, also referred to another
Trust before being referred back for treatment.
• 5 urology patients
 1 patient treated at 139 days, CT scan reported
at day 56, inadequate capacity.
 1 treated at 112 days delay for fusion biopsy
due to capacity which has now been
increased.
 1 treated at 134 days (shared breach due to
late referral at day 83) complex social issues
made patient contact difficult.
 1 treated at 144 days, delay in diagnostics due
to patient DNA and capacity.
 1 treated at 110 days capacity for outpatient
diagnostics and then for elective treatment
contributed to the delay.
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Exception Report: Stroke Contract Service Standards

Responsive – Stroke Care

August Provisional Performance against key Sentinel Stroke National
Audit Programme (SSNAP) using DIY analysis toolkit: Reported in
arrears
• The Trust has provisionally achieved 9 of the 13 key measures for August (see
table) based on 61 cases (clock starts)
• Scan within 1hr: not achieved, 26.27% (standard 48%)
• Direct Admission to Stroke Unit: not achieved but improved at 40% (standard
90%)
• Swallow screen ≤ 4hrs: not achieved but improved at 76.7% (target 85%)
• Speech and language assessment within 72hrs: not achieved 47.1% (standard
90%)

Contributing factors
• On-going unscheduled care pressures continue to have a direct impact on the
ability to ring-fence beds for acute Stroke patients and directly transfer patients
from the Emergency Department to Stroke Unit within the 4hr target.
• Gaps within Stroke Specialist Nurse team remain, impacting on ability to
undertake early assessments and diagnosis of patients.
• Significant shortfall of Speech and Language Therapist (SLT) resource across
the pathway continues to impact on performance and patient outcomes.

Actions and progress to date
• On-going analysis to investigate reasons for scanning delays and ways to
improve direct admission performance.
• Investigating funding options for additional Locum support for SLT assessments.
• Specialty Doctor post agreed by WCP and recruitment progressing.
• B6 secondment opportunity to Stroke Specialist Nurse team has been appointed
to and will commence in post mid November.
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Finance : Overview at Month 6 2017-18
R

Finance and Use of Resources Metric
Liquidity
Year to Date
Year End Forecast

4
4

Capital
Servicing
4
3

Overall
4
3

The Finance and Use of Resources Metric came into
effect from November 2016 and adds 3 further metrics
to Monitor's Continuity of Services Risk Rating. The
Trust’s overall rating at the end of the month is a ‘4’, as
is the end of year forecast a '3' (1 is the best on a scale
of 1 to 4). These metrics reflect the current liquidity
issues the Trust is facing.
NB - the best overall use of resources score that a
Trust scoring 4 on any individual metric can obtain is a
3.

R

Income

Enablers - Finance

In Month £k
Year to Date £k

Plan

Actual

Variance

(45,819)
(276,618)

(44,379)
(268,074)

(1,440)
(8,544)

The Trust is reporting an adverse variance against plan
year to date of £8.5m against all forms of income. The
key components of this underperformance are SLA
(clinical contractual) income (£5.5m) and Sustainability
and Transformation Funding (£3.0m). The SLA income
variance is partially offset by planning reserves
established to mitigate risk associated with growth
assumptions contained within the income plan. The
income position does assume Commissioner funding
for the Frailty Intervention Team (£0.48m).

R

Cost Improvement Plans
Year to Date £k

Plan

Actual

Variance

10,032

8,747

(1,285)

The CIP challenge for 17/18 is significant and the Trust is
approaching this through a system wide approach to
improvement with partners across the health system, though
there remains a significant risk to the delivery of the programme
in full at this time. The detailed programme of work to produce a
revised financial plan and detailed forecast for the remainder of
17/18 includes a full review of savings plans and delivery and
risk management arrangements. There remains a significant
gap in terms of the realistic case against the CIP target for the
year. The Trust response to this risk assessment has been set
out in full within the revised plan presented to the Trust Board in
October and will be presented to the Regulator in early
November.

R

(Surplus)/Deficit

In Month £k
Year to Date £k

Plan
1,116
6,848

Actual
3,613
15,966

Variance
(2,497)
(9,118)

The internal financial variance (i.e. pre-STF) for M6 was £1.6m
adverse. STF funding is reliant on achievement of quarterly financial
control totals and the Month 6 STF allocation of £0.9m has not been
accrued. This results in a total adverse variance to plan of £2.5m for
M6. The internal financial variance YTD is now £6.1m and the total
STF allocation not achieved is now £3.0m resulting in a total variance
to plan of £9.1m YTD. The year to date position does include £1.7m of
STF income achieved in previous months which has now been
received. The M6 position was £0.2m adverse to the recovery plan
figure expected for the month (a £3.4m deficit). This was mainly
attributed to additional medical staffing in urgent care and MOPRS.
The Trust has completed a review of the baseline position and is
deciding upon final signicant actions ahead of reporting back to the
Regulator in early November.

R

Operating Expenditure

In Month £k
Year to Date £k

Plan

Actual

Variance

43,782
264,405

44,834
264,952

(1,052)
(546)

Pay expenditure was £8.2m adverse to plan year to date. The pay
overspend links to a continued reliance on premium rate medical
staff costs in both unscheduled and scheduled care to maintain
capacity and safety. The Trust continued to use an exceptional
level of medical and nursing agency staff in September as that
seen in August. This conflicts with the original plan profiling
assumptions which were based on material reductions in premium
rate costs by this point in the financial year. The Non-pay
expenditure position is favourable to plan by £7.6m, this includes a
favourable reserve provision for cost/income pressures of £8.9m
which contributes to offsetting the adverse income position, and
for drug budgets of £0.4m. Outsourcing commitments to non-NHS
providers exceeded planning assumptions by £2.1m in the year to
date.

R

Pay bill
Year to Date £k
Substantive
Bank
Agency

Plan

Actual

Variance

135,461
8,370
6,068
149,899

138,071
9,704
10,299
158,074

(2,610)
(1,334)
(4,231)
(8,175)

The 2017-18 plan submitted to the Regulator included detailed
workforce expenditure commitments for both substantive and
temporary workforce costs. The plan reflected a moderate
increase in the size of the substantive workforce in the course of
the year. This was offset by a more substantial reduction in the
use of temporary workforce costs, in particular high cost agencies
and premium rate internal locum costs. On-going unscheduled
care pressures and the costs of maintaining high levels of extra
capacity with safe staffing levels including through material
premium rate costs means that
66 the paybill is continuing to exceed
planned levels and is placing a material pressure on the Trust’s
financial position.

A

Cash

Year to Date £k
Year End Forecast £k

Plan
3,099
1,000

Actual /
Forecast
5,093
1,000

Variance
1,994
0

The cash balance at 30th September includes £3.1m of
the £4.1m capital cash carried forward from 2016/17. The
target cash balance was therefore £4.1m compared to the
plan balance of £3.1m. A sum of £1.0m of the capital carry
forward has now been spent.
The Trust has submitted a request for interim financial
support. It received a sum of £5.0m in October. A further
sum of £5.8m for November has been requested as per
the mandate request to the Board in September. The
Trust continues to maintain a dialogue with NHSI
regarding its cash position.

G

Capital

Year to Date £k
Year End Forecast £k

Plan

Actual /
Forecast

Variance

1,752
14,164

4,680
15,019

(2,928)
(855)

The Trust has spent £4.7m of capital YTD. NHSI
approved carry forward of unspent CRL into 2017/18
and this is reflected in the Capital Resource Limit. The
Trust continues to seek a resolution to the confirmed
CRL position and we have recorded our dispute in
relation to this within/alongside our planning
submissions.
The forecast variance to plan of £0.9m relates to the
A&E Streaming project (DH approved the PDC for this
in July). The Board approved the capital programme in
September.

R

Agency Cap
Year to Date £k

Ceiling

Actual

Variance

7,694

10,299

(2,605)

The Trusts external reporting includes the monitoring of
its agency staffing as a component part of temporary
workforce costs. This covers in month costs and
performance against agency caps. The rules require
compliance against a ceiling set for total agency
expenditure, the use of approved frameworks to
procure all agency staff at rates set at or below the
capped rates. Trust plans to reduce premium rate
agency spend will be set out in the revised plan to be
presented to the Board in October, this includes
ambitious plans to reduce agency costs by up to £1m a
month.
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Progress report: (Surplus)/Deficit
Finance Report Month 6 2017/18

R

(Surplus)/Deficit

The key factors contributing to the deficit are covered in the relevant individual slides of the report. The Trust is planning to strengthen capacity and capability
for delivery. The Trust is commissioning a piece of work to review the baseline position and will decide upon signicant actions ahead of reporting back to the
Regulator in November. An exercise to revise the financial plan and present a detailed forecast to the Board is the first phase of a longer term plan to build a
robust strategy for improvement and recovery which commenced in October and is due for completion by the end of the financial year.
In Month

Plan
£k

Enablers - Finance

Surplus deficit - pre application of STF
STF allocation
Net (Surplus)/Deficit

In Month
Income

Actual
£k

Variance
£k

2,011

3,611

(895)

2

1,116

3,613

Actual

Variance

£k

£k

£k

(44,379)

24,958

26,947

Non-Pay

18,824

17,887

EBITDA *

(2,037)

455

4.4

-1.0

Pay

EBITDA %
Profit / Loss on Disposal of Fixed Assets
Interest Payable
Interest Receivable

-

(4)

1,546

1,544

(3)

(2)

1,512

1,524

(25)

(39)

-

-

182

182

1,175

3,660

(59)

(47)

-

-

1,116

3,613

Surplus %
-2.4
* EBITDA Earnings before Interest Taxation Depreciation and Amortisation

-8.1

Depreciation
Adjustment for donated asset income
Impairments
Public Dividend Capital
Net (Surplus) / Deficit
Technical adjustment - donated assets
Technical adjustment - IFRIC 12
Perform ance against Control Total

Plan
£k

(1,600) Surplus deficit - pre application of STF
(897) STF allocation
(2,497) (Surplus)/Deficit

Plan
(45,819)

Year to date

Year to date

(1,440) Income
(1,989) Pay
937 Non-Pay
(2,492) EBITDA *
EBITDA %
4 Profit / Loss on Disposal of Fixed Assets
2 Interest Payable
(1) Interest Receivable
(12) Depreciation
14 Adjustment for donated asset income
- Impairments
(0) Public Dividend Capital
(2,485) Net (Surplus) / Deficit
(12) Technical adjustment - donated income

- Technical adjustment - IFRIC 12
(2,497) Perform ance against Control Total

67

Surplus %

Forecast
£k

Variance
£k

11,549

17,678

(4,701)

(1,712)

6,848

15,966

(6,129)
(2,989)
(9,118)

Plan

Actual

Variance

£k

£k

£k

(276,618)

(268,074)

(8,544)

149,899

158,074

(8,175)

114,506

106,878

7,629

(12,213)

(3,122)

(9,090)

4.4

1.2

-

(13)

13

9,416

9,423

(7)

(19)

(16)

(3)

9,075

9,113

(38)

(150)

(123)

(27)

-

-

-

1,093

1,093

(0)

7,203

16,356

(9,153)

(354)

(390)

35

-

-

-

6,848

15,966

(9,118)

-2.5

-6.0
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Progress Report: Income
Finance Report Month 6 2017/18

Income

R

The clinical income variance year to date is behind plan by £5.5m. There are several key factors contributing to this. The AIC contract has an overperformance
against plan of £2.2m (comprising drugs exclusions of £0.7m, over performance on non-elective activity of £0.9m in Q1 and an overperformance on elective activity
of £0.6m in Q1). Of these factors only the drugs exclusions remain in the forecast outturn as a potential claim upon the the AIC contract Risk Pool at this time. The
NHSE Specialised services PbR contract of has an over performance of £2.0m. An adverse variance of £8.0m exists that covers the NHSI plan which was set with
STP growth and demand, before 3 CCG QIPP taken into account (This accounts for £3.1m of the adverse variance). This adverse variance is materially offset by
reserves within non pay provided to undertake growth in activity.
In Month

Enablers - Finance

Total Income

Plan
£k
(45,819)

Actual
£k
(44,379)

Variance
£k
(1,440)

Year To Date

Total Income

Plan
£k
(276,618)

Forecast
£k
(268,074)

Variance
£k
(8,544)

On the basis that the Trust has not performed within the monthly financial plan for September it has not assumed any eligibility to the total Sustainability and
Transformation funding allocation in month of £0.895m. Missing the 70% element attributable to purely the financial target means that the Trust was not able to
access the 15% of the total linked to the front door streaming services of patients in A&E and further the 15% linked to achieving a 90% average A&E performance
for 4 hour waits. Securing STF income is dependent on achieving each quarterly financial control total as set out in the financial plan, as part of the overall annual
control total specified by NHS Improvement. The Trust is engaging with NHSI in relation to the development of plans and improvement trajectories to achieve
sustainability and STF income assumptions going forward will be determined through this process.
In Month

Plan
£k

Actual
£k

Year to Date

Variance
£k

Incom e
SLA income

(39,732)

(582)

Private Patients

(328)

(311)

(16)

Private Patients

RTA / Overseas

(61)

(58)

(2)

Other income for patient care

(90)

(90)

1

(40,792)

(40,192)

(600)

Education, Training and Research

(1,594)

(1,599)

4

Income Generation

(1,045)

(1,143)

97

Non patient care services to other bodies
Rental income from operating leases
Other Income
STF
Other Operating Incom e
Total Incom e

Forecast
£k

Variance
£k

Incom e
(40,314)

Incom e For Patient Care

Plan
£k

SLA income - CCG

(244,521)

(239,059)

(5,462)

(1,966)

(1,808)

(158)

RTA / Overseas

(364)

(503)

140

Other income for patient care

(540)

(549)

10

(247,390)

(241,920)

(5,470)

Education, Training and Research

(9,504)

(9,513)

9

Income Generation
Non patient care services to other
bodies

(6,019)

(5,871)

(148)

Incom e For Patient Care

(57)

(23)

(35)

(145)

(140)

(5)

(1,290)

(1,284)

(5)

(895)

2

(897)

(5,027)

(4,187)

(840)

Other Operating Incom e

(45,819)

(44,379)

(1,440)

68

(415)

(360)

(55)

(897)

(885)

(12)

Other Income

(7,692)

(7,814)

122

STF

(4,701)

(1,712)

(2,989)

(29,228)

(26,154)

(3,073)

(276,618)

(268,074)

(8,544)

Rental income from operating leases

Total Incom e
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Progress Report: Operational expenditure
Finance Report Month 6 2017/18

R

Operating Expenditure

The pay overspend year to date is £8.2m adverse to plan. There is a continued reliance on premium rate medical staff costs in unscheduled and scheduled care to
maintain capacity and quality. This continues to be evident in the use of escalation capacity in medical and nursing staff. This covers additional bed capacity provided in
numbers of established wards (£1.9m adverse variance), ward E4 (£0.24m adverse variance) and in external capacity in unfunded further assessment beds (£0.26m
adverse variance). The Trust continued to use a heighthened level of premium rate agency nursing staff (£0.36m adverse variance) in September as it has done year to
date (£1.65m) Planning assumptions, as indicated by the pay savings target (£5.5m adverse variance) were that a reliance on premium rate pay commitments was
expected to reduce. Further improvements to the control environment relating to pay expenditure have been introduced across the Trust and will continue to be developed
in line with the output of a detailed programme of work. Non-pay is favourable to plan by £7.6m, this includes a favourable net reserve provision for cost pressures of
£8.9m and for drug budgets of £0.4m. Outsourcing commitments to non-NHS providers exceeded planning assumptions by £2.1m, mainly effecting Orthopaedics (£1.3m
adverse variance) and Gastro (£0.6m adverse variance). Both services have identified a sustained reliance on additional capacity to maintain RTT performance.
In Month

Enablers - Finance

Pay
Non Pay
Operational Costs

Plan
£k
24,958
18,824
43,782

Actual
£k
26,947
17,887
44,834

Plan
£k

Actual
£k

Variance
£k
(1,989)
937
(1,052)

In Month

Pay
Medical and Dental
Nursing & Midw ifery
Scientific
Administrative & Ancillary
Pay reserves
Pay savings target
Apprentice levy

Total Pay
Non-Pay
Drugs & Medical Gases
Supplies and Services - Clinical
Supplies and Services - General
Establishment Expenses
Consultancy Services
Transport Expenses
Premises
PFI Operating Costs
CNST Premium
Auditors remuneration
Education and Training
Services from Other NHS Bodies
Purchase of Healthcare from Non NHS provider
Non pay reserves
Non Pay savings target
Other Non Pay
Total Non-Pay
Total Expenditure

Year To Date

Pay
Non Pay
Operational Costs

Plan
£k
149,899
114,506
264,405

Forecast
£k
158,074
106,878
264,952

Plan
£k

Forecast
£k

Variance
£k
(8,175)
7,629
(546)

Year To Date

8,067
10,196
4,120
3,421
60
(1,001)
95
24,958

8,830
10,683
4,135
3,258
(54)
95
26,947

5,360
4,430
174
402
75
38
1,249
2,437
1,848
10
166
209
726
1,831
(211)
81
18,824
43,782

5,642
4,379
166
355
51
62
1,250
2,383
1,848
7
92
241
1,177
165
67
17,887
44,834

Variance
£k

Pay
(763) Medical and Dental
(487) Nursing & Midw ifery
(16) Scientific
163 Administrative & Ancillary
60 Pay reserves
(947) Pay savings target
(0) Apprentice levy
(1,989)
Total Pay
Non-Pay
(282) Drugs & Medical Gases
51 Supplies and Services - Clinical
8 Supplies and Services General
46 Establishment Expenses
24 Consultancy Services
(24) Transport Expenses
(2) Premises
53 PFI Operating Costs
(0) CNST Premium
3 Audit fees
74 Education and Training
(32) Services from Other NHS Bodies
(451) Purchase of Healthcare from Non NHS provider
1,666 Non pay reserves
(211) Non Pay savings target
69
13 Other Non Pay
937
Total Non-Pay
(1,052)
Total Expenditure

Variance
£k

48,343
61,364
24,594
20,089
752
(5,811)
568
149,899

50,437
63,366
24,755
19,251
(307)
573
158,074

(2,094)
(2,001)
(160)
838
752
(5,504)
(5)
(8,175)

32,575
27,221
1,036
2,339
349
227
7,006
14,611
11,090
54
844
1,859
4,631
11,415
(1,527)
776
114,506
264,405

32,189
27,591
986
2,196
313
299
6,862
14,562
11,090
55
615
1,961
6,704
1,015
439
106,878
264,952

386
(370)
49
143
36
(73)
144
50
(0)
(1)
229
(102)
(2,073)
10,400
(1,527)
337
7,629
(546)
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Progress Report: Cash

Finance Report Month 6 2017/18

A

Cash

The cash balance at 30th September includes £5.1m including £3.1m of the £4.1m capital cash carried forward from 2016/17. The target cash balance was
therefore £4.1m compared to the plan balance of £3.1m. Q1 STF of £1.7m was received at the month end.
The Trust submitted a request for interim financial support of £5.0m for October and £5.8m for November as per the mandate request to the Board in September and
is in dialogue with NHSI regarding this. The October financial support was received in the week commencing 16/10/17.
Year To Date

Cash Balance

Enablers - Finance

Year to Date

Plan
£k

3,099

Plan
£k

Actual
£k
5,093

Variance
£k
1,994

Actual
£k

Variance
£k

Year End Forecast

Cash Balance

Year End Forecast

Plan
£k
1,000

Actual
£k
1,000

Variance
£k
-

Plan
£k

Forecast
£k

Variance
£k

Operating Surplus

3,287

(5,865)

(9,152)

Operating Surplus

29,894

29,872

Depreciation

8,747

9,113

(366)

Depreciation

17,500

18,232

732

Other Non Cash I&E Items

(276)

(123)

(153)

Other Non Cash I&E Items

(552)

(300)

252

Movement in Working Capital

5,254

16,430

(11,176)

(8,391)

(8,936)

(545)

-

-

-

-

-

-

17,012

19,555

(20,847)

38,451

38,868

417

(4,952)

(5,679)

727

Capital Expenditure

(14,464)

(15,612)

(1,148)

-

22

(22)

Cash receipt f rom asset sales

-

22

22

12,060

13,898

1,838

23,987

23,278

(709)
855

Provisions
Cashflow from Operations
Capital Expenditure
Cash receipt f rom asset sales
Cashflow before financing

Movement in Working Capital
Provisions
Cashflow from Operations

Cashflow before financing

(22)

PDC Received

-

-

-

PDC Received

-

855

PDC Repaid

-

-

-

PDC Repaid

-

-

-

(997)

(1,093)

96

Dividends Paid

(1,994)

(2,186)

(192)

(9,390)

(9,423)

33

Interest on Loans, PFI and leases

(18,735)

(18,796)

(61)

22

16

6

38

38

-

(3,436)

(3,225)

(211)

(6,876)

(6,876)

-

150

123

27

300

300

-

-

-

-

Draw dow n on debt

-

-

-

(410)

(410)

-

Repayment of debt

(820)

(820)

-

(14,061)

(14,012)

49

(28,087)

(27,485)

602

Dividends Paid
Interest on Loans, PFI and leases
Interest received
Capital element of PFI payment
Donated Capital Receipts
Draw dow n on debt
Repayment of debt
Cashflow from financing
Net Cash Inflow / (Outflow )

Interest received
Capital element of PFI payment
Donated Capital Receipts

Cashflow from financing

(2,001)

(114)

(1,887)

(4,100)

(4,207)

(107)

Opening Cash Balance

5,100

5,207

(107)

Net Cash Inflow / (Outflow )
Opening Cash Balance

5,100

5,207

107

Closing Cash Balance

3,099

5,093

1,994

Closing Cash Balance

1,000

1,000

-

The cash balance at 30th September includes £3.1m of capital cash carried
The cash forecast at present materially reflects the 2017-18 NHSI planning
forward from 2016/17 and reflects improved working capital position
submission and assumes no repayment of any interim financing in 2017/18. This will
compared to plan.
be comprehensively updated to reflect the output of the revised forecast to be
The balance is higher than plan due to the unannounced receipt of quarter 1
presented subsequently to the Board and NHS Improvement.The Trust continues to
70 work with NHS Improvement in relation to the management of the liquidity and cash
STF on the last working day of September
position of the Trust.
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Progress Report: Capital

Finance Report Month 6 2017/18

G

Capital

The Trust has spent £4.7m of capital YTD. NHSI approved carry forward of unspent CRL into 2017/18and this is reflected in the Capital Resource Limit. The Trust
has made representation to NHS Improvement in relation to our concerns about the revised methodology for the calculation of the Trust's Capital Resource Limit and
have asked for a response in order to provide an update to the Trust Board. The September Board approved the capital programme and the forecast reflects this
planned programme.
Year To Date

Capital Balance
Year to Date

Enablers - Finance

Medical Equipment Replacement

Plan
£k
1,752

Actual
£k
4,680

Variance
£k
2,928

Plan
£k

Actual
£k

Variance
£k

Year End Forecast

Capital Balance
Year End Forecast

Plan
£k
14,164

Forecast
£k
15,019

Variance
£k

Plan
£k

Forecast
£k

Variance
£k

855

231

1,078

847

Medical Equipment Replacement

4,100

5,786

1,686

Information Technology

39

559

520

Information Technology

-

1,632

1,632

Service Investment

30

140

110

Service Investment

-

331

331

-

-

To be allocated

4,259

610

(3,649)

Total excluding MES

To be allocated
300

1,777

1,477

8,359

8,359

-

Medical Equipment Replacement via MES IFRIC 4

Total excluding MES

-

-

-

Medical Equipment Replacement via MES IFRIC 4

-

-

-

Service Investment via MES IFRIC 4

-

-

-

Service Investment via MES IFRIC 4

-

-

-

300

1,777

1,477

Capital expenditure excluding IFRS

8,359

8,359

-

1,452

2,903

1,451

IFRS Capital Expenditure

5,805

5,805

-

-

-

-

-

855

855
-

Capital expenditure excluding IFRS
IFRS Capital Expenditure
A&E Streaming (PDC Approved by DH in July)
Disposals and Transfers
Donated Assets
Gross Capital expenditure including IFRS
Less donated additions
Disposals and transfers

-

-

-

75

123

48

1,827

4,803

2,976

(75)

(123)

(48)

-

-

-

A&E Streaming (PDC Approved by DH in July)
Disposals and Transfers
Donated Assets
Gross Capital expenditure including IFRS
Less donated additions
Disposals and transfers

-

-

300

300

-

14,464

15,319

855

(300)

(300)

-

-

-

-

14,164

15,019

855

Charge against CRL Inc. IFRS im pact

1,752

4,680

2,928

Charge against CRL Inc. IFRS im pact

Risks
The 17/18 Capital Programme remains severely challenged at £4.2m 17/18 capital and £4.1m carried forward from 2016/17. The Trust continues to liaise with NHSI colleagues over the methodology
for calculating capital cash sources. The Capital Priorities Group (CPG) reviewed capital requirements and recommended a programme to the Board which was approved at the September Board
meeting. The CPG continues to monitor progress against the plan and consider identified re-prioritisation requests. DH has confirmed PDC of £0.9m for the A&E Streaming project.
71
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Workforce Executive Summary – key exceptions to note
Performance Theme

Well Led – Workforce Performance
Theme

• The total workforce capacity increased by 89 FTE to 7001 FTE in September 17 and is 135 FTE over the funded establishment.
• The temporary workforce capacity increased by 37 to 519 FTE in September 17 and comprises 7.4% of the total workforce capacity.
This has small increase in comparison to August 17.

• The number of shifts that have breached the capped rates or are off-framework have decreased by 126 shifts to 2887 shifts in
September 17.
• The evidence collected for September 17 indicates that overall staffing levels have increased from 102.6% to 102.9% compared to
planned levels.
• The evidence collected for September 17 indicates that overall CHPPD is 5 hours for RNs. This is similarly reported in the previous
month and 2.8 for HCSWs for PHT.
• Appraisal compliance has increased and currently records at 78.1% in September 17 but remains below the 85% target.
• Essential skills compliance maintained 88.7%, and continues to record above the 85% target.
• Sickness Absence Rate (12 month rolling average) increased at 4% in August 17 and remains above the target. In-month sickness
absence decreased to 3.3% in August 17 and is above the target.

• Annual Rolling Turnover Rate (12 month rolling average has decreased at 11.7% September 17 and remains above the 10% target.
• No whistleblowing referral, professional registration referral and safeguarding referrals were reported in September 17.
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Workforce Heat Map – Wards
Ward

Turnover Turnover Rolling 12
In month (%) months (%)

Leavers
(FTE)

Equality &
Diversity BME (%)

Appraisal
Compliance
(%)

Essential
Skills
Compliance
(%)

A5/6 Gynaecology Ward QAH - 222016

38.06

29.25

0.56

1.9%

15.9%

37.5%

84.4%

92.2%

C5 Medical Ward QAH - 221188

44.79

35.36

0

0.0%

18.9%

29.7%

73.0%

80.6%

C6 Cardiology Ward QAH - 221149

41.83

33.51

0

0.0%

31.6%

6.3%

43.8%

70.2%

C7 Cardiology Ward QAH - 221145

33.52

29.11

1

3.4%

16.5%

22.6%

83.9%

83.0%

Cardiology Day Unit - 221148

23.73

18.25

0

0.0%

18.4%

8.7%

43.5%

93.1%

Com bined Haem atology & Oncology Ward - 221070

59.16

60.12

0

0.0%

15.1%

20.9%

95.5%

86.3%

D1 Orthopaedics Ward QAH - 223152

42.57

38.98

1

2.9%

10.1%

17.1%

31.4%

91.2%

D2 Medical Ward - 221054

37.04

29.04

0

0.0%

29.0%

39.4%

81.8%

83.2%

D3 Medical Ward - 221183

42.20

34.80

0

0.0%

17.9%

25.7%

62.9%

88.2%

D4 Orthopaedic Ward QAH - 223151

35.25

34.80

0

0.0%

22.2%

25.0%

94.4%

87.0%

D5 Elective Orthopaedic Ward - 223183

44.56

38.16

0

0.0%

17.0%

43.9%

70.7%

89.9%

D6 Specialis t Hip Fracture Ward QAH - 223186

53.73

47.37

0.61

1.3%

9.7%

18.5%

94.4%

84.7%

D7 Urology & Plas tic Ward QAH - 223121

45.60

36.61

1.53

4.2%

14.0%

19.5%

39.0%

89.3%

E2 Upper GI Surgery Ward QAH - 223082

39.54

35.55

0

0.0%

14.4%

25.0%

77.5%

92.1%

E3 Vas cular & Lower GI Surgery Ward QAH - 223083

41.52

36.25

1

2.9%

12.0%

15.0%

92.5%

90.0%

0.00

6.77

0

0.0%

13.9%

50.0%

25.0%

86.8%

137.02

134.65

0

0.0%

12.9%

8.9%

84.9%

88.1%

E6/7 Res piratory Ward QAH - 221184

58.68

48.32

1

2.2%

23.1%

29.8%

42.6%

85.3%

E8 Res piratory Ward QAH - 221180

41.83

36.73

1

2.7%

16.4%

20.5%

33.3%

79.5%

120.14

160.32

0.31

0.2%

9.7%

13.1%

57.1%

86.7%

F1 Rehabilitation Ward - 224341

22.44

21.59

0

0.0%

6.8%

21.7%

26.1%

92.9%

F2 Elderly Ward QAH - 224339

43.81

43.58

0

0.0%

15.6%

35.4%

66.7%

87.6%

F3 MOPRS Ward - 224321

43.81

42.30

0

0.0%

11.5%

15.2%

43.5%

85.4%

F4 Acute Stroke Unit - 224320

55.80

44.29

1

2.3%

28.8%

8.5%

51.1%

85.7%

G1 MOPRS Ward - 224338

33.96

30.26

0

0.0%

29.5%

40.6%

31.3%

82.8%

G2 MOPRS Ward - 224337

43.81

40.87

0

0.0%

16.7%

25.5%

48.9%

96.1%

G3 Elderly Ward QAH - 224334

43.81

41.37

2.09

5.1%

19.4%

28.9%

28.9%

88.3%

G4 MOPRS Ward - 224333

30.86

31.69

1

3.2%

17.7%

16.2%

83.8%

86.0%

G6 Renal High Care Ward QAH - 221102

25.52

24.17

1.92

7.9%

12.0%

76.0%

40.0%

82.8%

G7 Renal Nephrology Ward QAH - 221101

45.95

43.11

1

2.3%

7.0%

38.8%

91.8%

89.1%

G9 Renal Trans plant Ward QAH - 221106

28.70

25.28

1

4.0%

18.8%

30.0%

93.3%

92.1%

Head and Neck Unit - 223220

36.30

32.88

0

0.0%

16.2%

13.5%

70.3%

84.2%

Maternity Delivery Wards - 222050

154.38

149.30

1.22

0.8%

7.4%

1.1%

87.8%

92.7%

Medical As s es s m ent Unit - 221161

122.78

100.80

4

4.1%

26.1%

30.9%

79.1%

89.3%

Neonatal Unit - 222095

109.41

102.46

1

1.0%

10.2%

6.2%

96.5%

97.3%

Private Patients Unit - 220355

22.17

20.77

0

0.0%

0.0%

23.8%

57.1%

91.1%

Renal Dept OPD & Day Unit - 221100

15.14

13.99

0

0.0%

11.9%

31.3%

93.8%

83.8%

Surgical As s es s m ent Unit - 223110

40.71

34.85

0

0.0%

20.7%

7.7%

87.2%

89.4%

Surgical High Care Unit QAH - 223085

20.53

19.16
73

0

0.0%

14.4%

16.7%

94.4%

93.2%

WARD-Paediatrics - 222091

91.97

83.92

2

2.4%

9.9%

5.3%

78.7%

89.1%

E4 MOPRS Ward QAH - 223404
E5 Critical Care Unit - 221030

Safe – Workforce

Total
Funded
Substantive
Establishme Workforce
nt (FTE)
& MoD (FTE)

Em ergency Dept QAH - 221020
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Workforce Heat Map – Non-Wards
Non W ARD

Total
Substantive
W orkforce & Leavers
MoD (FTE)
(FTE)

Turnover - In
month (%)

Turnover Rolling 12
months (%)

Equality &
Diversity BME (%)

Appraisal
Compliance
(%)

Essential
Skills
Compliance
(%)

Acute Medical Unit Office & Medical Staff - 221162

55.78

47.65

0

0.0%

0.0%

40.5%

95.2%

64.2%

Anaes thetics - 223060

90.10

91.05

0

0.0%

5.6%

15.4%

96.7%

84.5%

Antenatal and Nuchal Screening Dept - 222052

21.08

22.55

0

0.0%

10.0%

0.0%

88.5%

91.3%

135.66

135.35

1.97

1.5%

13.8%

6.9%

81.4%

92.8%

Cardiac Inves tigation Unit - 221140

35.98

34.79

1.56

4.5%

17.1%

7.5%

85.0%

90.7%

Cardiology Dept Medical Staff - 221144

36.29

33.70

0

0.0%

9.6%

48.5%

97.0%

73.8%

Child Health Dept Medical Staff - 222090

29.65

33.34

0

0.0%

4.6%

14.3%

91.4%

78.7%

Child Health Outpatients - 222092

16.53

16.80

0

0.0%

3.8%

4.2%

91.7%

89.0%

Blood Sciences Dept - 224070

Com m unity Midwives - 222060

Safe – Workforce

Funded
Establishme
nt (FTE)

122.20

108.16

2.94

2.7%

15.5%

0.8%

80.9%

91.7%

Com m unity Stroke Rehabilitation Unit - 224326

39.01

36.25

0

0.0%

6.6%

2.4%

82.9%

96.0%

Critical Care Medical Staff - 221033

42.40

35.80

0

0.0%

0.0%

28.6%

91.4%

78.0%

Day Surgery Theatres QAH - 223025

47.55

41.82

1.8

4.3%

16.3%

8.3%

93.8%

91.9%

Em ergency Dept Medical Staff - 221010

81.39

81.45

0

0.0%

0.0%

13.3%

83.1%

82.5%

Em ergency Services CSC Office - 221025

33.00

39.94

1

2.5%

21.8%

1.9%

51.9%

85.8%

Endos copy Dept - 223090

58.62

55.18

0.56

1.0%

13.6%

22.0%

64.4%

90.4%

ENT Dept Medical Staff - 223210

32.16

27.51

0

0.0%

0.0%

13.8%

93.1%

79.5%

Eye Dept Medical Staff - 223250

27.34

26.63

0

0.0%

6.5%

11.1%

92.6%

84.6%

Eye Dept Nurs ing Staff - 223255

61.24

58.14

0

0.0%

6.3%

16.4%

88.5%

93.5%

Gas troenterology (Med Div) - 221195

23.00

16.00

0

0.0%

8.8%

50.0%

93.8%

67.1%

Gynaecology Dept Medical Staff - 222015

42.31

38.75

0

0.0%

7.2%

32.4%

100.0%

70.7%

Haem atology & Oncology Office - 221075

23.99

22.61

0

0.0%

8.2%

0.0%

84.0%

94.1%

Health Records Library - 224150

60.18

59.19

1.6

2.7%

20.0%

1.4%

98.6%

97.0%

Hearing Clinic - 223230

45.16

44.28

1

2.3%

7.0%

7.8%

88.2%

90.2%

Hos pital Sterilis ation & Dis infection Unit - 223050

75.60

70.27

0.48

0.7%

5.1%

9.8%

65.9%

97.7%

Im aging Dept QAH - 224025

81.99

72.06

2

2.8%

19.3%

2.4%

97.6%

95.8%

MOPRS Junior Medical Staff - 224309

43.00

32.00

0

0.0%

0.0%

27.6%

100.0%

79.0%

MOPRS Senior Medical Staff - 224308

19.33

18.85

0

0.0%

0.0%

15.8%

89.5%

91.5%

Mus cular-Skeletal Office - 223171

42.44

38.58

1

2.6%

7.4%

2.3%

44.2%

97.0%

Oncology Dept Medical Staff - 221072

33.40

32.73

0

0.0%

3.2%

38.2%

94.1%

78.1%

Oral Surgery Dept - 223200

21.80

22.39

0

0.0%

8.6%

36.0%

88.0%

68.8%

Orthopaedics Medical Staff - 223140

63.12

59.49

0

0.0%

1.4%

32.2%

96.6%

74.5%

141.23

125.83

0

0.0%

11.5%

11.6%

69.4%

90.8%

Phys iotherapy Departm ent - 224100

89.65

86.52

2

2.3%

27.9%

3.2%

79.6%

89.2%

Radiotherapy dept - 221071

45.40

43.40

0

0.0%

16.4%

20.8%

87.5%

95.0%

Renal Dept Medical Staff - 221093

31.63

33.25

0

0.0%

6.7%

37.1%

97.1%

80.1%

Renal Dept Office - 221090

20.37

17.65

1.53

8.7%

13.1%

10.0%

95.0%

90.0%

Renal Dept Senior Nurs ing Team - 221091

15.59

18.97

0

0.0%

0.0%

4.5%

77.3%

90.4%

Renal Haem o-Dialys is Unit - 221110

31.72

28.57

0

0.0%

5.0%

37.5%

59.4%

89.3%

Res earch NMC and AHP - 220141

51.78

48.58

0.6

1.2%

8.1%

9.7%

88.7%

93.6%

Res piratory Medicine Medical Staff - 221132

31.45

35.20

0

0.0%

3.0%

36.1%

97.2%

74.0%

Rheum atology Dept - 223160

69.02

69.17

0

0.0%

8.8%

9.6%

47.0%

86.0%

Surgical Adm inis tration - 223001

42.41

40.74

0

0.0%

13.2%

2.2%

77.8%

99.0%

Surgical Junior Doctors - 223424

47.00

36.58

74

0

0.0%

7.7%

30.3%

97.0%

68.4%

310.63

307.22

2

0.7%

14.0%

9.6%

83.1%

88.1%

14.02

14.20

1

7.0%

7.0%

12.5%

43.8%

91.2%

Pharm acy Dept QAH - 224120

Theatres Dept QAH - 223021
The Hos pital at Night Team - 220128
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Exception Report: Workforce Capacity
Where we want to be: targets and benchmarks
Target: Establishment of 6,596 FTE, with target of substantive staff in post at 100% of establishment

Key Terms and Definitions

Safe – Workforce capacity

• Funded establishment excludes CIP and includes investments around
anticipated activity growth and patient demand in 17/18.
• Total workforce capacity is the sum of the substantive establishment plus the
temporary workforce.
• Temporary workforce capacity is the sum of the bank and agency workforce.

Trends and Patterns

• The funded establishment has decreased by 3 FTE to 6865 FTE for September
17. This has decreased by 70 FTE since April 17.
• The total workforce capacity increased by 89 FTE to 7001 FTE in September 17
and is 135 FTE over the funded establishment.
• Substantive workforce capacity has increased to 6482 FTE in September 17.
• The temporary workforce capacity increased by 37 to 519 FTE in September 17
and comprises 7.4% of the total workforce capacity. This has small increase in
comparison to August 17.

Root Cause analysis and insights

• A significant temporary staffing resource is still required to fill existing vacancies
across all areas. Workstreams are in place to switch off high cost temporary
staffing and to recruit to these positions substantively.
• Temporary staffing is also being used due to increased patient demand and
increased patient acuity, sickness and specialling.
• Weekly monitoring and reporting of temp usage and the price caps for
temporary workers continues and fortnightly meetings are held with each CSC
to drive further reductions in temporary usage and overall pay bill where
possible.

Actions and progress to date

• Recruitment will take place, targeting and providing a focus on the ‘hard to
recruit’ areas to close the vacancy gap and drive reductions in the temporary
workforce.
75

Substantive Staffing FTE
Funded
Substantive
Establishmen

CHAT
Clinical Support
Emergency
Head & Neck
Medicine
MOPRS
Musculo-skeletal
Renal
R&D
Surgery & Cancer
Women's & Children's
Corporate Functions
Total Trust

769

745



1392

1300



472

469



387

367



728

636



499

459



372

348



285

274



86

74



593

579



702

682



580

548



6865

6482



Workforce Capacity FTE
Temporary

CHAT
22

Clinical Support
19

Emergency
76

Head & Neck
25

Medicine
123

MOPRS
111

Musculo-skeletal
39

Renal
18

R&D
0

Surgery & Cancer
43

Women's & Children's
32

Corporate Functions
11

Total Trust
519

Vacancies
24
92
2
19
92
40
24
11
12
13
20
32
383

Total Workforce

767

1319

545

392

759

570

388

293

74

622

713

559

7001
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Safe Staffing Reports / NQB
Where we want to be: targets and benchmarks

Actual Staff Numbers and Skill Mix

Target: Planned staffing levels are 100%, planned skill mix 70.4% RN:29.6%
HCSW ratio

Average Fill Rate
Registered
Nurses

Trends and Patterns

SAFE

The evidence collected for September 17 indicates that overall
staffing levels have increased from 102.6% to 102.9% compared to
planned levels.
The planned skill mix has decreased in September 17 for
Registered Nurses (RNs), and the actual skill mix for the Trust was
63.5% RNs with 36.5% Health Care Support Workers (HCSWs)
which has decreased since August 17.

Root Cause analysis and insights

Increase in turnover and vacancy in some CSCs. Supported by the
temporary workforce. New starters due in Autumn, monitoring
impact on safety and quality.

Actions and progress to date

Recruitment continues locally, nationally and internationally. Very
successful open day for HCSWs recruited 100 staff between Trust
and NHSP. Retention and Recruitment Day for Registered Nurses
on the evening of the 19th October 17.
Planned vs Actual Staff Hours (Day and Night)
Combined RN & HCSW figure

NHS Choices
These figures do not include ED, Day
Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

These figures do not include ED, Day
Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

%

224658

224893

100%

Registered Nurse

Actual

%

%

RN:HCSW

RN:HCSW

92.0%

112.5%

70.8% : 29.2%

66.4% : 33.6%

Sep-16

91.1%

113.9%

70.8% : 29.2%

66.0% : 34.0%

Oct-16

93.3%

116.0%

70.5% : 29.5%

65.8% : 34.2%

Nov-16

95.2%

116.4%

70.8% : 29.2%

66.4% : 33.6%

Dec-16

93.1%

109.3%

70.4% : 29.6%

66.9% : 33.1%

Jan-17

93.0%

113.5%

70.4% : 29.6%

66.0% : 34.0%

Feb-17

92.5%

115.7%

70.4% : 29.6%

65.5% : 34.5%

Mar-17

93.7%

118.3%

70.0% : 30.0%

64.9% : 35.1%

Apr-17

93.5%

125.7%

70.3% : 29.7%

63.8% : 36.2%

May-17

94.4%

127.9%

70.2% : 29.8%

63.5% : 36.5%

Jun-17

93.7%

127.6%

70.1% : 29.9%

63.3% : 36.7%

Jul-17

92.8%

127.5%

69.9% : 30.1%

62.8% : 37.2%

Aug-17

91.8%

127.7%

69.9% : 30.1%

62.5% : 37.5%

Sep-17

93.6%

124.3%

69.8% : 30.2%

63.5% : 36.5%

Planned vs Actual Staff Hours (Day and Night)
Combined RN & HCSW figure

NHS Choices

A

Planned

Aug-16

Queen Alexandra Hospital

P

A

%

224658

224893

100%

Planned vs Actual Staff Numbers

Planned vs Actual Staff Hours (Day)

NHS Choices

HCSW

These figures do not include ED, Day
Units, or Flexible/Unfunded Capacity

P

Skill Mix

These figures include ED, Day Units, and Flexible/Unfunded Capacity

Healthcare Support Worker

Registered Nurse
A
%

P

A

%

P

A

%

P

89879

81401

90.6%

41066

47410

115.4%
76

17340

16235

93.6%

Healthcare Support Worker
P
A
%
7518

9345

124.3%

P

Combined
A

%

24858

25580

102.9%
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Care Hours Per Patient Day Programme
Where we want to be: targets and
benchmarks
6.0

Trends and Patterns

• The evidence collected for September 17
indicates that overall CHPPD is 5 hours for
RNs. This is similarly reported in the
previous month and 2.8 for HCSWs for
PHT. HCSWs have continued to be above
plan over the last 12 months and during
that same period RNs have continued to be
below the planned number of hours.

5.0

4.0

Hours

SAFE

Introduction

To provide a single consistent way of
recording and reporting deployment of staff
working on patient wards/units, NHS
Improvement have developed, tested and
adopted Care Hours per Patient Day
(CHPPD). CHPPD is calculated to by adding
the hours of Registered Nurses (RNs) and
Health Care Support Workers (HCSWs) per
ward and dividing by the Midnight bed
occupancy figures for the ward. CHPPD
reports split out RNs and HCSWs to ensure
skill mix and care needs are met. The metric
aims to illustrate how many hours each patient
receives from either a RN or HCSW within any
24 period over the course of a month.

Planned RN CHPPD
Planned HCSW CHPPD
Actual RN CHPPD2
Actual HCSW CHPPD3

3.0

2.0

1.0

0.0

May-16

Jul-16

Sep-16

Nov-16

Jan-17

Months
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Mar-17

May-17

Jul-17

Sep-17
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Actions and progress to date

• Complying with “Taking further action to
reduce
agency
spending”.
(NHS
Improvement, 7th October 2016)
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Mar-17

Apr-17

May-17

Jun-17

Jul-17

Aug-17

Sep-17

762

1090
16
909

740
24
558

738
20
532

1003
31
803

564
24
460

703
21
673

37
30
1054
155

67
23
881
164

124
41
1250
205

107
51
932
340

5
4
2175
910

1
1986
677

851

672

994

552

107
62
1637
390
3
1214

60
20
1373
452

869

108
78
1239
547
3
664

783
10
770
2

878

1203

1209

21
11
79
79

34
14
171
171

30
18
130
130

34
11
120
120

48
3
185
185

40

25

30

157
151

92
8
117
89

19
19

16
16

15
15

20
20

160
121
20
19

59
3
130
87

13
13

163
132
19
12

42
1
115
87
28

43

28

Jan-17

• A significant temporary staffing resource is
still required to fill existing vacancies
across all areas. Workstreams are in place
to switch off high cost temporary staffing
and to recruit to these positions
substantively.
• Temporary staffing is also being used due
to increased patient demand and
increased patient acuity, sickness and
specialling.
• Agencies are not supplying staff at capped
rates.
• Weekly monitoring and reporting of temp
usage and the price caps for temporary
workers continues and fortnightly meetings
are held with each CSC to drive further
reductions in temporary usage and overall
pay bill where possible.

852

Dec-16

Safe – Workforce capacity

Root Cause analysis and insights

Staff Groups
MEDICAL
All Price Cap, Wage Cap and Framework
Both Price Cap & Wage Cap
Framework Only
Price Cap Only
Wage Cap Only
REG NURSING
All Price Cap, Wage Cap and Framework
Both Framework & Price Cap
Both Price Cap & Wage Cap
Framework Only
Price Cap Only
Wage Cap Only
STT & AHP
Both Price Cap & Wage Cap
Price Cap Only
Wage Cap Only
HCS
Both Price Cap & Wage Cap
Framework Only
NON-REG NURSING
Both Price Cap & Wage Cap
Framework Only
ADMIN
Both Framework & Wage Cap
Both Price Cap & Wage Cap
Wage Cap Only
Grand Total

Nov-16

• The number of shifts that have breached
the capped rates or are off-framework
have decreased by 126 shifts to 2887
shifts in September 17.

Oct-16

Trends and Patterns

Feb-17

Bank & Agency Capped Rate Breaches
723

515

962

789

671

452

848

722

20
32
805
222

44
19
754
114

84
30
1213
296

557
6
11
9
119
119

608

17
17
319
319
49
1
10
38
2032

20

40

23

20

25

10
10
1381

35
5
2405

13
10
2012

20
1888

25
2570

6
15
15

2
2

18

19

24

20

5

1

18

9
10
2159

24
2826

20
2072

5
3013

1
2887

1862

Portsmouth Hospitals NHS Trust

26/10/2017

QAH Hospital

Appraisal and Essential Skills Compliance
Appraisals & Essential Sklls

Where we want to be: targets and benchmarks

Appraisals

Appraisals

Target: The compliance target for Appraisals is 85%

Trends and Patterns

• Appraisal compliance has increased and currently records at 78.1% in
September 17 but remains below the 85% target.

Root Cause analysis and insights

• In September 17, the 85% appraisal target has been met by Head & Neck,
Research and Development and Women's and Children's CSC.
• Appraisal compliance has increased in month for majority of the CSCs, with the
exception of CHAT, MSK and Surgery and Cancer and Corporate Functions.

Actions and progress to date

• A targeted approach to address appraisal compliance has been adopted, which
will involve informal warnings issued to managers of non-compliant staff.

Where we want to be: targets and benchmarks

Target: the compliance target for Essential skills is 85% (Target for Information Governance is 95%)

Essential Skills

Trends and Patterns

• Essential skills compliance maintained 88.7%, and continues to record above
the 85% target.

Root Cause analysis and insights

• Overall Safeguarding Children compliance (All Levels) is currently at 89.1% and
is above the 85% target. Level 2 has increased to 91.2%, and Level 3 continues
to be below target and compliance currently records at 79.7%.
• Fire Safety (face to face training) increased to 69.2%.
• Information Governance Training has decreased to 89.5%

Actions and progress to date

• The L&D team are highlighting staff who are out of date with 3 or more essential
skills. Chiefs of Service are being provided with regular information on Medical
and Dental compliance to help meet the requirements of the CQC Action Plan.
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TARGET
CHAT
Clinical Support
Emergency
Head & Neck
Medicine
MOPRS
Musculo-skeletal
Renal
R&D
Surgery & Cancer
Women's & Children's
Corporate Functions
Total Trust

85%
83.5%
84.1%
68.3%
86.1%
67.7%
57.2%
65.4%
82.3%
89.7%
84.1%
85.8%
75.9%
78.1%

Essential Skills














85%
88.5%
92.4%
85.1%
85.5%
84.1%
88.9%
86.2%
87.1%
94.8%
87.9%
90.2%
93.2%
88.7%
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Learning & Development - DNA (Did Not Attend) Rates

Course DNA (Did Not Attend) Rate

Course DNA Rates

Targets ≤5% 6 – 10% >10%
Trends / Patterns:

In September, Course DNA rate improved by 0.7% on the previous month however
remains a significant challenge for the Trust.
Root cause analysis / insights: The course with the most DNAs this month was
Understanding MCA & DOLS; a course created to fulfil part of the CQC Action Plan.
The other 4 courses (see left) are all mandatory training courses that are below their
Essential Skills Compliance target of 85%. The DNA rate for MOPRS CSC has been
20% or above over the past 3 months; the CSC had the highest DNA rate in
September with just under a quarter (23%) of all places booked unattended. In the
few instances where reasons for DNAs were provided, the most common was “not
started role”. There were 15 course cancellations in September; 4 were due to
insufficient bookings, 4 were at the trainer’s request, 4 were due to the trainer being
unavailable, and 3 were down to the training room being unavailable/inappropriate.
Actions / Progress to date: L&D continue to raise awareness of this issue via
an electronic notice board in the Education Centre and on the Education Dashboard
which is accessible to all staff via the Trust intranet. The DNA rate of nursing and
midwifery staff is presented monthly at the Professional Nursing & Midwifery Forum.
L&D have a text reminder service where everyone booked on a course is sent two
text messages; one two weeks prior to the course and another the day before the
course.

Corporate Induction Day 1 DNA Rate

Corporate
Induction DNA

Targets ≤5% 6 – 10% >10%
Trends / Patterns

Corporate Induction attendance fell by 4% in September compared to the previous
month with 9 people not attending.

Root cause analysis / insights

This is the lowest attendance rate since May 2017. Of the 9 DNAs, 7 were nonstarters; 3 from Medicine CSC, 2 from CHAT CSC, and 1 each from MOPRS CSC
and Surgery & Cancer CSC. The 2 that did start at the Trust were from MSK CSC
and Surgery & Cancer CSC.

Actions / Progress to date
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Managers are contacted and asked to rebook staff onto a future Induction

8%
%
4
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New Apprenticeships & Care Certificates Achieved
New Apprenticeships

Where we want to be: targets and benchmarks

Target: Health Education England set a target of 2.39% of our workforce (160) that have started an apprenticeship by the
end of 2017/18.

Trends / Patterns: 13 new apprenticeships started in September 2017; 3 based in

Corporate Functions CSC, 3 in Head & Neck CSC, 2 in Surgery & Cancer CSC, 2 in
Clinical Support CSC, 2 in MSK CSC, and 1 in CHAT CSC. This gives us a total of 54 so
far. Numbers are much lower than at the same point last year due to changes in
guidelines and funding.

1%

Root cause analysis / insights

Apprenticeship Categories:
35 Business & Administration (10 in September)
16 Clinical Healthcare Support
2 I.T. (2 in September)
1 Pathology Support (1 in September)
Actions / Progress to date: Learning and Development continue to meet with CSC
management teams to promote Apprenticeships in the workplace.

Where we want to be: targets and benchmarks

Target: All clinical new starters bands 1 – 4 are to complete the Care Certificate within 12 weeks of their start date .
The Trust has set the 6 month period as the final completion date to correspond with the probationary period.

Care Certificates

New Apprenticeships

Care Certificate achieved within 6
Months

Trends / Patterns: In September there were 22 staff due to complete within 6 months
of their start date. 18 of the 22 did so, giving us a rate of 82%. This is the highest rate of
compliance achieved so far.

Root cause analysis / insights:

MOPRS CSC: 11 of 11 competed on time (100%)
Medicine CSC: 4 of 4 completed on time (100%)
Women & Children's CSC: 2 of 3 completed on time (67%)
Surgery & Cancer CSC: 1 of 2 completed on time (50%)
CHAT CSC: 0 of 1 completed on time (0%)
Emergency Medicine CSC: 0 of 1 completed on time (0%)
Actions / Progress to date: Compliance will continue to be addressed through the
Nursing & Midwifery Professional Forum. The e-mail reminder system
that the Learning
81
& Development department implemented in August is making a significant impact. It is
expected that this will continue to help drive up the compliance over the coming months.

Care Certificates currently in progress: 111
On target to achieve: 100 (90%)
Target already breached: 11 (10%)
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Workforce Capacity – Turnover
Where we want to be: targets
and benchmarks Target: < 10%
Trends and Patterns

• Turnover Rate (12 month rolling
average) has decreased to 11.7%
in September 17 and remains
above the target.

Root
Cause
insights

analysis

and

• Majority of the CSCs, with the
exception of Head & Neck, MSK,
Research & Development and
Renal CSC are above the rolling 12
month turnover target.

Turnover rate
In month
TARGET
CHAT
Clinical Support
Emergency
Head & Neck
Medicine
MOPRS
Musculo-skeletal
Renal
R&D
Surgery & Cancer
Women's & Children's
Corporate Functions
Total Trust

Turnover

Actions and progress to date

• Focus on inductions for staff.
• Focus on role clarity and objectives
for all staff.
• Review of National Staff Survey
results and action planning.
• Focus on staff development.
• Focus
on
managing
staff
attendance.
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10%
0.7%
0.9%
1.4%
0.5%
0.8%
0.9%
0.8%
2.0%
1.9%
0.4%
1.2%
1.5%
1.0%

Rolling 12 months














10%
10.9%
13.7%
11.7%
6.4%
15.4%
14.0%
9.7%
8.7%
9.5%
11.3%
10.0%
11.3%
11.7%
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Workforce Capacity – Absence & Health and Wellbeing

Safe – Absence and Wellbeing

Where we want to be: targets and benchmarks Target: < 3%
Trends and Patterns

• Sickness Absence Rate (12 month rolling average) increased at 4% in
August 17 and remains above the target. In-month sickness absence
decreased to 3.3% in August 17 and is above the target.

Root Cause analysis and insights

• MOPRS, MSK, Research & Development and Women’s & Children’s CSC
have the highest rate of in month sickness absence.
• Majority of the CSCs, with the exception of Clinical Support, Head & Neck,
Medicine, Surgery & Cancer CSC and Corporate Functions, are above the
in-month 3% target in August 17.

Actions and progress to date

• HR Manager identified to specifically work with CSCs to reduce sickness
absence.
• Due to in-month sickness slowly increasing over previous months, letters
have been sent out to managers to distribute to staff who have met the
sickness absence triggers as per the sickness absence policy to drive
sickness absence down and turn off temporary workforce where possible
and necessary.

Occupational Health and Safety Report
• There was 1 RIDDOR incident reported in September 17. The incident
happened in Clinical Support CSC; Imaging Department
• The were 16 sharps injuries reported in September 17. These were reported
within CHAT, Emergency Care, Medicine, MSK, Research and
Development, Surgery and Cancer and Women’s & Children’s CSC.
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Sickness Absence rate
In Month
TARGET
CHAT
Clinical Support
Emergency
Head & Neck
Medicine
MOPRS
Musculo-skeletal
Renal
R&D
Surgery & Cancer
Women's & Children's
Corporate Functions
Total Trust

3%
3.8%
2.8%
3.2%
2.5%
2.6%
4.2%
4.1%
3.9%
8.3%
2.3%
5.0%
2.4%
3.3%

Rolling 12 Months














3%
4.5%
3.3%
4.1%
2.8%
3.2%
5.7%
3.9%
5.3%
4.5%
2.9%
5.0%
2.3%
4.0%
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Workforce Capacity – Absence & Health and Wellbeing
Health & Wellbeing

Safe – Absence and Wellbeing

Flu Campaign
Flu Report based on information entered by 18
October 2017:
• Chat, Clinical Support Corporate functions and
Emergency Medicine are all significantly
ahead of the same period last year
• We have had the first positive patient in with
flu in ED – they have now been discharged.
• 26 new workplace vaccinators have been
trained.
• The target for 31 October is 50% for all areas.
• Renal have been targeted to help improve
their uptake.
• MOPRS have requested additional visits due
to capacity issues which have been arranged.
• ED have trained 10 more workplace
vaccinators this year.
• DMGS have trained 10 workplace vaccinators
to support us with the campaign.
• “Walkabouts” have started across areas with
lower uptake is recorded.
• Trust board members have had photographs
uploaded onto Twitter and Face book
promoting senior leadership for the campaign.

Frontline
Staff Group
Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Healthcare Scientists
Medical and Dental
Nursing and Midwifery Reg
Other
Total
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Not
Frontline
frontline
(tbc)
Total
86
3
2
91
727
7
734
352
227
6
585
254
1
255
88
88
376
3
23
402
971
5
16
992
25
1
151
177
2879
239
206 3367

%
Vaccinated
Frontline %
49.7%
43.0%
46.4%
53.1%
47.8%
38.2%
43.3%
43.5%
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Workforce Governance
Whistleblowing / Safeguarding / Professional Registration
• No Professional Registration referrals were received and reported in September 17.
• No whistleblowing referrals were reported in September 17.

Well Led/Safe – Governance

• No safeguarding referral was received or reported in September 17.

Revalidation of Medical Staff
• No doctors have been revalidated as at 30th September 17. Due to how the revalidation dates have been set by the GMC the
numbers due to revalidate are expected to fall this year and next year. The numbers will begin to increase approximately in April 2018
which will be the start of the second cycle.
• No doctors has been deferred as at 30th September 17.
• All medical staff are engaged in the validation process.
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Key
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TRUST BOARD PUBLIC – NOVEMBER 2017

Agenda Item Number: 195/17
Enclosure Number: (3)

Subject:

Care Quality Commission Update

Prepared by:

Joan Wilson, Head of Assurance
Tracey Stenning, Head of Governance and Quality

Sponsored & Presented by:

Theresa Murphy, Interim Director of Nursing
John Knighton, Medical Director

Purpose of paper
Key points for Trust Board
members
Briefly summarise in bullet
point format the main points
and key issues that the Trust
Board members should focus
on including conclusions and
proposals

To provide an update on progress against the CQC Regulatory
requirements.
Compliance and Regulation Steering Group
• The Compliance and Regulation Steering Group, reporting to the
Governance and Quality Committee, meets weekly with a CSC
to discuss their progress and any concerns in achieving
compliance with the required standards.
Quality Improvement Plan – Phase 1
• The final version of the Quality Improvement Plan, outlining the
next steps of the 5 areas of focus (Valuing the Basics,
Supporting Vulnerability in Patients, Organisation that Learns,
Moving Beyond Safe and Leading Well through Good
Governance) is due to be published 31st October 2017.
Section 31* (AMU) issued 3rd March 2017 following inspection
28th February 2017
• The Trust ensures staffing is at the required level and continues
to report compliance to the CQC fortnightly, detailing all
incidences where staffing has not been achieved and the actions
taken to mitigate risks.
• The AMU MDT have been successfully awarded a team Quality
Improvement Fellowship
Section 31* (Mental Health) issued 12th May 2017 following
inspection 10th and 11th May 2017
• The Trust continues to meet the CQC requirements to submit
weekly compliance information.
• The Trust-wide ligature audit has commenced by Solent NHS
Trust. It has been completed on AMU red ward and C5 ward
Section 29a re-issued 4th July 2017 following inspections 16th,
17th and 28th February and 10th and 11th May 2017
• The Trust is required to make significant improvements by 31st
October 2017. The evidence is currently being collated and
verified in order for the Chief Executive to report to the CQC on
31st October a position statement against the Section 29a.
Section 31 (Diagnostic and Screening Procedures) issued 28
July 2017
• Weekly data submission to the CQC commenced 6th September.
No further correspondence received from the CQC to date.
• CQC Specialist Inspector has fed back verbally that the data
submitted was of a high standard
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Options and decisions
required

•

Trust Board to agree the level of detail they wish to receive
regarding the action plans to support the delivery of all the
Regulatory requirements.

•

Monthly reporting to Board, CCG and Regulators.

•

Compliance with the Health and Social Care Act.

•

Reputational impact.

Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:
Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance
Framework/ Risk Register
Organisational Priorities
Board Assurance Framework/
Risk Register Reference

2:Continually improve the patient experience
BAF PE4

Risk Description

Maintenance of compliance with CQC regulations

CQC Reference

All

Committees/Meetings at which paper has been discussed/ approved:
None

Date
n/a
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CQC Update

Care Quality Commission update
November 2017
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CQC Regulatory Actions and Compliance update
•

Compliance and Regulation Steering Group
- The Compliance and Regulation Steering Group, reporting to the Governance and Quality Committee, meets weekly with a CSC to
discuss their progress and any concerns in achieving compliance with the required standards.
- When published, the Group will monitor the implementation of the Quality Improvement Plan and receive assurances from the
operational leads and CSC Management Teams that actions have been completed and robust evidence is available to support
compliance and sustainability

•

Quality Improvement Plan
- The final version of the Quality Improvement Plan, outlining the next steps of the 5 areas of focus (Valuing the Basics, Supporting
Vulnerability in Patients, Organisation that Learns, Moving Beyond Safe and Leading Well through Good Governance) is due to be
published 31st October 2017.
.
Section 31 (AMU) issued 3rd March 2017 following inspection 28th February 2017
- The Trust ensures staffing is at the required level and continues to report compliance to the CQC fortnightly, detailing all incidences
where staffing has not been achieved and the actions taken to mitigate risks.
- The AMU MDT have been successfully awarded a team Quality Improvement Fellowship. The Programme commences in the new year
with a quality improvement project focusing on the GP Heralded patient pathway.

•

•

Section 31 (Mental Health) issued 12th May 2017 following inspection 10th and 11th May 2017
- The Trust continues to meet the CQC requirements to submit weekly compliance information.
- The Trust-wide ligature audit has commenced by Solent NHS Trust. It has been completed on AMU red ward and C5 ward. The audits
will inform a full risk assessment with a clear plan for action.

•

Section 29a re-issued 4th July 2017 following inspections 16th, 17th and 28th February and 10th and 11th May 2017
- The Trust is required to make significant improvements by 31st October 2017. The evidence is currently being collated and verified in
order for the Chief Executive to report to the CQC on 31st October a position statement against the Section 29a.

•

Section 31 (Diagnostic and Screening Procedures) issued 28 July 2017
Weekly data submission to the CQC commenced 6th September. No formal correspondence received from the CQC to date.
CQC Specialist Inspector has fed back verbally that the data submitted was of a high standard.
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Section 31 (AMU - issued 3 March 2017)
1. Ensure that beds only remain open in respect of which the required
level of staffing can be provided. The Registered Provider must ensure
that beds are opened for patient use, and closed to patient use if care
and treatment at the appropriate level can no longer be provided for
patients on the Acute Medical Unit.
2. Must ensure that the GP triage referral area has in place, and operates
effectively a clearly defined standard operating procedure for crowding
and escalation for patient safety concerns. This includes having clearly
defined trigger points for escalation of crowding and safety concerns in
the GP triage referral area.
3. Must ensure that there are a sufficient number (based on demand) of
suitably qualified, competent, skilled and experienced clinical staff
placed in the corridor/waiting area, of the Acute Medical Unit entrance
and GP triage referral area. The Registered Provider must ensure that
staffing is flexed appropriately to meet the acuity and dependency of
patients waiting to be seen, treated or admitted to the hospital, so as to
ensure their safety.
4. Must, as soon as is reasonably practicable, and in any event by 12pm
on 6 March 2017, describe the system the Registered Provider is
operating in the Acute Medical Unit at Queen Alexandra Hospital, which
incorporates the GP triage referral area and escalation area, so as to
comply with the above conditions. The trust must send the Care Quality
Commission an update every two weeks in this respect from the week
commencing 13 March 2017 at 3pm.
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Actions:
• The Trust continues to ensure staffing is at the required level
and report compliance to the CQC fortnightly. This report
details all incidences where staffing has not been achieved
and the actions taken to mitigate risks.
• 3x per day checks on staffing and oversight by the Director of
Nursing with a daily staffing status report from Nurse in
Charge; a clear escalation process is in place when staffing
issues arise.
Exceptions and Risks:
• Arrival of GP referred patients in “clusters” linked to GP
visiting times.
• Maintaining effective flow of patients requiring simultaneous
admission from GP and ED referral pathway at times of
pressure.
Assurance:
• The AMU MDT have been successfully awarded a team
Quality
Improvement
Fellowship.
The
Programme
commences in the new year with a quality improvement
project focusing on the GP Heralded patient pathway.
• Fortnightly assurance meetings against the CQC
requirements.
• Continue to make good progress against the internal AMU
plan which is reviewed at the Executive led AMU support
meetings.
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Actions:

Section 31 (Mental Health – issued 12 May 2017)

•

1. Ensure sufficient numbers of suitably qualified and competent
staff in the emergency decision unit in the emergency
department to provide safe, good quality care to patients with
mental health problems along with all other patient. Staffing
levels and skill mix must take into account the acuity of all
patients in the department at any given time.
2. Ensure that all patients presenting to the emergency
department with mental health problems receive a full
assessment of all risks assessment and corresponding risk
management plan/care plan.
3. Identify, monitor and observe detained and / or high risk
patients with mental health concerns or vulnerable
safeguarding issues across the hospital and have oversight of
the location of these identified and plan of care of patients at all
times.
4. Ensure there are clearly identified leads for mental health
provision within the emergency department and acute medical
unit at all management levels. Ensure that there is executive
level leadership that has accountability for mental health care,
safeguarding and Deprivation of Liberty Safeguards within the
hospital.
5. Ensure that Deprivation of Liberty Safeguards are applied as
per the requirements of Mental Capacity Act, 2005, prior to
depriving a person of their liberty.
6. Immediately take action to ensure patients are safe. As a
minimum, deploying sufficient, suitably qualified and
competent staff and completing robust risk assessments, plans
and delivering the identified care and treatment for patients
presenting with mental health issues. The trust must send the
CQC an update weekly in this respect from the week
commencing 22nd May 2017
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The Trust continues to meet the CQC requirements to submit weekly
compliance information in relation to the Section 31 Enforcement Notice
Conditions.
•
The Trust-wide ligature audit has been completed on AMU Red and C5
by Solent NHS Trust,. The audits will inform a full risk assessment with
a clear plan for action.
•
MCA and DoLS intensive training Programme (vulnerable adults)
commenced on 11th September 2017. To date 823 staff trained.
•
Mental Health Service Specification agreed by all parties.
•
A Mental Health and Mental Capacity Board is being established to
commence the end of October. This will be a sub-Committee of Trust
Board and chaired by a Non-Executive Director.
•
Strengthening resource within the Adult Safeguarding Team, with the
Head of Safeguarding successfully recruited to with a start date of
January 2018
•
Full engagement form PHT with the ACS mental Health improvement
plan
Exceptions and Risks:
• Need to complete the Trust-wide ligature audits and risk assessments
and implement any actions; including education and awareness for staff.
• Reliance on agency staff to provide mental health workforce.
• The Trust has received the report of the whole system external
Safeguarding review, commissioned by Portsmouth Safeguarding Adult
Board. A thematic analysis is currently underway with a clear plan for
action to take to Board .
Assurance:
• System-wide escalation process Standard Operating Procedure in place.
• Fortnightly system call continues.
• Weekly Mental Health project meetings continue; working to the Mental
Health Quality Improvement Plan.
• Engagement with third sector stakeholder group.
• Increased and sustained performance with Mental Health Risk
Assessments for patients attending ED.
• Continued compliance with safe staffing requirements, balancing staffing
against patient acuity.
• Weekly MCA and DoLs audits completed and fed back to teams

Portsmouth Hospitals NHS Trust
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10/26/2017

Section 29a Warning Notice (re-issued 4 July 2017)
Themes:

Actions:

•

• Privacy & Dignity
•

• Medication Administration
•

• Medication storage
• Nursing Care and Leadership
• Health and Safety

•
•
•

Weekly Compliance and Regulation Meetings commenced 19th September 2017 to discuss CSC
progress and any concerns in achieving compliance with the required standards.
Meeting between Head of Assurance and Heads of Nursing at the beginning of October to review
progress and update on evidence collected to demonstrate achievement in areas of improvement.
The Chief Executive Officer has requested volunteers to support the introduction of the QIP. To date
there are 70 volunteers that include both staff and patient representatives.
Medication safety audits are underway and being fed back to the CSC leadership teams.
Induction processes for temporary staff is being reviewed and monitored.
Single sex breaches are being monitored by the heads of nursing, with a clear zero tolerance
position.
Clinical documentation training and audits are underway and results will be completed by Nov 17.
Risk training for the CSC triumvirates is due to take place in Dec 17.
Senior nursing rounds taking place in and out of hours to review patient standards.
Medical engagement events are being hosted by the MD and CEO.
DON is attending the operational flow meetings, 4 times a week.

• Mixed Sex Accommodation

•
•
•
•
•

• Poor documentation – patient care

Exceptions and Risks:

• Patient confidentiality

• Poor documentation – Incidents
• Medical assessments

•

Assurance:

•

• Medical Staff Engagement
• Patient Flow
• Training and Development
• Safeguarding Adults, Children and
Young People
• Whistle Blowing/ Speak Up
• Governance processes

The evidence is currently being collated and verified in order for the Chief Executive to report to the
CQC on 31st October a position statement against the Section 29a.

Quality Improvement Plan (QIP), mapped against the 43 ‘Must Do’ actions and 1 ‘Should Do’ action;
to ensure the plan contains all CQC compliance requirements.
• The final version of the Quality Improvement Plan, outlining the next steps of the 5 areas of focus
(Valuing the Basics, Supporting Vulnerability in Patients, Organisation that Learns, Moving Beyond
Safe and Leading Well through Good Governance) is due to be published 31st October 2017.
• Quality Care Reviews continue, most recent undertaken on 20th October 2017.
• External unannounced CCG visit to Paediatrics, awaiting formal report. Informal feedback received,
with no concerns raised.
• External peer review on child protection in AE, returned a good level of assurance.
• Revised new BAF in place, on going governance review underway, which will include the risk
register.
• CCG Head of Quality now attending final panel SI meetings to review outcomes and agree
completion dates.93
• A gap analysis for CQC compliance has been completed and will be shared with execs 27.10.17
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Section 31 (Diagnostic and Screening procedures – issued 28th July 2017)
1. The Registered Provider must take evidenced based
appropriate steps to resolve the backlog of radiology reporting
using appropriately trained members of staff. This must include
a clinical review, audit and prioritisation of the current backlog
of unreported images, (including those taken before January
2017); assess impact of harm to patients, and apply Duty of
Candour to any patient adversely affected.

Actions:
•

•
•

2. The Registered Provider must ensure that they have robust
processes to ensure any images taken are reported and risk
assessed in line with Trust policy.
3. The Registered Provider must submit their evidenced based
decision-making on how the backlog will be addressed to the
Commission by the 21 August 2017.
4. From 6 September 2017, and on the Wednesday of each week
after, the Registered Provider must report to the Care Quality
Commission, NHS Improvement and the NHS England Local
Area Team:
- The total number of images remaining in the backlog
(including unreported images pre-January 2017) shown by
year of image taken.
- The current trajectory date of when the backlog (including
unreported images pre-January 2017) will be cleared.
- The proportion of patients waiting less than the trusts KPI
for x-rays, CT and MRI.
- The average waiting time (in days and hours) for a reported
plain film(excluding GP requests).
- The average waiting time (in days and hours) for chest and
abdominal films (excluding GP requests).
- Number of plain film requests (excluding GP requests).
- Longest waiting time for a reported radiology plain film
request.

•
•
•
•

Weekly data submission to the CQC commenced 6th September. CQC
Specialist Inspector has fed back verbally that the data submitted was of
a high standard.
CQC Specialist Inspector contacted; dialogue opened for direct
questions if required.
Business case for retrospective reporting approved:
- 2 companies employed to provide reporting capacity to address the
backlog.
- Trust Radiographic lead in place to liaise with both companies and
manage day to day operational support of the radiographers
reporting.
- Trajectory agreed and monitored weekly.
- Both companies to provide monthly audit data of individual
reporters.
Significant finding’ process developed; currently out for comment.
Further work required regarding how audit results will be documented.
ED process for follow up yet to be agreed, meeting planned for 18th
October 2017.
Reporting work list being developed from which the reporting
radiographer team will identify the cases.
PACS work list being developed from which the radiologists can review
the positive cases.

Risks:
• Resource within the team to undertake the required work and
improvements.
• Financial risks involved.
Assurance:
• Verbal feedback from the CQC regarding quality of data submission.
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TRUST BOARD PUBLIC – NOVEMBER 2017
Subject:

Agenda Item Number: 196/17
Enclosure Number: (4)

SI Report to the Trust Board
(September 2017 position)

Prepared by:

Annie Green, Head of Risk Management.
Fiona McNeight, Associate Director of Quality and Governance
Teresa Murphy, Interim Director of Nursing

Sponsored & Presented by:
Purpose of paper

•

This report updates the Trust Board on significant incidents.

•

Discussion requested by Trust Board

•

Regular Reporting

•

For Information / Awareness

Key points for Trust Board
members

Trust Board is asked to consider alongside the Integrated
Performance Report.

Briefly summarise in bullet point
format the main points and key
issues that the Trust Board
members should focus on including
conclusions and proposals

SIRI summary – September 2017
• A total of 46 SIRIs were reported in September; 32 breaches of
DTA, 2 Formal Ambulance Diverts and 12 clinical SIRIs:
- 5 x avoidable level 3 hospital acquired pressure
damage.
- 1 x inappropriate discharge following surgery, patient
readmitted with bladder perforation.
- 1 x incorrect cervical screening results involving two
patients.
- Complex emergency department admission with a fall,
with possible serious harm.
- 1 x fall resulting in fractured neck of femur
- 1 x Unexpected sudden deterioration of patient leading
to death, cause unknown at present.
- 1 x Unexpected death of patient being cared for by
QA@H, cause unknown at present
- 1 x unexpected death of child following discharge from
CAU
This compares to 11 clinical SIRIs reported in August.
•

•

Of the 12 clinical SIRIs reported in September; all patients or
relatives, where applicable or appropriate, were informed of the
incident within the deadline and are aware of the on-going
investigation with the exception of 3 instances within Surgery &
Cancer where an exemption has been agreed with the CCG.
204 SIRIs remain open on STEIS (Compared with 152 in
August), 144 of these are Breaches of DTA.
- 86 SIRIs are in the process of investigation within the Trust
(46 DTA breaches).
- 6 clinical SIRIs and 1 Formal Ambulance Divert have had
95

-

-

their investigation completed and the reports have been
submitted to the Commissioner for their review and sign off,
all of these are awaiting closure by the CCG.
1 event on completion of investigation was agreed with the
CCG to be downgraded from SIRI status. This was an
avoidable pressure damage event reported in May within
Medicine CSC, now deemed unavoidable.
There is a focus on providing high quality reports in a timely
manner.
In November 2017 there will be a focus on managing
timelines for completion. The Director of Nursing, in
agreement with the Head of Quality for the CCG, have
agreed their attendance at the final panel meetings to
prepare reports in a timely manner.

October 2017
As of 09 October, 4 Clinical SIRIs have been confirmed.
Options and decisions required
Clearly identify options that are to
be considered and any decisions
required
Next steps / future actions:
Clearly identify what will follow the
Trust Board’s discussion
Consideration of legal issues
(including Equality Impact
Assessment)?
Consideration of Public and
Patient Involvement and
Communications Implications?

Trust Board is asked to note the report and feedback any areas of
concern or where further information is required.

This quality report forms part of the Integrated Performance Report
and will continue to be submitted for information on a monthly
basis.
Potential impact

Patient confidentiality

Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance Framework/
Risk Register
Organisational Priorities

Organisational priority 1: Deliver safe, high quality patient centered care.
Organisational priority 2: Continually improve the patient experience.

Board Assurance
Framework/ Risk
Register Reference
Risk Description
CQC Reference

All domains

Committees/Meetings at which paper has been discussed/ approved:

Date

In future all SI cumulative reports will go through the Trust Quality and Safety December 2017
Committee, before going to Trust Board
96

Serious Incidents Requiring Investigation
Monthly Update – September 2017
This report aims to provide the Trust Board with assurance that serious incidents requiring investigation
(SIRI’s) including Never Events are identified, reported, investigated fully and lessons learnt across Portsmouth
Hospitals NHS Trust. The Trust approach to SIRI’s is to be open and transparent and to use incidents as an
opportunity for the Trust to learn and improve care for patients. Going forward there will be a clear line of sight
into managing time frames for the SI process.
Current SIRI Position 2017/18
SIRI
Sep Oct Nov
New

12¹

11²

9

Dec

Jan

Feb

Mar

Apr

May

Jun

Jul

Aug Sep

15³

40

94

115

55

58º

19

9*

16

46

Under
Nil
Nil
Nil
Nil
Nil
Nil
Nil
Nil
5
11
8
16
46
investigation
Submitted to
12
11
8
15
40
94
115
55
53
18
1
Nil
Nil
CCG
Closed by
12
11
8
15
38
92
114
1
1
Nil
Nil
Nil
Nil
CCG
¹ reported as 13 in September, October, November and December reports however one event was
downgraded from SIRI status following completion of the investigation.
² reported as 12 in October and November reports however one event was downgraded from SIRI status
following completion of the investigation.
³ reported as 16 in December, January and February reports however one event was downgraded from
SIRI status following completion of the investigation.
º reported as 60 in June report however two events downgraded from SIRI status following receipt of the
post mortem report and completion of the investigation.
* reported as 10 in July report however one event was downgraded from SIRI status following receipt of
the post mortem report.
Current Never Event Position 2017/18
Never Event
Sep
Oct Nov Dec
New
Under
investigation
Submitted in
month to
CCG
Closed by
CCG

Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

Nil

Nil

Nil

2

Nil

Nil

1

Nil

Nil

Nil

Nil

1

Nil

Nil

Nil

Nil

Nil

Nil

Nil

Nil

Nil

Nil

Nil

Nil

1

Nil

NA

NA

NA

2

NA

NA

Nil

1

NA

NA

NA

Nil

Nil

NA

NA

NA

2

NA

NA

Nil

Nil

NA

NA

NA

Nil

Nil

New incidents in September
During September 46 Serious Incidents Requiring Investigation (SIRI’s) have been reported; 32 breaches of
DTA target, 2 Formal Ambulance Diverts and 12 clinical incidents. The table below provides information on
those clinical events reported this month, initial grading and the due date for submission of the investigation
report to Fareham and Gosport Clinical Commissioning Group (CCG).

Incident date
Datix/STEIS
number and
date reported
CSC/Ward
29/06/2017

Incident Summary

Patient attended

Immediate actions
taken
Treatment

Initial
Grading
Severe
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Date due for
Submission
to CCG
27.11.2017

Patient
outcome
Patient

Incident date
Datix/STEIS
number and
date reported
CSC/Ward
30930
2017/22079
05/09/2017
CHAT/CDSU

30/08/2017
30614
2017/22227
07/09/2017
MOPRS/F4
30/08/2017
30647
2017/22277
Medicine/E8
20/06/2017
31245
2017/22840
14/09/2017
Clinical Support/
Cytology

12/09/2017
31458
2017/22990
15/09/2017
Emergency
Medicine/AMU

13/09/2017
31524
2017/23111
18/09/2017
Emergency
Medicine/ED

Incident Summary

Immediate actions
taken

Initial
Grading

Date due for
Submission
to CCG

Patient
outcome

Theatre for bladder
cancer surgery.
Patient
inappropriately
discharged home.
Readmitted as an
emergency the
following day with
bladder perforation
and sepsis.
Hospital acquired
level 3 pressure
damage

instigated.
Investigation
commenced

Investigation
commenced

Severe
Harm

29.11.2017

Patient
discharged
home

Hospital acquired
level 3 pressure
damage

Investigation
commenced

Severe
harm

29.11.2017

Patient
discharged

2 patients as part of
the cervical
screening
programme were
given incorrect
results. 1 patient
underwent
unnecessary
colposcopy; the
other given negative
result suffered 3
month delay in
required colposcopy.
Patient admitted to
ED with suspected
alcohol withdrawal
related seizures;
witnessed fall
outside ED, no
neurological
observations,
deteriorated
overnight found to
have intracranial
bleed.
Unexpected sudden
deterioration of
patient leading to
cardiac arrest and
possible Anaphylaxis

Patient requiring
colposcopy given
immediate
appointment
Investigation
commenced

Moderate
Harm

06.12.2017

No severe
harm to either
patient.

Investigation
commenced

Death

07.12.2017

Transferred to
Wessex neuro
and sadly died
following day

Investigation
commenced

Death

08.12.2017

Patient died.
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discharged
home

Incident date
Datix/STEIS
number and
date reported
CSC/Ward
06/09/2017
31129
2017/23241
19/09/2017
Renal/G6
19/09//2017
31924
2017/23476
21/09/2017
MOPRS/G3
18/09/2017
31890
2017/23866
27/09/2017
Surgery &
Cancer/QA@H

21/09/2017
30264
2017/23921
27/09//2017
Surgery &
Cancer/F5
14/09/2017
31658
2017/23929
27/09//2017
Surgery &
Cancer/F5
26/09/2017
32329
2017/24097
29/09/2017
Women &
Children/CAU

Incident Summary

Immediate actions
taken

Initial
Grading

Date due for
Submission
to CCG

Patient
outcome

Hospital acquired
level 3 pressure
damage.

Investigation
commenced

Severe
Harm

11.12.2017

Patient being
cared for on
G6

Inpatient fall resulting
In fractured neck of
femur

All post fall
interventions
completed and
corrective surgery.

Severe
Harm

13.12.2017

Patient
discharged

Unexpected death of
a patient being cared
for under QA@Home
Post Mortem results,
toxicology and
histology reports
needed to determine
cause of death.
Hospital acquired
level 3 pressure
damage.

Event unlikely to be
as a result of error
or omission.
Investigation
commenced

Death

19.12.2017

Patient died.

Investigation
commenced

Severe
Harm

19.12.2017

Patient died

Hospital acquired
level 3 pressure
damage.

Investigation
commenced

Severe
Harm

19.12.2017

Patient died

Unexpected death of
Child post discharge
from CAU.

Investigation
commenced

Death

21.12.2017

Patient died

Incidents under investigation in September
86 SIRI’s remain under investigation (46 DTA breaches). There is direct over view of the DTAs by the Director
of Nursing.
There are currently eight SIRIs which have exceeded the target date of 60 working days (27 July, 03 August,
08 August, 14 August x 2, 18 September and 28 September) for submission to the Commissioners. Three
have extensions approved by the Commissioners, 1 cannot be investigated until police investigation is
complete; the four without agreed extensions, due, 03 August 08 August 18 and 28 September, sit within
Medicine CSC.
Reports submitted to Commissioner in September.
The Trust completed, closed and submitted 1 Formal Ambulance Divert report and 6 clinical SIRI investigation
reports to the CCG during September. The following actions were identified as a result of the completed
clinical investigations:
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2017/14970
25081
C.Difficile on part 1 of
death certificate.
2017/14522
24328
Aggressive patient
sectioned under mental
health attempted suicide
& self harmed by
swallowing a foreign
object
2017/15084
25222
Possible unsafe transfer
of a patient with sepsis,
observations missed
which potentially led to
sub-optimal care and the
potential to identify a
deteriorating patient
sooner

Actions
NA

NA

Actions

In month update

Full action plan is in place to address the
identified areas of focus, which includes
working with Southern Health.

Full report will be available by
November 2017.

Actions

In month update

1. Nurse changed her practice. She has met
with senior nursing staff to discuss the
case and been through a formal process.
2. Add to the list function on Oceano Phase 4
3. Checklist (similar to ward checklist) to be
used for transfer from ED. This includes
EWS/time of last observations and whether
transfer monitoring is indicated.
Share wider across Trust – regarding use
of transfer checklist in medical/nursing
admission booklets.
4. To promote the use of transfer checklist
and to remind staff about the observations
to be taken within 15 minutes of transfer
and consider use of a communication tool
to ensure clarity of communication
Share wider across Trust
PHT to continue its drive to improve
medical flow with greater alignment of
clinical and operational management. This
will allow the timely assessment and
transfer to the ward without unnecessary
delay. This is often down to ongoing
multifactorial and other agency issues
within the CCG.
5. The Trust wide QI initiative surrounding the
deteriorating patient ‘Time To Act’ initiative
– focussed assessment, planning,
highlighting need for senior review,
escalation of care prompting.

2017/15148
24134
Delayed diagnosis of
ascending colon cancer
due to delayed CT
reporting.

In month update

Actions
1.

Review of the CWT (Cancer Waits)
Pathway
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1.
2.
3.
4.
5.

Completed
End September 2018
Completed
Completed
End January 2018

In month update
1. End November 2017

2017/16593
23941
Death of breech born
premature baby.

1.

2017/13669
24415
Suboptimal management
and unsafe transfer of a
patient with spinal cord
compression

In month update

Actions
Update the Extremes of Viability form to
ensure Consultant Obstetrician and
Neonatal input.

1. End October 2017

In month update

Actions
1.
2.

3.

4.

5.

6.
7.

8.

9.

Review of the out of hours reporting of CT
scans.
Elderly Trauma Pathways – require review
and guidance produced, multi-specialty
and multi-professional development,
including who should liaise with other
organisations and where patients with
trauma should be cared for and the
potential for significant trauma to be
unrecognised.
Publicise Wessex Trauma Network
guidance for spinal injury patients – to be
available to AMU as well as T&O/ED.
Emergency MRI - review of the procedure
for request is explicit and obvious to staff
who may need to request and what the
agreed timeframes and definitions for
urgent, emergency and routine are,
particularly at the weekend. This should
also be communicated to all departments
and staff regularly given the turnover of
staff.
Review induction information, education
and training regarding the deteriorating
patient and escalation to critical care for
junior doctors (irrelevant of transfer status)
should be escalated to critical care.
Review implementation of transfer policy
to other units by clinical staff on AMU.
Reversal of anti-coagulation with Octaplex
– AMU education for junior doctors should
be included in education and training.
Consider the arrangements for emergency
access, and frequency of use, for
Octaplex and whether AMU access the
emergency supply held in ED for
emergencies).
Sharing of incident, case presentation and
learning within ED, AMU and T&O (PHT).
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1.
2.
3.
4.
5.
6.
7.
8.
9.

Completed
End October 2017
End October 2017
Completed
Completed
End November 2017
Completed
Completed
End October 2017
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Subject:

Health Safety and Wellbeing – Annual Report

Prepared by:

Nicky Carter Head of Health Safety and Wellbeing Service

Sponsored & Presented by:

Tim Powell Director of Workforce and Organisational Development

Purpose of paper

Annual update for Health Safety and Wellbeing

Key points for Trust Board
members

§

The importance of health safety and wellbeing for Trust staff

§

Cost of absence for the Trust £10.2 million for 2016/17

§

Key activities undertaken in 2016/17 focussing on absence
management, fit for work, health and safety statistics, manual
handling, staff counselling and external income generating
activity

§

CQUIN health and wellbeing target and delivery of the CQUIN
health and wellbeing action plan was achieved to receive
£750,000

§

CQUIN Flu target 72.5% achieved in 2016/17 £375,000 payment
made

Briefly summarise in bullet
point format the main points
and key issues that the Trust
Board members should focus
on including conclusions and
proposals

Options and decisions
required
Clearly identify options that
are to be considered and any
decisions required

To obtain continued board commitment to leading the Trust and
championing the agenda of promoting the health safety and
wellbeing of staff as part of its duty of care.
To have the flu vaccination and promote the importance to all staff to
have the flu vaccination to protect themselves, their colleagues and
our patients.

Next steps / future actions:

Delivery of the flu campaign and reporting to the CCG in March 2018

Clearly identify what will follow
the Trust Board’s discussion

To develop the health and wellbeing of staff focussing on improving
mental health and staff resilience
To identify themes and service areas requiring additional support
from counselling and occupational health service provision to help
facilitate improvements as part of the Freedom to Speak campaign
Risk to service provision with proposed changes and movement of
the department to 3 bases for a period of 9-12 months if the urgent
treatment centre moves into the Occupational Health building

Consideration of legal
issues (including Equality
Impact Assessment)?

None

Consideration of Public and
Patient Involvement and
Communications
Implications?

Links to Portsmouth Hospitals NHS Trust Board Strategic Aims, Assurance
Framework/Corporate Risk Register
Strategic Aim

To be recognised as a world class hospital, leading the field through
102

innovative healthcare solutions , focussing on the best outcome for
our patients, delivered in a safe, caring and inspiring
environment
BAF/Corporate Risk Register
Reference (if applicable)
Risk Description
CQC Reference

Committees/Meetings at which paper has been approved:
Governance and Quality Committee
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Portsmouth Hospitals Trust Annual Report for Health Safety and
Wellbeing
1 April 2016 – 31 March 2017
Nicky Carter Head of Health Safety and Wellbeing Service
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Introduction
The NHS as part of its pledges to staff commits to provide support and opportunities for staff
to maintain their health safety and wellbeing. This is re-enforced within the Workforce and
Organisational Development Strategy the objectives for the Health Safety and Wellbeing
Service and the CQUIN health and wellbeing targets for 2017/18 which offers up to
£250,000 if there is sufficient improvement in the staff survey results with regard to health
and wellbeing questions. In addition there is a Flu CQUIN to maintain and ideally improve
the uptake of flu vaccinations for front line staff to 70% which offers a further £250000 to be
paid to the Trust if that is met.
Each year more than 130 million working days are lost to sickness absence, costing
employers around £6.5 billion a year. According to the Confederation of British Industry, the
annual cost of sickness absence to the UK economy is £17 billion, while long-term absence
costs the taxpayer £13 billion and reduces economic output by a further £15 billion.
10.3 million days are lost within the NHS to sickness per year at a cost of £1.7 billion. The
cost of absence for PHT in 2015/16 was £9.1 million which increased to £10.2 million in
2016/17. This report identifies the progress made in the Health Safety and Wellbeing Service
to maintain and improve the health and wellbeing of PHT staff.
Safe Effective Quality Occupational Health Service (SEQOHS)
Portsmouth Hospitals NHS Trust has successfully met the accreditation standards of
SEQOHS - Safe Effective Quality Occupational Health Service. This demonstrates that as a
department we meet the national quality standards for occupational health service provision
both to our NHS clients and to external clients who use our services. This was revalidated in
October 2016. A full assessment will be undertaken in October 2017.
The proposed move to alternative premises to facilitate the Urgent Treatment Centre moving
into the Occupational Health building could have an impact on service delivery and the staff
survey results. Suitable premises to accommodate the team are awaiting approval from the
Executive Management Team
Attendance Management
The Health Safety and Wellbeing Service works closely with managers and HR to ensure
staff are referred appropriately and in a timely manner when required to ensure staff receive
the appropriate support they need and to facilitate an early return to work with the
adjustments in place where practicable.

CHAT

£1,346,299

Number of
referrals per
100 staff
2016/1716
4.5%
22.76

Clinical Support

£1,772,188

3.3%

26.97

25.39

Corporate Functions

£460,102

2.1%

14.22

9.98

Emergency

£760,791

4.1%

19.65

16.86

Head and Neck

£385,163

3.1%

19.94

21.68

Medicine

£936,213

3.3%

13.73

16.17

£1,160,537

5.8%

28.21

30.40

MSK

£633,277

4.4%

22.79

20.49

Renal

£634,166

5.5%

18.91

20.00

£86,327

2.7%

33.33

19.54

£717,343

3.1%

15.8

12.78

£1,323,370

4.8%

33.65

24.75

£10,215,776

3.8%

22.68

20.5

CSC

MOPRS

Research and Development
Surgery and Cancer
Women and Children’s
Total

16/17
Absence
Costs

16/17 Rolling
Sickness Absence
(%)
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Number of
referrals per
100 staff
2016/17
25.71

Key points to note
•

Trust absence increased by 0.32% in comparison with 2015/16. The management
referral rate has reduced by 2.18 per hundred staff

•

The highest increases in absence by CSC are:
o
o
o
o
o

•
•
•
•
•
•
•

•

Renal increase of 1.58% in absence with a minimal increase in the number of
referrals
MOPRS increase of 0.99% in absence and a slight increase in referral rate
Emergency Care increase of 0.9% in absence with a significant reduction in
the number of staff referrals
Chat increase of 0.83% and a comparable increase in the number of staff
referrals
Surgery and Cancer increase of 0.62% in absence and a reduction in referral
rate

Occupational Health meet with the Operational HR team on a monthly basis to
discuss key cases and any absence issues arising to support an effective return to
work including a review of long term cases.
Operational HR provide targeted advice to CSCs with an absence rate of over 3% CIP target 2017/18
Absence Management training sessions are run monthly and are available for all
staff.
Absence management is included within the Passport to Manage and Developing the
Aspiring Leader programmes
All CSC absence action plans to be reviewed with Operational HR liaising with
Occupational Health as appropriate
Return to work audit undertaken by Operational HR and face to face awareness
training of the importance of effective and timely return to work interviews given.
The wait for a management referral appointment can be four to six weeks during
busy periods. Recruitment of more Trainees and an Occupational Health technician
and a review of roles and responsibilities has enabled the service to develop to
ensure skills knowledge and experience is utilised effectively
A review of the Physiotherapy service contract with Solent has facilitated a more
effective staff referral process coordinated with fit for work and the Occupational
Health clinical team
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Reason for referral by Clinical Service Centre

5

9

16
2

8
1

30
32
5
5
5
4
13
10

1

4

1
11

1
10

1

4

2

30

3
1

6
10

3
15
3
7
3
4
5
6

1
1

5
2
2

1

2

1

1

Grand Total

4

38
92
10
20
21
17
41
18

(Reason not identified)

1

5
13
1
2
1
3
4
4

Workplace stress

8

5
11
2
1
3
4
3

Workplace accident

11

3
1
2
3

Unspecified reason

10

3
4

Surgery

64
80
18
17
16
34
42
16

Sickness absence

30
50
10
15
15
24
26
9

Pregnancy

23
39
6
10
6
25
23
14

Other

Non work related injury

Musculoskeletal

Mental health

1

Medical

CHAT CSC
Clinical Support CSC
Corporate Functions
Emergency Care CSC
Head and Neck CSC
Medicine CSC
MOPRS CSC
Muscular Skeletal CSC
Private Patients
Directorate
Renal CSC
Research and
Development Division
Surgery and
Cancer CSC
Trading Division
Volunteers
Women's and
Children's CSC
(CSC not identified)
Grand Total

Reason for referral
Ill-health retirement

Management referrals
CSC

209
346
56
86
75
119
162
77

3

2
59

1

1

17

12

1

81
4
1

1

1
1
2

34
4
204

41
4
259

46
2
357

16

11
5
50

5
45

38
7
348

13
142

1
4

26

6
1
58

1
5

197
23
1514

There has been a 46% increase in the number of mental health referrals within medicine and
renal this year and a 27% reduction in women and children. A mental health nurse was
recruited in early 2016 to help provide more specialist advice with regard to mental health for
staff. This post has enabled staff to be seen more quickly in addition work within teams has
taken place to help staff and managers to understand the importance of good mental health
and the support available to them.
Cost of Ill health Retirement

Number of
Staff
Cost

2012/13
10

2013/14
3

2014/15
8

2015/16
8

2016/17
3

£556000

£133000

£349000

£542000

£153,000
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Health and Wellbeing
The past year has really seen a positive increase the development of health and wellbeing
initiatives across the organisation and a number of very successful events have been
facilitated.
Initiative
Fast track physiotherapy
access for staff

Outcome
Approval for Physiotherapist and funding to help
meet CQUIN target for 2017/18 and 2018/19
obtained enabling an identified specialist
physiotherapist to treat staff in a more timely manner
and refer to/liaise more appropriately with Fit for
Work and the Oasis team. Quarterly meetings to
review the service have been established.

World Health Day

This is an annual event and will be held in line with
the National World Health Day

International Nurses Day

Focus this year was on hydration at Work 200 bottles
of water given out with hydration information
alongside 100 refillable water bottles.
Sample survey was undertaken by those who visited
the stand which highlighted concerns over staff
hydration and raised awareness

National Walking Month

Facilitated a series of lunchtime walks which have
been continued over the warmer months owing to
their popularity.

Three swimming initiatives
held summer, Movember, &
Spring

£2 swimming sessions provided for all staff with an
average of 20 people attending each week over each
of the periods.

Oasis Triathlon

Annual event open to all both sprint & mini.

Men’s health Morning

Well attended with 100 information bags being given
out as part of the morning.

Skin Awareness Morning

Good attendance over 90 staff members.

Wellbeing Clinics

Now held every Friday morning from January to July.

Sedentary worker scheme

Run by the Oasis team – sedentary workers are
offered 8 weeks of guided support to improve their
health and wellbeing. 79 people have taken part to
date with some excellent outcomes and feedback.

Back care awareness
sessions

Provision for these have increased with proposals for
more regular events to be held during 2017/18.

Mental Health awareness
days/information events
Resilience training

8 sessions held over the year.

Mental Health
awareness/Stress
Management sessions

10 sessions held across the organisation throughout
the year.

8 sessions held over the year.
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Oasis
The Oasis team continue to provide the Fit4 Work service alongside a number of physical
activities, and the sedentary worker scheme available for staff. The service is now well
established and some positive links have been made with the physiotherapy service to
improve use and referral to Fit 4 Work.
Fit4Work Stats:
April 16 – March 17
Referrals received: 261
Appointments attended: 175
Appointments missed: 71
Attended programme: 131
No action required from referral: 27
Supported by manager:
84% Yes 16% No
Use in work time:
46% Yes 54 % No
Membership:
From April the Government made changes to salary sacrifice options. This affected Oasis
members who subsequently can no longer make a tax saving on their membership. Despite
this, to date, the membership has remained fairly stable with no significant drop in numbers.
981 current members of which 772 are PHT employees, 7 students, 8 temporary members
Cycle scheme:
The cycle scheme is provided for staff and is available as a salary sacrifice option. There
have been 25 applications since April 16.
There is insufficient cycle storage provision on site and this will need to be reviewed in the
future to encourage staff to engage in greener commuting options.
Patient support:
Oasis continues to provide a number of services that support clinical groups across the
organisation:
•
•
•
•

Aqua Silver Classes – a water based exercise class. Patients are referred to utilise
our facilities by Rheumatology, Physiotherapy, Macmillan and local GP services.
Exercise classes for Integrated Complex Obesity Service patients.
Cancer referral exercise scheme
GP referral exercise courses are planned for patients in the local area.
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Flu Campaign
Submission for Public Health England March 2017
Staff group
Direct patient care
All other professionally qualified clinical
staff
Support to Clinical Staff
All doctors
Qualified Nurses
Not involved in direct patient care
Total

Vaccinated
(or contraindicated)
4724

Headcount
6520

CQUIN
72.5%

594
1855
710
1565
281
5005

800
2485
959
2276
475
6995

74.2%
74.6%
74%
68.7%

Reasons for having/not having Flu vaccine
Vaccinated Elsewhere including at GPs

Trust Total
Front line
318 (4.8%)

Clinical Contraindication to vaccine

18 (0.3%)

Known/suspected allergy to vaccine

48 (0.7%)

Undergoing Treatment which may be affected
by vaccination
Vaccine given
Declined vaccine by written consent form
Not vaccinated. Did not attend individual
vaccination appointment offered
Grand Total

13 (0.2%)

CSC

4327 (66.5%)
765 (11.7%)
1031 (15.8%)
6520

30/10/16 29/11/16 27/12/16 24/01/17 28/2/17

CHAT

50.8%

57.9%

60.2%

66.2% 72.3%

Clinical Support

40.2%

57.8%

64.1%

68.5%

74%

Corporate Functions

38.6%

51.0%

56.4%

73.2%

78%

Emergency Care

41.9%

50.9%

54.5%

62.1%

68%

Head and Neck

43.1%

50.0%

53.6%

59.1% 66.6%

Medicine

39.0%

49.5%

57.6%

61.6% 67.8%

MOPRS

36.5%

50.2%

56.3%

61.6% 66.7%

MSK

43.5%

52.8%

58.6%

61.2%

Renal

38.5%

53.4%

58.9%

64.2% 66.7%

Surgery and Cancer

39.8%

50.8%

57.6%

61.8% 68.4%

Women and Children

55.5%

63.4%

69.5%

73.3% 80.4%

Total

43.1%

53.6%

60.2%

65.3% 72.5%
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68%

Flu uptake by CSC by month
The Trust CQUIN target identified for the 2016/17 campaign was 75%. A much improved flu
campaign took place in the Autumn/Winter of 2016. The key success was the number of
workplace vaccinators across CSCs who as a group delivered 2458 vaccinations 56.8% of
the flu vaccinations within work areas. In addition the support from MDHU was very much
appreciated they delivered 17% of the total vaccinations. There were significant service
pressures and the workplace vaccinators were able to deliver the vaccine in the workplace.
There was a very positive response from medical staff with an increase of 132 (10.8%).
Qualified nurses increased by 136 (6.3%). Although the increase was significant the target of
75% was not reached. In recognition of the achievement and the work undertaken to ensure
staff were approached to have the vaccine the majority of the payment was made.
The target for 2017/18 is 70%. As a Trust we are working towards a 75% uptake from
frontline healthcare workers as that is the target for 2018/19. The focus for the 2017/18
campaign will be to
•
•
•
•
•
•
•
•
•
•

train more workplace vaccinators within clinical areas
Train more Allied Health Professionals e.g. Radiographers and Pharmacists to
deliver flu vaccinations in their work area.
9 staff from MDHU are being released to help with the campaign
Video to be developed by Microbiology and also Occupational Health
Consent form to be available on the flu pages
All FY1 Drs are being trained as part of their IM vaccination competence as
workplace vaccinators
Workplace vaccinators to use a staff list from the E Roster or equivalent to ensure all
staff are approached
Weekly reports to go to Chiefs of Service Heads of Nursing and General Managers
from October
More detailed reports to be sent to key players from November 2017
Reminder letters to be sent to all staff in January with a vaccination appointment

Health and Safety
Staff Accidents and Incidents
A total of 702 staff incidents were reported over the 2016/2017 financial year. Compared
with a total of 862 reported for the previous year. 18.5 % decrease. January – March have
seen the most significant decrease in the numbers reported.
Whilst this is a good level of reduction it is believed that the changes made to the reporting
system (DATIX) have meant that staff incidents are better categorised and that many of the
high levels seen during this time the previous year were in fact not true staff
accidents/incidents but incidents such as ‘staff resourcing’ which were categorised
incorrectly.
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Top 5 Incidents reported to DATIX
Inappropriate/aggressive behaviour towards staff by a patient
Contact with sharps
Slip/Trip or Fall
Contact/Collision with animal/object (not sharps)
Lifting/Manual Handling

218
167
85
67
45

Inappropriate/aggressive behaviour towards staff by a patient

There has been a significant increase in the number of patients with challenging needs being
admitted across the organisation. Incidents of inappropriate behaviour towards staff by
patients continues to be the top reported staff incident to DATIX , however despite the high
levels reported there are still significant areas of under reporting.
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Contact with Sharps

There are still discrepancies between the number of sharps incidents reported to DATIX
against the numbers reported to Occupational Health and as such monthly dashboard
reporting figures are taken from OH as these are a more true reflection of the number of
incidents occurring.
227 Incidents were reported to OH over the last financial year.
OH have processes in place to monitor and chase DATIX numbers however this is often
time consuming.
DATIX / OH reporting comparison

Sharps Risk Level
High Risk
High Risk - donor positive
Low Risk
Unknown Source

4
6
164
53

PEP Given
No
Yes

224
3
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Sharps Staff group
Add Prof Scientific and Techni
Additional Clinical Services
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Medical and Dental
Nursing and Midwifery Register
(blank)

3
40
5
1
2
72
71
33

Sharps by instrument Type
Incidents caused by subcutaneous injection continue to be problematic throughout the trust.
This year safety insulin needles have been rolled out and through the consumables group
options for further safety devices will be explored for sub cut needles.
Not recorded
Hollow Bore
Hollow Bore Needle: Blood Culture
Hollow Bore Needle: Blood Gas
Hollow Bore Needle: Cannula
Hollow Bore Needle: I.M.
Hollow Bore Needle: Other
Hollow Bore Needle: Sub-cut
Hollow Bore Needle: Vacutainer
Hollow bore Needle: Venesection
Solid Need
Solid Needle: Lancet
Solid Needle: Other
Solid Needle: Scalpel
Solid Needle: Suture Needle

14
2
2
6
13
7
11
48
33
11
1
4
39
8
28

14
2
2
6
13
7
11
48
33
11
1
4
39
8
28

Occupational Health are facilitating a series of sharps awareness sessions throughout the
Trust at department level during 2017.
Slips, Trip & Falls

There have been a number of slips, trips and falls throughout the year where no direct
workplace factor has contributed, however high levels of staff who slip on wet surfaces
continues.
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Collisions

The range of things that staff collide with across the organisation is very broad however top
items include, doors, trolleys, beds and other people.
Manual Handling

All moving and handling incidents are reviewed by the Moving and Handling advisory team
who offer advice and training where required.
Incidents by severity

Whilst most of the incidents reported to DATIX were graded as low/minimal harm 9
RIDDOR reportable incidents were sustained across the year that were reported to the
Health and Safety Executive in line with regulatory requirements. There has been a
reduction in the overall number of reportable incidents of 33% in 2016/17.
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RIDDOR reportable Incidents 2016/17
April

CHAT

HSDU

April

MOP

G3

April

CSC

Electric
Cupboard

May

EMER

MAU

May

MED

C5

August

MED

D2

December

February

MED

C5

March

H&N

MAXFAX
OPD

Injury sustained to right knee after
collision with washer carriage which fell
from a height
Injury sustained to left hand/wrist when
assisting a patient and patient became
aggressive, twisting HCSW wrist
Contractor replacing a 6amp mini circuit
breaker. Flash from the unit occurred
causing burns to IP.
Slip on wet floor. Injury sustained to
right hand
Sharps Injury sustained while
administering insulin
Assaulted by patient. Sustained injury
to arm
Incorrectly disposed needle found while
cleaning away trolley. Needle stick
injury sustained.
Needle stick injury obtained when
patient moved

MSK

Over 7 day

MSK

Over 7 day

Burn

Specified
Injury

MSK

Specified
Injury
Dangerous
Occurrence
Over 7 day

Needle stick injury

Sharps
Assault
Sharps

Dangerous
Occurrence

Sharps

Dangerous
Occurrence

Sharps

Dangerous
Occurrence

Riddor reportable incidents 2013 – 2017

Manual Handling
Training
Training continues to be an important part of the role undertaken by the Manual Handling
Advisory Team as well as Safe Systems an external contractor. Theatres continue to have 2
trainers to facilitate some theatre specific training however the number of sessions they can
undertake has been reduced. The funding for both ED trainers was withdrawn therefore the
Essential Skills day designed for AMU and ED to aid compliance has stopped. Staff are
required to attend the generic training.
Onsite training sessions continue to be undertaken if appropriate so that staff receive
training appropriate to need.
Induction
There has been an increase of 14% in the number of places required and the DNA numbers
have reduced to 7.5%. The increased training requirement has been undertaken within
existing resources. If increases are required in the next financial year a business case will
need to be developed to accommodate the demand.
Places available
579

DNA’s
44
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Skills Update
Places available
1740

attended
1434

DNA’s
306

Cancelled skills update courses.
There were 3 courses cancelled due to staff not being released to book onto them therefore
including the DNA’s there were 342 lost places.
Equipment workshops
Equipment workshops continue to be offered eg: on use of wheelchairs, ceiling track
hoisting, hover matt and jack to support knowledge outside mandatory training. Specific
training to support staff in AMU to get the patients out of bed rather than wait for the
physiotherapist was undertaken. This should increase patient mobility ability reducing the
time patients stay in bed.
Bariatric training
This year one Bariatric study day was undertaken onsite to help staff support the Trust’s
increasing need. Free access to courses undertaken at a local company called Benmor are
now available.
Load Handling training.
7 load handling sessions have been undertaken. These have mainly been for new
apprentices starting within the Trust with a couple of update sessions for current staff.
Back Care Awareness sessions.
These sessions were developed to help meet the CQUIN target to reduce the number of
staff who have experienced musculoskeletal problems as a result of work activities and
targeted sedentary workers looking at a 24/7 approach to back care.
4 sessions were undertaken. 3 sessions were open to anyone, one session an area was
targeted. The total number of attendees was 83.
The plan for 2017/18 is to improve communication of events, target future areas to attend,
consider onsite training, more informal drop in sessions to disseminate information.
Patient Referrals
We had 40 patient referrals 100% increase on 2015/16 numbers. These are patients with
complex needs where staff require practical moving and handling support for the patient.
Some patients will require more than one visit dependent on need.
Staff referrals
There were 29 staff referrals with musculoskeletal disorders. Dependent on the requirement
of the referral staff are either seen in the training room for practical 1:1 input and/or seen
within the working environment. A report is then generated giving advice to the staff member
and Manager.
Safe systems of work.
A really important part of the manual handling advisory team is to work with staff to ensure to
safe systems of work in place to help reduce musculoskeletal risk particularly when working
with bariatric patients. This can be very complex and time consuming but essential for
maintaining the safety of staff and patients. An example is supporting the Trust to have
appropriate seating for patients in the retained estate wards. Appropriate seating increases
patient mobility and patient wellbeing and helps reduce manual handling by staff.
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Staff Counselling Service - Aquilis
Aquilis provides an independent counselling service for the Trust. All of the counsellors are
self employed. The Lead Counselor is a member of the Health Safety and Wellbeing Service
senior management team and provides regular feedback on key patterns of counselling
referrals within the service.
In the year 2016/17, 500 staff referrals for counselling were received, an increase of 16.5%
on the previous year. The number of counsellors/counselling hours have been increased to
include Saturday mornings to meet service demands.
Over 160 counselling sessions a week were delivered which included private/income
generation work undertaken to help fund a high quality service for PHT staff. Counselling to
Portsmouth Enablement Centre, Renal patients and private clients has provided a 30%
increase in income in comparison with 2015/16.
Feedback continues to be very positive with staff often stating that they wished they had
come sooner.
Feedback forms show that:
•
•

100% would recommend our service
64% marked service as excellent, 31% very good and 5% good = 100%
That is 95% very good or excellent.

Of those who answered the questions about work this showed that:
Those who took time off work due to their problems 71.67% said that counselling had helped
them return to work sooner
Those who did not take time off work 86.76% said counselling had prevented them from
taking time off.
A Stress Reduction and Relaxation incorporating Mindfulness session on Monday evenings
in Oasis which is free to staff is now offered. Numbers are limited it is hoped that this
service will develop and the demand increase to offer it at other times to benefit more staff.
The feedback so far has been very positive.
Adverse Incident Support
5 Adverse Incident debriefs were undertaken during the year ended 31st March 2017 in
various departments.
Resilience Training
3 groups with ED were run looking at resilience and supervision
6 Resilience Training Days for Band 7’s and above (c120 attendees) have been run.
Staff Mediation Service
There were 21 mediation cases referred of which 9 were completed successfully.
10 were dropped/resolved before meeting the mediation team, 2 were halted partway
through for other reasons.
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Income from External Activity
The Health Safety and Wellbeing Service delivers occupational health services to fifty small
and medium enterprises (SME) within the Portsmouth area. In addition PHT maintains the
occupational health contract for University of Portsmouth and Portsmouth City Council.
Western Sussex Hospitals Foundation Trust re-tendered in October 2016.The new contract
April 2017 to March 2022 was awarded to Team Prevent a private provider. The majority of
the costs transferred with the contract (TUPE applied) and the rest were planned within the
PHT resources. University of Portsmouth income increased due to an increase in student
numbers across the majority of courses and an increase in vaccination requirements for
specific courses. In addition the Registered General Nursing degree commenced at
Portsmouth University in February 2017 which has increased income and will continue to
moving forward. Aquilis income has increased to support the increased demand for
counselling for PHT staff.
Name of Organisation

Income 2014/15
£383174

Income
2015/16
£383174

Income
2016/17
£383,791

Western Sussex Hospitals
Foundation Trust
University of Portsmouth
Portsmouth City Council
SMEs
Other NHS/charities/local govt
Aquilis
Total

£74784
£85620
£78051
£73866
£46103
£695495

£104249
£74159
£78230
£69662
£39500
£748974

£152,166
£84746
£84866
£47417
£51586
£804572
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Portsmouth Hospitals NHS Trust – Strategic Aims:
•
•
•

Deliver Safe, High Quality Patient Centred Care – Health and Safety, Manual handling training, vaccinations, work health
assessment, management referral
Staff Would Recommend The Trust As A Place To Work And A Place To Receive Treatment – effective management
referral service, fit for work, oasis, health and wellbeing programmes
Develop Sufficient Financial Strengths To Adapt To Change And Invest In The Future – external work

Health Safety and Wellbeing Service Objectives 2017/18
National Requirements
CQUIN
Improvement of staff survey results by 5% for two of the following
•
•
•

Does your organisation take positive action on health and wellbeing, 3% needed
In the last 12 months have you experienced musculoskeletal problems as a result of work activities. 4% improvement
required
During the last 12 months have you felt unwell as a result of work related stress? 5% improvement required

Improving the uptake of flu vaccinations for frontline clinical staff to 70%

1. Encourage and support staff within the OH Department to maintain good health and have adequate knowledge and
skills to carry out work tasks therefore help reduce stress levels and keep sickness absence to a minimum.
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Objective

Success criteria

1. Health
To reach and exceed the CQUIN flu
target of 70% of front line
healthcare workersbeing vaccinated
against flu

•

2. To have all PHT staff cleared fit and
if appropriate commenced the
vaccination programme within 1
month of starting

•

•
•
•

•
•
•

3. To work with managers and HR to
reduce sickness absence to 3.5% in
2017/18 and 3% long term

•
•
•
•

4. Safety
Undertake a series of Trust wide
audits to evaluate the environment
and ensure safe practice

•

5. To monitor and evaluate staff
accident and incident trends
6. To monitor the completion of H&S
risk assessments across the Trust
7. Undertake a series of events or
activities which will promote best

•
•
•
•

By when

By whom

70% target reached70% ; promoting work towards 75% of frontline workers
with direct patient contact
Flu plan actions achieved
Regular communications; email, newsletter, leaflet payslips Trust updates
Engaged CSCs and senior management teams

28/2/18

NC/ATT

All staff fit for post with adjustments in place within 1 month of
commencement
CSC management teams aware of Staff who do not comply and restrictions
put in place
Escalation processes are adhered to
Governance reporting developed for wha, sharps follow ups,
complaints/plaudits, significant events – including confidentiality breaches
EPP and non EPP identified separately.
Timely referrals (2 weeks)
Early return to work promoted and recorded
Higher attendance at absence management sessions
Proactive absence management process established – attend CSC
management meetings? – OH Nurse link for each CSC
Number of audits undertaken and actions put in place to address the findings

31/12/17

ATT

Evidence of accident reports monitored and reported through H&S
committee and other relevant groups
Risk assessments pages developed on the intranet
Risk assessments monitored through H&S committee
Calendar of events/awareness sessions developed and facilitated for the year
- DSE
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NC/ATT
30/6/18

ATT

31/3/18

JM

30/6/18

JM

30/6/18

JM

31/3/18

JM

health and safety practice in line
with national events or as indicated
by trend.

8. Wellbeing
To improve the physical and mental
wellbeing of all PHT staff in line with
the CQUIN requirements identified
above.

9. External
Develop marketing strategies to
increase external income

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Safety week
Back care awareness
Load handling
STF
Sharps
Back care week

Improved attendance. Reduce sickness absence to 3.5% and work towards 3%
Management referrals submitted in a timely manner with correct
information. (as per Management of Attendance Policy)
Improved presence to Management of attendance (OH) training. %of
attendance
Fit4work program referral and attendance appropriate and effective % of
referrals
Referral to support disciplines i.e. counselling Physiotherapy % of referrals
Physiotherapy contract meets service needs
Manual handling training capacity is maintained at 85%
Improved staff satisfaction resultsby 5% for health and wellbeing
10 stress management workshops are undertaken
More collaborative working with the dietetics, smoking and alcohol services
Increased awareness of mental health nurse provision with OHD.
Increased Resilience training attendance to high incidence areas.% of
Recognition of hotspot areas implement action plan and report outcome
Group mental health sessions associated with wrap established
Website updated in liaison with box chilli
External income maximised
Social media lead identified within the team
Organisations contacted to ask about service provision eg councils
Processes established to ensure Existing clients chased routinely in advance of
surveillance requirements
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31/3/18

PB/Senior
management
team

Ongoing

SAR/PB

31/7/17
31/3/18

31/12/17
10. Review existing contracts to
maximise opportunities to increase
services and income

11. Develop responsive administrative
and financial support focussed on
external work

•
•
•
•
•
•
•

SLA review meetings and reports scheduled and completed – timetable
established
Customer and client surveys completed and actions taken from findings
Services recommended based on HSE guidance and research based evidence

31/10/17

Systems developed to respond to clients in a timely manner and follow up
appropriately
Up to date costs are readily available for undertaking quotes
Invoicing is accurate and up to date for each company
OPAS is used effectively by the nursing and admin staff

30/9/17

SAR

31/3/18
ongoing
SAR

31/7/17
31/7/17
31/3/18
31/12/17

12. Review services available and future
services to meet company demands
and changing industry requirements

13. Develop collaborative relationships
with other OH providers in line with
the Sustainability and
Transformation plans within the
region
14. Ensure SEQOHS accreditation is
maintained

•

31/3/18

SAR/NC/PB

•
•
•
•
•
•

Clinical skill mix is reviewed and up to date to meet service
needs/costs/quality
Administrative skill mix reviewed
Customer survey completed identifying client service needs
HSE requirements with regard to health surveillance are reviewed
Training/skills
Wider Geographical service bids are undertaken
Joint working opportunities are developed

30/6/18

NC/SAR/PB

•
•
•
•

Job descriptions reviewed and up to date
Audits in place and ongoing
Customer surveys completed
Staff training is up to date

23/9/17

NC and
senior team
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15. Develop a Health and Wellbeing
strategy following the workforce
strategy

•
•
•
•

Policies and processes are in place
Governance requirements are met
Health and wellbeing requirements are identified
Trust requirements are met
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31/3/18

NC and
senior team

TRUST BOARD PUBLIC – NOVEMBER 2017

Agenda Item Number: 199/17
Enclosure Number: (6)

Subject:

Board Assurance Framework

Sponsored & Presented by:

Peter Mellor, Director of Corporate Affairs

Purpose of paper

To provide the Trust Board with a monthly update of the Board
Assurance Framework.

Key points for Trust Board
members

Trust Board are asked to note the updated actions.

Briefly summarise in bullet
point format the main points
and key issues that the Trust
Board members should focus
on including conclusions and
proposals
Options and decisions
required

•

Review the Assurance Framework and consider requirement
for further assurance on actions related to significant risks

Clearly identify options that
are to be considered and any
decisions required

•

Determine any further assurance required on any aspect of
the Framework

Next steps / future actions:
Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

Any decisions with regard to the severity and/or removal of the risks
will be actioned as appropriate and presented at Trust Board.

None

None

Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance Framework/
Risk Register
Organisational Priorities

All

Board Assurance Framework/
Risk Register Reference

N/A

Risk Description

N/A

CQC Reference

Well Led, Safe

Committees/Meetings at which paper has been discussed/ approved:
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Date

Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework
The Board Assurance Framework (BAF) is a process and document via which the Trust Board can record and oversee the management of risks
to the achievement of the Trust’s corporate strategic objectives and priorities. The Trust’s priorities for 2017/18 are set out at page 2. Risks
to delivery of those objectives are summarised at page 3, and the Board Assurance Framework begins at page 4.
The BAF is an essential tool in the delivery of corporate objectives, and is reviewed formally at the Trust Board’s meetings on a quarterly basis.
It is used more frequently by the Trust’s Executive Directors and senior leaders in the operational management of the Trust. The actions set
out in the BAF and allocated to Executive Directors are included in individuals’ objectives. Updates to the action plans described in the BAF are
sought every quarter prior to the BAF’s presentation to the Trust Board.
Operational risks managed via the Trust risk register may also have an impact on delivery of corporate objectives. Where there are relevant
risks scoring 15 or more on the Trust risk register, these are indicated on the BAF below.

Impact score

The risks set out in the BAF are rated according to the matrix set out below, which is in common usage across the NHS and adapted from
AS/NZS 4360:1999, a globally recognised standard for risk measurement and management. Impact score x likelihood score = risk rating.

Negligible
Minor
Serious
Major
Catastrophic

Likelihood score
Unlikely Moderate
Likely
2
3
4
4
6
8
6
9
12
8
12
16
10
15
20

Rare
1
2
3
4
5

Certain
5
10
15
20
25

Further information about the risk rating matrix and examples of circumstances in which different ratings will apply can be found in the Trust’s
Risk Management Strategy. The objective of effective risk management is to bring risk ratings down to a level which the Trust can tolerate (the
target rating).
Key to abbreviations and colour codes used in BAF action plans
Abbreviation
CEO
Chief Executive Officer COO
Chief Operating Officer
DoN
Director of Nursing
DUC
Director of Urgent Care
DoF
Director of Finance
MD
Medical Director
DHR
Director of Human
DCA
Director of Corporate
Resources
Affairs

Colour code
Complete
On track
At risk
Overdue
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Action completed
Action on track for completion by due date
Minor threat to completion by due date / minimal delay
Action not completed by due date

Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework
Corporate Priority
1: Deliver safe, high quality, patient centred care (PS)
1a
Reducing level of HSMR
1b
Increasing Safety Thermometer of harm free care
1b i
Improved timeliness of identification and treatment for sepsis in ED and admission areas
1b ii
Minimising the number of hospital acquired grade 3 and 4 pressure ulcers
1b iii Reducing level of medication incidents
2: Continually improve the patient experience (PE)
2a
Ensure patient experience is not compromised by limited capacity (Inc. ambulance holds and patient moves)
2b
Achieve quality & safety metrics as outlined in Urgent Care Improvement Plan
2c
Achieve positive patient experience through full engagement with families, carers and patients
2d
Maintenance of compliance with CQC regulations
3: Ensure delivery of national constitutional standards (CS)
3a
Achieve 4 hour A&E performance target
3b
Meet the referral to treatment waiting time
3c
Cancer pathway targets are met
3d
Achieve the diagnostic procedure wait target
3e
Reduction in delayed transfers of care
3f
Meet the SAFER target for the percentage of patients discharged by midday seven days a week
4: Create a healthy organisational culture where staff report they are well led and have high levels of satisfaction working in the trust (OC)
4a
National staff survey results place the Trust in the top 20% for staff engagement
4b
National staff survey results show an improvement in the number of staff reporting bullying and harassment
4c
Achievement of race equality standard
4d
Demonstrate an improvement in the CQC for the well-led domain for leadership and culture
4e
Develop strategies to ensure hard to recruit to roles are filled
5: Achieve financial health and sustainability (FH)
5a
Delivery of income and expenditure control total
5b
Delivery of cost improvement programme
5c
Management of cash within agreed limits
5d
Management of capital resources within limits in line with business plan objectives
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No Ref

RISK SUMMARY

1
2
3
4
5
6

BAF1
BAF2
BAF3
BAF4
BAF5
BAF6

7

BAF7

8
9

BAF8
BAF9

Urgent Care, Quality, Performance and Patient flow
The Trust’s ICT systems do not provide adequate support for delivery of Trust objectives
There is a lack of attention to basic, compassionate care in some parts of the Trust
The Trust’s organisational and clinical strategies are poorly defined
Organisational culture does not support efficient, effective operation
Take up of mandatory and other important training is below target
Some key external partnerships / collaborations fail to provide support for and/or obstruct
delivery of the Trust’s objectives and priorities
Demand for capital spending in the Trust exceeds capital sums available
Demand for radiology services exceeds radiological capacity
Demand for mental health services in the Trust exceeds mental health resource available
(capacity and quality)
There is insufficient evidence that the Trust’s emergency preparedness, response and
resilience plans are adequate and embedded
There is a general lack of the awareness and specialist knowledge needed to deliver
adequate safeguarding for patients and others to whom the Trust has a duty
Implementation of new initiatives, standards and learning from incidents and complaints is
inconsistent across the Trust
Governance systems across the Trust are ineffective in the delivery and monitoring of high
standards of care, treatment and performance, and are insufficiently open and transparent
The Trust is struggling to recruit and retain staff in a number of key areas
Support for non-employed staff (i.e., trainees and military personnel) is inconsistent
There is a perceived disconnect between the Trust Board and front line staff and teams
The physical environment of the Emergency Floor is poor
The Trust’s senior leadership has been unstable, and the leadership structure is unsuitable,
inhibiting the holding to account of leaders in the Trust
There is a lack of capacity and expertise in a number of key “back-office” functions,
including Finance, HR and the Transformation Team

10 BAF10
11 BAF11
12 BAF12
13 BAF13
14 BAF14
15
16
17
18

BAF15
BAF16
BAF17
BAF18

19 BAF19
20 BAF20
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Objective affected
PS PE CS OC FH
✔ ✔ ✔
✔
✔ ✔ ✔ ✔ ✔
✔ ✔ ✔ ✔
✔ ✔ ✔ ✔
✔ ✔ ✔ ✔ ✔
✔ ✔ ✔ ✔

Lead
COO
DHR
DoN
CEO
DHR
DHR

Prevailing rating
Q1 Q2 Q3 Q4
20
20
16
16
16
16

✔ CEO

16

✔ ✔
✔ ✔ DoF
✔ ✔ ✔
✔ COO

16
15

✔ ✔ ✔

MD

15

✔ ✔ ✔

✔ COO

15

✔ ✔

DoN

12

✔ ✔ ✔ ✔ ✔

MD

12

✔ ✔ ✔ ✔

CEO

12

✔ ✔
✔
DHR
✔ ✔ ✔ ✔ ✔ DHR
✔ ✔ ✔ ✔ ✔ CEO
✔ ✔ ✔ ✔ COO

12
12
12
12

✔ ✔ ✔ ✔ ✔ CEO

12

✔ ✔ ✔ ✔ ✔ CEO

12

✔ ✔ ✔

Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework
BAF1: Urgent Care, Quality, Performance and Patient flow

Objectives
affected

Lead

Date id’d

Source

Initial
rating
20
4x5

Target
rating
12
4x3

Current
rating
20
4x5

Patient flow through the Trust and throughout the wider health and
COO
09.08.17
Risk
social care system in the area is poor, leading to risk of:
assm’t
3e,
f
Rationale for target rating
• Delayed transfers of care and associated deterioration in patient
wellbeing
Impact is not amenable to reduction; focus for the 17/18 BAF
1
is on reducing the frequency / likelihood that the impact on
• Increased patient harm (including from delayed emergency
patients and staff will continue.
(SCAS) response arising from prolonged ambulance handover
times)
2a – d
Trust risk register links
• Impaired patient experience / patient engagement
2b
11, 15, 16, 18, 19, 24, 34, 99, 233, 302, 784, 794
• Reduced ability to deliver quality and safety metrics
3a
–
b
• Reduced performance against constitutional access standards
4 a, b, d
• Reduced staff engagement / experience (and consequent high
staff turnover and sickness absence) as a result of sustained
increased workload
5a
• Failure to deliver income and expenditure control total
5a - b
• Reduced ability to deliver cost improvement programmes
Causes of the risk
• Discharge planning and execution are not consistent across the Trust
• Maintaining escalation capacity attenuates clinical efficiency
• Lack of standardisation in clinical teams, systems and processes across the Trust
• Frailty has become a feature of all clinical services but is not recognised as such in any strategy or service plan
• Working arrangements with Portsmouth City Council and Hampshire County Council (e.g., re: funding decisions,
placements) not effective in ensuring consistently prompt patient discharge
• Clinical Commissioning Group processes for funding decisions and placements etc. slow
• Domiciliary care resources in the area do not meet demand
• Residential care capacity in the area does meet demand
• Local authority funding for complex residential care does not always match market forces
Current methods
• Trust has 50 extra beds open and 100 patients outlying, an increase on this point in 2016
of management
• Deployment of, and reliance on, premium cost workforce to manage patient volumes
• Reactive responses to individual patients’ needs
• Usual range of clinical governance monitoring and response
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Current assurance

Positive assurance Q2
• Decrease in Emergency Department complaints:
o Q1 2016/17 – 33 Q4 2016/17 – 36 Q1 2017/18 - 28
• Reduction in complaints and PALS contacts re: admission,
discharge and transfer
o Q4 2016/17 – 80 Q1 2017/18 - 57
• Q1 Inpatient FFT satisfaction (96.6%) above nat avg (96%)
• Q1 ED FFT satisfaction score (94.5%) above nat avg (87%)
• Non-clinical patient moves at night decreased Q2 = 317 (Q1
= 1036)
• SIRIs per 1000 bed days Q2 = 0.4 (Q1 = 1.4)
• Other incidents Q2 = 3278 (Q1 = 4887)
• 01.02.17 CQC report summary, pages 3 (2 items)
• No 12 hour trolley waits in August (peak of 95 in March)
• I&E control total achieved in Q1 (without A&E STF element)

Planned actions to reduce the risk / improve assurance
Action
1
Revise medical model to increase availability of doctors
at key times of day
2
Exec-Led intensive support programme to transform /
improve quality and operational performance on Acute
Medical Unit, aligned to CQC Enforcement Notice

Lead
DUC

Due
04.09.17

COO

31.10.17

Negative assurance Q2
• Mixed sex accommodation breaches: Q2 = 39 (Q1 = 23)
• Outliers increased: Q2 = 5135 (Q1 = 7953)
• Harm free care Q2 = 98.55% (Q1 = 98.67%)
• One Never Event in Q2
• 24.08.17 CQC report summary, pages 2 (1 item), 3 (1 item)
• 01.02.17 CQC report summary, pages 3 (3 items), 4 (2
items)
• 3 associated “must do” requirements CQC report 24.08.17
• 1 associated “must do” requirement, 4 associated “should
do” requirements CQC report 01.02.17
• Delayed Transfers of Care at 9% in August (target 3.5%)
• Total bed days blocked in August 2689 (July 2294)
• Four hour access standard at 78.6% in August (target 95%)
• A&E element of STF funding not achieved in Q1
• Cost improvement total £1.3m below plan in Q1

3

Review and enhance Integrated Discharge Service with
system partners

COO

30.11.17

4

Spread Red/Green Days model consistently across Trust DUC

30.11.17

Update
21.09.17: Revised model implemented. Impact yet
to be assessed, but implementation going well so far
01.09.17: Programme has been in place for 6
months, with new leadership team. Weekly
assurance meetings, KPIs agreed with CCG.
Fortnightly reporting of quality/service outcomes to
CQC.
01.09.17: On-going discussions with A&E Delivery
Board on current model. 1 year review planned for
end of September.
23.08.17: 25 wards yet to adopt model

5

Intensive externally supported improvement

01.12.17

01.09.17: Procurement of support complete. Work

COO
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Status

Complete
On track

On track

On track
On track
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6
7

programme to embed enhanced patient flow processes
Exec-Led intensive support programme to reduce
average length of stay in MOPRS from 22 days to 14
days
Review and revise complex discharge model with
support of wider system

COO

31.12.17

DUC

28.02.18
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starting 05.09.17
01.09.17: Programme in place, weekly meetings
with CSC Senior Management Teams, KPIs agreed.
Only marginal reduction in LoS achieved so far.
23.08.17: Weekly Whole System Discharge Delivery
Board has created a Steering Group to promote the
review

Delayed

On track
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BAF2: Information management and technology (IM&T)
The Trust’s IT systems and information reporting do not provide
adequate support for delivery of Trust strategic objectives, leading to
reduced ability to:
• Produce and deliver timely and accurate diagnoses and treatment
• Monitor and react to patients’ condition and safety
• Support improved patient management processes
• Manage and monitor the timely allocation of resources

Objectives
affected

Lead

Source

Initial
rating
20
4x5

Target
rating
4
4x1

Current
rating
20
4x5

Risk
assm’t
Rationale for target rating
1,3
Expectation that new Trust Strategy and 5-year plan will
1,2
identify funding to take forward IM&T Strategy from 2018/19
2,3,4,5
Trust risk register links
1,2,3,4,5
Datix 360/IT10
Datix 362/IT13
Causes of the risk
• Historic lack of investment in IT and information; lack of current capital available for investment (see also BAF8)
• Lack of clarity re: Trust strategy (see also BAF4)
• Historic Trust focus on tactical developments to meet immediate needs rather than strategic
Current methods
• Responsive allocation of available capital to most urgent / safety-critical updates and repairs
of management
• Focus of IM&T staff resources on maintaining service and addressing critical risks
• Utilising existing IT Department resource to progress eHospital Programme through SOC, OBC & OBS stages.
• Submitted bids for national digital funding for eHospital Programme via STP
Current assurance Positive assurance
Negative assurance
• 10,061 IT incidents resolved Apr-Sep, 96.7% within SLA
• 2 PAS failures: 27 Aug (14 hours) & 3 Sept (9 hours), one
target times. Customer satisfaction rating = 5.68 out of 6
with data corruption. System recovered both times &
data restored. No patient harm caused.
• IT Capital Programme 2017/18 approved Sept to address
most critical priorities within £1.5M allocation
• To prevent further PAS failures, weekly back-ups
suspended
• Cyber security alerts received Sept = 23; Impacted on trust
= 1 (Possibly - pacemakers used by some PHT patients)
• IT Capital Programme unable to address c.£2.0M
identified critical priorities or c.£2.1M additional bids
• Virus/Malware Detections by AV in 30 Days to 23/10 = 57
• Virus/Malware Detections by Email Filter = 84
• Malicious Website visits blocked by web filter = 3,814
Planned actions to reduce the risk / improve assurance
Action
Lead
Due
Update
Status
Complete
1
Procure specialist IT Financing consultancy services to
DHR
30.09.17 20.09.17: Head of IT leading post-quotation
advise Trust on potential financing models for IT
negotiations with external consultancy. Contract
investments
should be in place end September 2017.
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DHR

Date
id’d
09.08.17
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2

Complete review of potential financing models for IT
investments & present recommendations

DHR

30.11.17

3

Identify funding sources for implementation of
revised IM&T Strategy

DoF

31.03.18

4

Develop and adopt a revised IM&T Strategy to
underpin Trust Strategy with 5-year investment plan
reflecting agreed funding models

DHR

30.04.18
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23.10.17: Contract agreed with Deloittes.
20.09.17: Dependent upon 1.
23.10.17: Deloittes Kick-off workshop with Finance,
IT & Procurement scheduled for 23.10.17.
20.09.17: Partly dependent upon 2&4. To be
developed as part of Trust 5-year plan
underpinning Strategy.
20.09.17: Partly dependent upon 5. CSC
consultations planned for Oct-Dec.

On track

On track

On track
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BAF3: Lack of attention to basic, compassionate care

Objectives
affected

The provision of basic, compassionate care is inconsistent, leading to
• Reduced patient safety
• Impaired patient experience
• Non-compliance with contractual, constitutional, regulatory and
legal obligations
Causes of the risk

Current methods
of management

Current assurance

Lead

Source

Initial
rating
16
4x4

Target
rating
4
2x2

Current
rating
16
4x4

CQC
1a, b
report
2b, c
Rationale for target rating
2d, 3, 4d
Improved standardisation will reduce both the impact and
likelihood of poor care affecting patients and outcomes
Trust risk register links
13, 22
• Clinical governance systems are ineffective, leading to failure to identify and act on poor care (see also BAF14)
• The Trust’s systems for learning from incidents and complaints are poor (see also BAF14)
• Variable and inconsistent approaches to managing evidential poor standards or care or treatment
• CSC governance committees highlight areas of concern or focus and escalate key issues via performance reviews
• Feedback to staff who report incidents is provided by senior leaders in the CSC
• Generic and some specific templates are used for formal reporting
• Data collection for safety, experience and quality metric is available, and more focussed analysis of the data is being
undertaken from August 2017
• Triangulation of complaints, patient feedback, legal reports and incidents has been established to identify trends and
themes and take appropriate action
• Compliance and regulation committee established, focus on regulatory compliance and core standards
• Systematic review of Datix by the DON – with clear actions set out to the responsible lead.
• Back to the floor patient facing time – Clinical Fridays for all Heads of Nursing, matrons and Director of Nursing
Positive assurance
Negative assurance
• Q1 Inpatient FFT satisfaction (96.6%) above nat avg (96%) • Mixed sex accommodation breaches: Q2 = 39 (Q1 = 23)
• Q1 ED FFT satisfaction score (94.5%) above nat avg (87%) • Harm free care Q2 = 98.55% (Q1 = 98.67%)
• Q1 OPD FFT satisfaction score (94%) increase on Q4
• Q2 avoidable grade 3 pressure ulcers = 5 (Q1 = 2)
• Reduction in formal complaints to Trust for Q1
• 01.02.17 CQC report summary, page 4 (1 item)
o 17% reduction on Q4 2016/17
• 8 associated “must do” requirements CQC report 01.02.17
o 28% reduction on Q1 2016/17
• Dementia screening Q2 100%
• SIRIs per 1000 bed days Q2 = 0.4 (Q1 = 1.4)
o Other incidents Q2 = 3278 (Q1 = 4887)
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DoN

Date
id’d
23.08.7
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•
•
•

Q2 VTE screening 95.2% (target = 95%)
No avoidable MRSA in Q2
Q2 c.diff = 5 (Q1 = 11)

• CQC report 24.08.17, page 2
• 24.08.17 CQC report summary, page 2 (1 item)
Planned actions to reduce the risk / improve assurance
Action
Lead
1
Every head of nursing to have a detailed clinical
DoN
accountability session with the DON, on a weekly or
monthly basis, to support holding of senior nursing
teams to account for standards.
2
Fundamentals of Care bundle in development DoN
guiding principles and outcomes for matrons in
clinical areas.
3

Annual audit programme to monitor compliance with
fundamentals of care bundle

DoN
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Due
06.10.17

Update
28.09.17: Meetings set up
24.10.17: review of clinical standards for each CSC
underway and will be completed by the 10.12.17.

Status

15.10.17

28.09.17: Deputy DoN has produced draft, ready for
implementation by mid-October.
Final review of draft bundle will be undertaken by
31.10.17
28.09.17: Audit programme will commence a month
after implementation of fundamentals of care
bundle.

On track

31.12.17

On track

On track
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BAF4: Organisational Strategy
The Trust’s organisational strategy is poorly defined. As a result, focus
is diverted from core functions, leading to
• Potential for increased patient harm
• Poor / frustrating experience for patients
• Poor performance against contractual / constitutional / regulatory
demands
• Poor / frustrating experience for staff – leading to high turnover
• Difficulty in achieving financial balance / health – leading to
financial unsustainability
Causes of the risk

Current methods
of management
Current assurance

Objectives
affected

Lead

Source

Initial
rating
16
4x4

Target
rating
8
4x2

Current
rating
16
4x4

Ext
ass’ment
1b i, ii, ii
Rationale for target rating
2 a-c
The impact of poor organisational strategy is not significantly
2d, 3
amendable to change, but the introduction of a clear
4a, b, d, e organisational strategy, supported by relevant infra-structure
strategies, will reduce the likelihood that patients and staff
will suffer as a consequence of unclear or poorly defined
strategy
Trust risk register links
13, 18, 19, 794
• There is an imbalance in some parts of the Trust between core DGH functions and sub-specialties
• Lack of clinical strategy, impairing organisational control over best use of resources
• The Trust is required to operate within a number of local delivery systems (e.g., Solent Acute Alliance, Portsmouth /South
East Hampshire Accountable Care system)
• Usual clinical governance systems used to identify and address problems in patient safety, patient experience, clinical
effectiveness etc.
• Existing performance and financial management systems
Positive assurance
Negative assurance
• Q1 Inpatient FFT satisfaction (96.6%) above nat avg (96%)
• Harm free care Q2 = 98.55% (Q1 = 98.67%)
• Q1 ED FFT satisfaction score (94.5%) above nat avg (87%)
• 24.08.17 CQC report summary, page 3 (1 item)
• Q1 OPD FFT satisfaction score (94%) increase on Q4
• 1 associated “must do” requirement CQC report 24.08.17
• 24.08.17 CQC report summary, page 3 (2 items)
• 18 RTT for August 91.1% (target 92%)
• 97.9% of patients on 2 Week Wait pathway for breast
• Diagnostic wait for August 98% (target 99%)
cancer seen on time in August (target 93%)
• Four hour wait standard in ED 74% in August (target 95%)
• No patients waiting more than 52 weeks in August
• Delayed Transfers of Care in August 9% (target 3.5%)
• All 31 day cancer wait targets met during August
• Four urgent operations cancelled during August
• 62 day cancer waits (RTT and screening to treatment) both
failed during August
• 11 patients waiting more than 104 days for cancer
136

CEO

Date
id’d
24.08.17
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treatment in August
• Pulse survey: staff recommendation of PHT as place to
work 62% in Q1, 65% in Q4
Planned actions to reduce the risk / improve assurance
Action
1
Develop and implement financial governance systems
to ensure close alignment of investment decisions
with clinical and corporate strategy
2
Develop and implement clear, appropriately
networked clinical and corporate strategies to guide
further organisational development, supported by
• Long term financial model, including capital and
revenue resourcing plan
• Estates strategy
• IM&T strategy
• Workforce and Organisational development
strategy
3
Review existing services and plan for adjustment,
according to clinical and corporate strategies

Lead
DoF

Due
31.12.17

Update
21.09.17: Review of financial governance in hand
following NHSI observations.

Status

CEO

31.03.18

21.09.17: Action will transfer to new Director of
Strategy, Governance & Performance on
appointment.
24.10.17 Tender specification developed to procure
additional temporary specialist support, to support
delivery of a revised clinical and organisational
strategy.

On track

COO

30.06.18

21.09.17: Dependent on delivery of organisational
strategy.

On track
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On track
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BAF5: Organisational culture

Objectives
affected

Lead

Date id’d

Source

Initial
rating
16
4x4

Target
rating
4
2x2

Current
rating
16
4x4

There is an inconsistent leadership / management model across the
DHR
09.08.17
Risk
Trust, leading to risk of:
assm’t
1a,
1b
Rationale for target rating
• Increased patient harm
2a, 2b, 2c The Trust must aspire to reduce both the impact and
• Impaired patient experience
3a-f, 5b
likelihood of poor care and poor patient experience arising
• Failure to deliver change / transformation programmes
3a-f
from poor management and leadership
• Failure to meet constitutional standards
4a,
4b,
4d
• Poor outcome re: Well-Led assessment
Trust risk register links
• Harm to Trust’s reputation and profile
4a,
4d
302, 303, 304
• Impaired staff experience (including inconsistent response to
4e
bullying / harassment)
• Increased difficulty in recruiting and retaining staff (see BAF15)
5b
• Inability to deliver cost improvement programmes
Causes of the risk
• Changes in senior leadership team
• Current lack of impact of Passport to Manage (new, not embedded, no released time)
• Succession planning is not effective
• Lack of organisational accountability framework
• Workforce strategy no longer reflective of organisation’s needs
• Relative lack of improvement methodologies
• Scheme of delegation no longer fit for purpose
• Medical engagement with management / leadership is inconsistent
Current methods
• Passport to Manage – not yet embedded, no released time
of management
• CSCs take individual approach to performance management
• Existing patient safety / patient experience / financial management systems and models
• “Respect Me” hotline providing advice on how to handle bullying and harassment
Current assurance Positive assurance Q2
Negative assurance Q2
• Reduction in formal complaints to Trust for Q1
• Harm free care Q2 = 98.55% (Q1 = 98.67%)
o 17% reduction on Q4 2016/17
• 1 Never Event in Q2
o 28% reduction on Q1 2016/17
• 24.08.17 CQC report summary, pages 2 (3 items), 3 (4
• Q1 Inpatient FFT satisfaction (96.6%) above nat avg (96%)
items)
• Q1 ED FFT satisfaction score (94.5%) above nat avg (87%)
• 01.02.17 CQC report summary, page 3 (1 item)
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• Q1 OPD FFT satisfaction score (94%) increase on Q4
• SIRIs per 1000 bed days Q2 = 0.4 (Q1 = 1.4)
o Other incidents Q2 = 3278 (Q1 = 4887)
• 24.08.17 CQC report summary, page 4 (1 item)
• Q1 Pulse survey results “I feel able and supported to raise
concerns about unsafe practice”: 76% (Q4 76%)
• 0.9% turnover in August, 1.3% in July
• 54 contacts to new Respect Me hotline
• Essential Skills training at 88.7% in August (above target of
85% since June)
Planned actions to reduce the risk / improve assurance
Action
1
Workforce strategy to be refreshed

Lead
DHR

Due
15.11.17

2

Implement NHSI Culture and Leadership (C&L)
Programme

CEO

30.11.17

3

Develop and implement Accountability Framework

CEO

tbc

4

Review Finance elements of Scheme of Delegation

DoF

31.12.17
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• 2 associated “must do” requirements CQC report 24.08.17
• Q1 Pulse survey: staff recommendation of PHT as place to
work: 62% (Q4 65%)
• Q1 Pulse survey: bullying, harassment, abuse dealt with
swiftly and appropriately: 56% (Q4 53%)
• Q1 Pulse survey: “ I am able to make improvements
happen”: 64% (Q4 N/A)
• Rolling 12 month staff turnover 12% in August
• Sickness absence above target in August: 3.4%
• Establishment posts 93.6%filled, including MoD personnel
• Cost improvement total £1.3m below plan in Q1
Update
11.08.17: Refresh work allocated to Head of
Employee Resourcing. Revised strategy to be
presented to November Board.
23.10.17: Broad themes for revised strategy
developed, linked to forming a Workforce
Committee.
12.09.17: Listening into Action programme has
commenced as a forerunner to implementation of
NHSI C&L Programme.
23.10.17: Exec team to be updated on the NHSI
programme at EMT on 30.10.17 learning from
experience at Bournemouth NHSFT.
21.09.17: likely to be part of the outputs from the
Culture and Leadership programme. Date of
implementation will be clearer once that
programme is underway
21.09.17: Review of Scheme of delegation to be
part of review of financial governance associated
with BAF4, action 2

Status
On track

On track

On track
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5

Develop and introduce suite of cultural improvement
indicators

DHR

31.12.17

6

Board appointments stabilised

CEO

31.01.18

7

Review organisational structure

CEO

30.04.18

8

External review of bullying and harassment issues
identified by CQC and associated engagement
programme (linked to Organisational Development
Strategy)

CEO

30.04.18

9

Board / Director development programme to be
developed and implemented
See also BAF13

CEO

30.06.18
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21.09.17: Meeting 19.09.17 identified range of
indicators (e.g. staff survey scores, patient survey
scores, patient feedback, complaints and
compliments, staff complaints, bullying and
harassment and whistle blowing) to use as basis for
further consultation. Indicators to be linked to
wider People Strategy.
23.10.17: Range of HR Health Indicators to be key
theme of revised workforce strategy and currently
under development using existing integrated
performance measures.
12.09.17: A number of key roles (executive and
non-exec) out to advert and appointment processes
in train.
23.10.17: Recruitment to all executive posts now
complete. A newly appointed Chairperson has been
announced. Recruitment ongoing for Clinical NED
and further NED appointments.
12.09.17: Modification of existing structure to
ensure appropriate visibility of key risks,
accountabilities and provide support to CSCs in
hand.
23.10.17: Focus group to be set up chaired by COO
and supported by HRD to review clinical and back
office supporting structures.
04.09.17: Review to start end of September.
Procurement in hand.
23.10.17: Terms of reference amended following
work already undertaken through the Respect Me
campaign. External input from December 2017.
12.09.17: design and specification to be completed
once Board appointments closer to completion

On track

On track

On track

On track

On track
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BAF6: Skills and knowledge
The Trust cannot be assured that all staff have the skills and knowledge
they need to carry out their role effectively, leading to risk of:
• Increased patient harm
• Impaired patient experience
• Failure to comply with regulatory requirements
• Failure to deliver constitutional standards
• Poor levels of staff engagement (see BAF5)
Causes of the risk

•
•
•
•
•

Objectives
affected
1
2
2d
3
4b, c, d

Lead

Date id’d

DHR

09.08.17

Source

Initial
rating
16
4x4

Target
rating
8
4x2

Current
rating
16
4x4

Risk
assm’t
Rationale for target rating
The Trust is unable to reduce the impact of low levels of
required skills and knowledge, but can aim to reduce the
likelihood that the risk will arise by ensuring the provision
and uptake of effective induction, training and development.
Trust risk register links
21, 23, 234, 462

Failure to release staff to complete / attend training
Training capacity offered does not match trainees’ / departments’ needs (including venue, timing, format etc.)
Inconsistent approach between Clinical Service Centres
Current methods
Military clinical colleagues supporting areas to release staff for backlog of training
of management
Professional Nursing and Midwifery Forum now reviewing training performance on a monthly basis and holding Heads of
Nursing to account for delivery of improvement
Current assurance Positive assurance Q2
Negative assurance Q2
• Q1 Inpatient FFT satisfaction (96.6%) above nat avg (96%)
• 24.08.17 CQC report summary, page 3 (1 item)
• Q1 ED FFT satisfaction score (94.5%) above nat avg (87%)
• 01.02.17 CQC report summary, page 4 (1 item)
• Q1 OPD FFT satisfaction score (94%) increase on Q4
• 1 associated “must do” requirement CQC report 24.08.17
• Reduction in formal complaints to Trust for Q1
• 1 associated “must do” requirement CQC report 01.02.17
• 17% reduction on Q4 2016/17
• Appraisal compliance at 77.7% (below target of 85% since
April and deteriorating)
• 28% reduction on Q1 2016/17
•
Q1 Pulse survey: staff recommendation of PHT as place to
• SIRIs per 1000 bed days Q2 = 0.4 (Q1 = 1.4)
work: 62% (Q4 65%)
o Other incidents Q2 = 3278 (Q1 = 4887)
• Essential Skills training at 88.7% in August (above target of
85% since June)
Planned actions to reduce the risk / improve assurance
Action
Lead
Due
Update
Status
On track
1
Develop phased training plan to ensure nursing and
DoN 30.09.17 09.08.17: HoNs have plan under development.
AHP staff undertake all required training in a timely
Production and implementation to be monitored via
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2

way
Workforce strategy to be refreshed

DHR

15.11.17

3

Introduction of “Training Passport” for whole STP

DHR

tbc

4

Training Needs Analysis review

DHR

31.12.17

6

Review of face to face training capacity offer

DHR

31.12.17

7

Consider possibility of identifying and reporting on
learning / training needs as root causes in incidents,
complaints etc.

DHR

28.02.18

5

Further review of Training Needs Analysis to reflect
changing organisational needs in light of new Clinical /
Organisational Strategy
See also BAF 2 actions

DHR

31.05.18
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PN&MF
11.08.17: Refresh work allocated to Head of
Employee Resourcing. Revised strategy to be
presented to November Board.
23.10.17: Broad themes for revised strategy
developed, linked to forming a Workforce
Committee.
11.08.17: UK core skills framework in use across
Acute Alliance. STP wide training passport in
development with support of external advisers to
the STP. Date for implementation not yet known.
11.08.17: Completed annually, next due for review
by end of December.
23.10.17: Core element to be overseen by potential
Workforce Committee.
11.08.17: Review to include consideration of
venues, timing, format of face to face training
sessions to improve accessibility.
12.09.17: Action will be passed to incoming Director
of Strategy, Governance and Performance on
appointment.
23.10.17: Links to work being undertaken on quality
improvement methodology and the NHSI culture
programme BAF5.
21.09.17: Organisational strategy due for
completion by 31.03.18.

On track

On track

On track

On track

On track
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BAF7: Partnerships
Some key external partnerships / collaborations fail to provide support
for, and/or obstruct delivery of, the Trust’s objectives and priorities,
leading to inability to
• Deliver safe, high quality patient centred care
• Continually improve patient experience
• Ensure delivery of national constitutional standards
• Achieve financial health and sustainability

Causes of the risk

•
•
•

Current methods
of management
Current assurance

•
•
•

Objectives
affected

Lead

Source

Initial
rating
16
4x4

Target
rating
12
3x4

Current
rating
16
4x4

Risk
ass’ment
Rationale for target rating
1
Improvements in the robustness and clarity of the Trust’s
2
own organisational and clinical strategies will help to reduce
3
the impact of external partnerships on delivery of Trust
5
strategic objectives. Improving the Trust’s own contribution
to the external partnerships in question should make them
less likely to hamper deliver of Trust objectives.
Trust risk register links
233
Insularity on the part of the Trust, and lack of strong relationships with partners on which to build
Recent instability of leadership within the Trust over during 2017, leading to inability to influence strategic partnerships
with other organisations
Wide-spread stress in the local / regional health and social care system, leading to lack of capacity to develop partnerships
and new ways of working etc.
Some partnerships are newly formed and not yet able to deliver objectives
Attending partnership etc. meetings where possible
Trust has entered into an Aligned Incentives Contract with local commissioners for 17/18 and 18/19

Positive assurance
• I&E control total met during Q1

Planned actions to reduce the risk / improve assurance
Action
1
Review of trust resources / personnel to ensure best
match between those who represent the Trust on
partnerships etc. and subject matter

CEO

Date
id’d
31.08.17

Negative assurance
• Cost improvement total £1.3m below plan in Q1

Lead
CEO

143

Due
31.10.17

Update
21.09.17: initial choice of partnership
representatives may need to be further revised in
due course in light of coming appointments.

Status
On track
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2

Trust to participate in review of effectiveness of
partnership working at all strategic partnership
boards to ensure added value

CEO

144

31.12.17

21.09.17: Proposal to be raised with system
partners.
24.10.17: PSEH ACS Board has developed a proposal
setting out how the ACS can support the delivery of
key system partners and strengthen partnership
working.

On track
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BAF8: Capital deficit

Objectives
affected

The Trust has insufficient capital funds available to meet demand for
capital spending, leading to inability to
• Provide adequate quantities of suitable, safe clinical equipment
• Provide safe, suitable and patient / staff friendly premises on the
Emergency Floor
• Support the Trust’s ICT requirements

Causes of the risk

Current methods
of management
Current assurance

Lead

Source

Initial
rating
16
4x4

Target
rating
8
4x2

Current
rating
16
4x4

Risk
ass’ment
1, 2a, 2b
Rationale for target rating
2a, 2c, 2d, Impact of inadequate capital funding is unlikely to be
4a, 4d, 4e reduced. The Trust’s efforts to attract additional resource,
2c, 2d, 5b, explore alternative solutions and sources of funding, and
5c, 5d
resolve, with NHSI, technical issues associated with CRL are
intended to reduce the likelihood of those impacts being felt.
Trust risk register links
35, 360, 362, 783, 784, 785, 786, 788
• Loan of c£20m taken out in 2009 to replace significant proportion of clinical equipment. Equipment purchased is now
reaching the end of its life; plans for replacement are not fully developed
• Historic lack of investment in information and communication technology (ICT) systems required to support delivery of
clinical care and associated administration (see also BAF2)
• Decision to exclude Emergency Floor at Queen Alexandra Hospital from PFI and subsequent lack of strategic commitment
to modernisation
• Restriction of spending of capital since 2013 as a result Trust’s I&E performance and associated constrained cash position
• NHSI re-specification of how PFI accounting applies to calculation of CRL, leading to significant reduction in CRL from 2017
• Responsive repairs to equipment to extend life of assets where possible
• Lease of certain items of equipment (e.g. endoscopes)
• Continuous prioritisation of spending and active management of CRL through capital programme work-streams
Positive assurance
Negative assurance
• Decrease in Emergency Department complaints:
• Significant numbers of incidents associated with damaged
o Q1 2016/17 – 33
/ missing equipment reported:
o Q4 2016/17 – 36
o Q1 17/18 = 94
o Q1 2017/18 - 28
o Q4 16/17= 117
o Q1 16/17 = 76
• Q1 ED FFT satisfaction score (94.5%) above nat avg (87%)
• 390 patient safety incidents in ED reported during August
• 8,521 IT incidents resolved Apr-Aug, 97.8% within SLA
– highest number amongst all CSCs
target times. Customer satisfaction rating = 5.68 out of 6
• 2 PAS failures: 27 Aug (14 hours) & 3 Sept (9 hours), one
• IT Capital Programme 2017/18 approved Sept to address
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Date
id’d
2015
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most critical priorities within £1.5M allocation
• Cyber security alerts received = 20; Impacted on trust = 0
Viruses detected & stopped = 8
• Q1 cash balance £0.3m adverse to plan but broadly in line
with expectations
• Q1 capital £0.3m above plan but green rated
Planned actions to reduce the risk / improve assurance
Action
2
Capital Strategy to be revised to optimise the
management of resources within these constraints

Lead
DoF

Due
07.09.17

4

Make application to national programme for
replacement of Linear Accelerator

DoF

15.10.17

1

Seek change to mechanism for determining Trust’s
internal capital resource limit

DoF

31.10.17

3

Seek alternative capital sources through STP

DoF

30.11.17

6

Review alternative sources of financing capital
programme through leases, managed equipment
service contracts and other partnership arrangements
and present options paper to the Board

DoF

15.12.17
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with data corruption. System recovered both times & data
restored. No patient harm caused
• To prevent further PAS failures, weekly back-ups
suspended
IT Capital Programme unable to address c.£2M identified
critical priorities or c.£2.1M additional bids
• Cost improvement total £1.3m below plan in Q1
Update
Status
Complete
07.09.17: Revised strategy approved by the Board.
16.10.17: Capital programme now shared with CSCs.
Ongoing management and process in place to
allocate current under-panning margin.
Complete
07.09.17: Response awaited from NHSE.
16.10.17: Submission made 13.10.17 to NHSI after
clarification.
On track
06.09.17: Negotiations with NHSI opened.
Response to Trust letter promised as part of NHSI
Deep Dive Review.
16.10.17: Will be responded to separately after
prioritised by NHSI following discussions with CA.
On track
07.09.17: Submissions made; Trust awaiting
response from STP.
16.10.17: Based upon feedback at Finance Directors
STP meeting in September, DH announcement now
expected during November.
07.09.17: Some leasing already commenced, further On track
opportunities under investigation.
16.10.17: Guidance on the planned changed to
accounting rules for leases (IFRS 16) needed to
understand implications of MES and leasing of
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equipment in the future.
5
7

Develop and implement long term financial model,
including capital and revenue resourcing plan, to
support revised clinical and organisational strategy
Develop and present ED re-configuration business
case to Trust Board and key regulators

DoF

31.03.18

07.09.17: Revised clinical/organisational strategy
awaited

On track

DoF

31.03.18

07.09.17: under development

On track
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BAF9: Radiology capacity

Objectives
affected

Lead

Date
id’d
24.08.17

Source

Initial
rating
15
3x5

Target
rating
6
3x2

Current
rating
15
3x5

Radiological capacity in the Trust cannot meet demand for radiology
COO
Risk
services, leading to delays in diagnosis and treatment, and consequent
assm’t
increased risk of
Rationale for target rating
1a
• Patient harm
The impact of inadequate radiological capacity cannot be
2a – d
reduced, but the likelihood of patients and the Trust
• Poor patient experience
3a
–
d,
f
experiencing the anticipated problems can be reduced by the
• Failure to meet national constitutional standards and regulatory
development of additional, reliable capacity
requirements and consequent regulatory / legal action
5a
Trust risk register links
• Financial penalties
5a
d
13, 19, 31, 321, 784
• Missed opportunities to maximise income in a timely way
Causes of the risk
• Rise in demand for diagnostic imaging as a result of increased activity and changed clinical practice
• Capacity has not increased significantly
• Throughput to CT equipment is significantly beyond its expected / specified capacity
• CT equipment reaching the end of its expected life and there are frequent breakdowns
• National shortage of appropriately qualified staff; difficulties in recruiting locally
Current methods
• Day to day responsive repairs
of management
• Reactive responses to individual patients’ needs
• Usual range of clinical governance monitoring and response
• Deployment of, and reliance on, additional working hours to manage times when patient volumes exceed capacity
• Outsourcing, including a proportion of plain film reporting
Current assurance Positive assurance
Negative assurance
• Clinical Harm review has started; backlog of 2000 images • Complaints re: scanning and reporting in radiology
now reported
significant proportion of complaints and PALS contacts
received in Q1
• Q1 I&E control total achieved
• 1 associated “must do” requirement CQC report 24.08.17
• Diagnostic wait times in August 98% (target 99%), but
improved on July (93.1%)
Planned actions to reduce the risk / improve assurance
Action
Lead
Due
Update
Status
On track
1
Review of Board decision re: ED x-ray reporting
COO
02.11.17 01.09.17: Agenda item booked for November
meeting.
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2

Clinical harm review of over 40,000 chest x-rays
unread over last 2 years to assess impact of previous
decision not to report ED x-rays

MD

31.11.17

3

Clinical Harm review of backlog of unreported MR and
CT scans to be completed

MD

31.11.17

4

Trust strategy for imaging and radiology to be
developed and presented to Board for approval (to
include full details of capital requirements and
options for finance)
Review need for additional temporary CT scanner for
winter period and source funding and secure resource

COO

31.11.17

COO

15.12.17

5
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22.09.17: Reporting radiographers appointed to
begin this work by 30.09.17. Assessment of flags to
be used to highlight significant findings on radiology
information system trialled successfully. Small
sample of 30 films reviewed as part of assessment no findings with any significant impact on patients in
that sample.
25.10.17: 2500 CXR have now been reviewed. Of the
40 flagged as abnormal the vast majority have been
identified as infection with no further action
required. Two cases have been identified as
potentially significant lesions and these are both
being managed through the SUI process.
01.09.17: Fortnightly meetings commenced
14.08.17.
22.09.17: 2,000 unreported MR and CT scans all now
reported by Imaging dept. Waiting list categorised
into 3 groups: cancer waiting times (CWT), urgent
and routine. Review will look at all 163 patients in
the CWT group, all the Urgents and a random
sample of the Routines (1 in 7 records). Review of
the 163 CWT patients begins 26.09.17. All positive
findings will be dealt with in a proportional manner
and reported as Safety learning events.
25.10.17: Prioritised review of CWT scans backlog
completed and that of the Urgent scans is under way
with sampling of routines to follow thereafter.
12.09.17: Dependent on outcome of Harm Review
(see action 1).

On track

12.09.17: Funding sources being explored.

On track

On track

On track
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6

if required
Independent review of governance and decision
making around radiological capacity and service
provision to be commissioned and reported to Board
(plus external regulators) to inform further
development of service and revision of governance
arrangements

CEO
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???

25.09.17: Terms of reference in development and
appropriate participants in the review being
identified.

On track
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BAF10: Mental Health skills and resources

Objectives
affected

Lead

Date
id’d
16.08.17

Source

Initial
rating
16
4x4

Target
rating
12
4x3

Current
rating
16
4 x4

The quality and availability of mental health care in the Trust do not
MD
CQC
match patients’ needs, leading to increased risk of
report
1
Rationale for target rating
• Safety incidents (patients, staff)
2a – d
The impact of unmet mental health needs is unlikely to be
• Poor patient experience
reduced, but the likelihood of patients or staff suffering as a
• Failure to deliver services in line with access standards (particularly 3a
result will be reduced by the measures planned.
in ED)
4
Trust risk register links
• Failure to meet legal and regulatory requirements (including in
21, 234
connection with consent)
Causes of the risk
• Inconsistency of specific knowledge and training in managing people with mental health vulnerabilities amongst general
staff cohort
• Lack of sufficient numbers of specialist mental health trained staff in the Trust
• Partnership arrangements between the Trust and local mental health care providers do not meet patients’ needs
• Rising demand for mental health care service in the acute setting
Current methods
• Use of agency specialist mental health staff
of management
• Embedded Mental health liaison team co-commissioned by PHT and Southern Health
• Fortnightly system-wide teleconference to coordinate services across all relevant providers
• Mental Health Action plan under weekly review
Current assurance Positive assurance
Negative assurance
• Mental health risk assessment completed in ED in approx. • Trust still required to submit weekly data to CQC
85% – 90 % of cases audited
• 24.08.17 CQC report summary, page 2 (3 items)
• Incidents associated with unmet mental health need
• 3 associated “must do” requirements CQC report 24.08.17
reducing: Q1 17/18: 19 reported
• 3 associated “must do” requirement, 1 associated “should
Q4 16/17: 35 reported
do” requirement CQC report 01.02.17
Planned actions to reduce the risk / improve assurance
Action
Lead
Due
Update
Status
On track
1
Mental health and vulnerability board (including NED
MD
24.10.17 12.09.17: Membership largely agreed. Terms of
membership) to be established
reference under development .
25.10.17: First meeting of PHT Mental Health &
Capacity Board 24/10/17. Established as committee
reporting into Trust Board, with support of Chair.
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2

Complete ligature risk assessments in priority areas
and develop action plan to address

MD

31.12.17

3

Increase level of service commissioned from the
Liaison team

MD

30.04.18
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Excellent engagement and attendance from internal
and external stakeholders. Will meet alternate
months overseeing development of robust assurance
framework and strategy, linked into fortnightly ACS
mental health discussions.
12.09.17: Risk assessments underway and complete
in some areas. Action plans to address findings in
development as each assessment completed.
12.09.17: Negotiations underway, funding agreed.
Formalisation of agreement and associated
recruitment etc. awaited.
25.10.17: Joint commissioning arrangement for
additional nursing capacity signed off by PHT and
CCG October 2017.

On track

On track
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BAF11 – Emergency preparedness and resilience

Objectives
affected

There is insufficient evidence that the Trust’s emergency preparedness,
response and resilience plans are adequate and embedded, leading to
1
• Potential for increased risk of patient and staff harm
2
• Non-compliance with regulatory requirements
1, 2, 3, 5
• Potential for significant and prolonged disruption to service
delivery (with associated impact on patient harm, patient
experience, delivery against constitutional standards, income)

Lead

Source

Initial
rating
15
5x3

Target
rating
6
3x2

Current
rating
15
5x3

Risk
Assm’t
Rationale for target rating
Effective, embedded emergency preparedness, response and
resilience plans will reduce the impact of an emergency
incident, and the likelihood that the worst of the potential
impacts arise
Trust risk register links
Nothing specifically related
Causes of the risk
• Governance around Emergency preparedness processes inadequate
• Resource available to address EP issues and associated governance inadequate
• Increased profile and requirements for national assurance
Current methods
• Emergency preparedness portfolio allocated to COO plus part time (1 day per week) external adviser from neighbouring
of management
Trust
Current assurance Positive assurance
Negative assurance
• External resource procured and Gap analysis completed
07.09.17 – 46 standards- 38 green, 8 amber
o Reported to Board 7 September
Planned actions to reduce the risk / improve assurance
Action
Lead
Due
Update
Status
On track
1
Emergency EPRR Working Group to begin reporting to COO
30.09.17 12.09.17: EPRR Working Group next meeting
Quality and Governance Committee
19.09.17; Quality & Governance Committee
meeting in October.
On track
2
Emergency Planning Officer role developed, resourced COO
31.10.17 12.09.17: Experienced individual appointed, due
and appointed
to start end of October.
On track
3
Develop and implement plans to address the 8 amber
COO
31.03.18 12.09.17: Actions plans in development by part
rated standards identified in gap analysis that formed
time external resource. Completion, refinement
part of external assessment (see above, assurance
and implementation of action plans included in
section)
work plan for new employee.
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COO

Date
id’d
??
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BAF12: Safeguarding

Objectives
affected

There inconsistent levels of the awareness and specialist knowledge
needed to deliver adequate safeguarding for patients and others to
whom the Trust has a duty, leading to risk of:
• Increased patient harm
• Impaired patient experience
• Regulatory non-compliance / intervention (including unlawful
detention / restraint)
• Staff injury arising from violence
Causes of the risk

Current methods
of management

Current assurance

Lead

Source

Initial
rating
12
4x3

Target
rating
8
4x2

Current
rating
12
4x3

24.08.17 External
review
Rationale for target rating
1
The impact of poor safeguarding cannot be reduced, but
2
increased awareness of signs, symptoms and escalation
2d
systems will reduce the likelihood of patients or others
suffering harm
4
Trust risk register links
21, 48, 462
• Previous low profile of safeguarding generally within the Trust, but particularly adult safeguarding, Mental Capacity Act
issues (including restraint) and Deprivation of Liberty Safeguards
• Safeguarding governance arrangements inadequate
• Specialist knowledge not at appropriate levels
• Low levels of understanding, despite reasonable compliance with training programme
• Named Safeguarding doctors and nurses in post
• New, trained Named Midwife for Safeguarding in post
• Training programme in place
• External support from CCG in place 2.5 days per week
• Head of Adult Safeguarding in post as of 04 September 2017
Positive assurance Q2
Negative assurance Q2
• Combined Safeguarding Level 1 & 2 = 95.9% (target = 85%) • Combined Safeguarding at Level 3 & 4 = 81.3% (target =
o Safeguarding Children Level 1 = 98.3%
85%)
o Safeguarding Children Level 2 = 92.1%
o Safeguarding Children Level 3 = 81.2%
o Safeguarding Adults Level 1 = 98%
o Safeguarding Children Level 4 = 100%
• Prevent training uptake - 607 of current staff have
• DoLS and MCA training uptake
attended HealthWRAP (Classroom training)
o 2514 of current staff have attended MCA & DoLS
classroom training.
• 6,221 staff (88%) have done some form of basic Prevent
o MCA & DoLS enhanced training uptake 74% (target =
and basic MCA & DoLS training via Induction or completing
85%)
the Essential Skills booklet in the last 12 months.
• 23.10.17 - 875 staff trained in MCA and Dols( Sept and Oct • 24.08.17 CQC report summary, page 3 (4 items)
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data)
Planned actions to reduce the risk / improve assurance
Action
1
Separate committees for safeguarding of adults and
children to be established to ensure appropriate levels
of focus

Lead
DoN

Due
31.10.17

2

Review process for ensuring audits conducted under
Section 11 Children Act 2004 are fed back to the Trust
Board and LSCB
Training programme and content (including Board level
training) to be reviewed
Band 8c Head of Safeguarding to be appointed
External peer review (to be conducted by acute sector
specialist) of adult and children’s safeguarding services
(including governance arrangements).

DoN

31.10.17

DoN

31.12.17

DoN
DoN

31.12.17
31.12.17

Awareness-raising programme to be developed and
introduced
Trust to support / cooperate with Pan-Portsmouth
Safeguarding review led by Local Safeguarding Children
Board (LSCB)

DoN

31.01.18

DoN

tbc

3
4
5

6
7

• 1 associated “must do” requirement CQC report 24.08.17
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Update
12.09.17: Revised terms of reference under
development. First meetings of new Committees to
be booked.
23.10.17: External overview of new committee
structure completed.
12.09.17: 2015/16 audit has been submitted.
Process for 16/17 to be reviewed.

Status

12.09.17: New Head of Safeguarding to conduct
review.
09.08.17: Post out to advert, interview 26.09.17.
12.09.17: Suitable individuals to be identified
23.10.17: Peer review completed, findings reported
back to leads of service and actions to be completed
by DON.
12.09.17: New Head of Safeguarding to coordinate.

On track

12.09.17: LSCB has not yet indicated date.

On track

On track

On track
On track

On track
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BAF13: Organisational improvement

Objectives
affected

Implementation of new initiatives, standards and learning is
inconsistent across the Trust, leading to risk of:
• Failure to reduce patient harm
• Failure to improve patient experience / engagement
• Failure to deliver improvements against constitutional standards
• Increased staff frustration / disengagement
• Failure to achieve cost improvement programmes and other
financial objectives
Causes of the risk

Current methods
of management
Current assurance

Lead

Source

Initial
rating
12
3x4

Target
rating
6
3x2

Current
rating
12
3x4

Staff
feedback
1a - b
Rationale for target rating
2a - d
Impact of inconsistent improvement methodology is unlikely
3a - f
to be reduced, but consistent use and monitoring of a well4a, c, d
developed and well-implemented methodology across the
5a - b
Trust will significantly improve the success of change
programmes.
Trust risk register links
13, 15, 304, 784, 785, 788
• Trust has no comprehensive improvement methodology – individual service centres adopt their own preferred approaches
• Trust governance arrangements do not support oversight of local Quality Improvement initiatives (see also BAF14)
• Trust does not rationalise unsuccessful initiatives or disinvest in unsuccessful / unnecessary initiatives (see also BAF5)
• The quality of investigations into incident and complaints is inconsistent
• Existing clinical, corporate and financial governance
• Pulse staff survey
• Continuous Improvement Steering Group established and meeting regularly
Positive assurance
Negative assurance
• Reduction in formal complaints to Trust for Q1
• 24.08.17 CQC report summary, page 2 (1 item)
• 17% reduction on Q4 2016/17
• 01.02.17 CQC report summary, page 3 (1 item)
• 28% reduction on Q1 2016/17
• Q1 CIP £1.3m behind plan
• Q1 I&E control total achieved

Planned actions to reduce the risk / improve assurance
Action
1
Listening into Action event concerning improvement
methodology to be held and list of staff experienced
in improvement methodologies (across all
professions) to be produced

Lead
MD

156

Due
30.09.17

MD

Date
id’d
24.08.17

Update
12.09.17: Event held and list prepared – to be used
in consultation process.
25.10.17: Complete and this has been collated and
fed into draft Quality Improvement Strategy.

Status
Complete
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2
3

4

5

Business Case for the development and implement of
a standard approach to QI (Quality Academy) to be
produced and presented for approval
Outline strategy for continuous improvement
(modelled on Institute of Healthcare Improvement
methodology (Improvement Academy)) to be
presented to Board
Develop assurance indicators based on
• Defined improvements in the priorities
• Staff satisfaction and engagement
• Number of registered quality improvement
projects
• Implementation plan compliance
Draft QI Strategy being discussed at staff engagement
events (x 2 already completed). Following feedback
from engagement events, Quality Improvement
strategy to be prepared by January 2018

DHR

30.11.17

12.09.17: Awaiting Exec level sign off.

On track

DHR

31.12.17

12.09.17: Consultation meetings begin in October.

On track

MD

31.12.17

25.09.17: Indicators will be available once
methodology is designed and implemented, and
projects begin to run under the new framework.

On track

MD

31.01.18
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On track
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BAF14: Governance systems

Objectives
affected

Lead

Date
Source
Initial
Target Current
id’d
rating
rating
rating
CEO
24.08.17 External
12
4
12
review
4x3
4x1
4x3
Rationale for target rating
The impact of poor governance on quality, use of resources
and effective leadership will always be major, but a revision
of governance systems and the introduction of
improvements will reduce the likelihood of poor governance
giving rise to such detrimental effects

Governance systems across the Trust are ineffective in the delivery and
monitoring of high standards of care, treatment and performance,
leading to risk of:
1, 2, 3
• Failure to identify and address poor quality / unsafe care
1, 2, 4d
• Failure to ensure comprehensive learning, across the Trust, from
incidents and complaints
4a, d
• Waste and duplication of resources, including staff time
2a, 2d, 3
• Failure to improve performance against constitutional access
standards
4a, d, e
• Failure to identify and address poor staff experience (see also
Trust risk register links
BAF5, BAF15)
Nothing specifically related
• Breach of legal, constitutional and contractual obligations
(including, specifically, information governance obligations)
Causes of the risk
• Instability within Board
• Governance systems, processes and structures have not kept pace with the demands of the expanding Trust and its key
regulators
Current methods
• Existing corporate and clinical governance systems are in operation
of management
Current assurance Positive assurance
Negative assurance
• 24.08.17 CQC report summary, page 3 (6 items)
• 01.02.17 CQC report summary, page 3 (1 item), page 4 (1
item)
• 7 associated “must do” requirements CQC report 24.08.17
• 4 associated “must do” requirements, 2 associated
“should do” requirements CQC report 01.02.17
Planned actions to reduce the risk / improve assurance
Action
Lead
Due
Update
Status
On track
1
Director with explicit responsibility for corporate and
CEO
31.12.17 12.09.17: Post out to advert and shortlisted.
clinical governance to be appointed
24.10.17: Successful appointment made to Director
of Strategy, Governance and Performance.
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Interviews for Trust Secretary to be held w/c 30th
October.
2

Further actions tbc once appointee is in post
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BAF15: Recruitment and retention

Objectives
affected

The Trust is struggling to recruit and retain staff in a number of key
areas (including, particularly, band 5 nursing, MOPRS, General
Medicine), leading to a risk of:
• Increased patient harm
• Impaired patient experience
• Failure to comply with regulatory requirements
• Staff disengagement (see BAF5)
Causes of the risk

Current methods
of management

Current assurance

1a, 1b
2a, 2b, 2c
2d
4a, 4d

•
•
•
•

Lead

Date id’d

DHR

01.08.17

Source

Initial
rating
12
3x4

Target
rating
6
2x3

Current
rating
12
3x4

Risk
assm’t
Rationale for target rating
Improved workforce management should ensure that the
right staff, with the right skills, knowledge and support are
available and able to meet patients’ needs promptly and
effectively.
Trust risk register links
15, 22, 31, 321, 406, 794

National shortages of key trained staff (e.g., nurses, doctors)
Geographical location
Inconsistent approach to staff engagement between Clinical Service Centres
Continued pressure in a number of clinical areas means that extra capacity beds remain open long term, diverting skilled
substantive staff from ward areas to escalation areas
• Use of overtime and bank staff to plug gaps in shifts
• Use of agency staff where absolutely necessary to maintain safe staffing
• Re-locate staff across the Trust to maintain safe levels
• Wide range of recruitment methodologies (overseas events, social media, open days, links to Universities, recruitment
consultancies, head hunting)
• Exit interview programme
Positive assurance Q2
Negative assurance Q2
• Q1 Inpatient FFT satisfaction (96.6%) above nat avg (96%)
• 1 Never Event in Q2
• Q1 ED FFT satisfaction score (94.5%) above nat avg (87%)
• 1 associated “should do” requirement CQC report
01.02.17
• Q1 OPD FFT satisfaction score (94%) increase on Q4
• Pulse survey: staff recommendation of PHT as place to
• SIRIs per 1000 bed days Q2 = 0.4 (Q1 = 1.4)
work 62% in Q1, 65% in Q4
o Other incidents Q2 = 3278 (Q1 = 4887)
• Only 54 exit interviews completed for 529 leavers
01.04.17 - 31.08.17
• Time from vacancy notification to HR to recruitment Q1
99 days, Q2 84 days
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Planned actions to reduce the risk / improve assurance
Action
1
Two further overseas recruitment events (Philippines and
Italy)
2
Healthcare Support Worker campaign to reduce agency
use
3
Workforce strategy to be refreshed

• Rejected job offers: Q1 = 23, Q2 = 27
• Q1 Pulse survey: staff recommendation of PHT as place to
work: 62% (Q4 65%)
• Q1 Pulse survey: bullying, harassment, abuse dealt with
swiftly and appropriately: 56% (Q4 53%)
• Q1 Pulse survey: “ I am able to make improvements
happen”: 64% (Q4 N/A)
• Rolling 12 month staff turnover 12% in August
• Sickness absence above target in August: 3.4%
• Establishment posts 93.6% filled, including MoD personnel
Temporary workforce expenditure in August £3,622,018.
Above £3,000,000 consistently since May
Lead
DHR

Due
30.09.17

Update
11.08.17: Events booked.

Status

DHR

01.10.17

On track

DHR

02.11.17

11.08.17: Campaign started 11.08.17.
Implementation monitored through DU Workbook.
11.08.17: Refresh work allocated to Head of
Employee Resourcing. Revised strategy to be
presented to November Board.
23.10.17: Broad themes for revised strategy
developed, linked to forming a Workforce
Committee.
11.09.17: Meeting with NHSP took place 04.09.17
with further system wide meeting on collaborative
bank taking place 14.09.17.
23.10.17: Staff Bank Development letter from NHSI
CEO to be enacted.
21.09.17: Education Director has written to all CSC
Chiefs of Service to identify the scope for Physician
Associates role project underway with Portsmouth

4

Enhance partnership with NHS Professionals to enhance
the provision of temporary staff including a system wide
collaborative bank.

DHR

30.11.17

5

Implement plans for revised and new roles to support
difficult to recruit posts.

DHR

30.11.17
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On track

On track

On track

On track
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6

Develop and implement a Trust wide retention strategy.

DHR

162

31.12.17

University. Workshop for Medicine specialties to
identify further roles for development being
arranged.
23.10.17: Workforce summits for Medicine, MOPRS
and ED/AMU to take place by 30.11.17.
23.10.17: Nursing retention open evening took place
19th October.

On track
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BAF16: Non-employed staff

Objectives
affected

Non-employed staff at the Trust (i.e., military and trainee clinicians)
have inconsistent support, training and experience, leading to risk of
• Disengagement
• Non-compliance with Trust policies / requirements
• Removal of non-employed staff-groups from the Trust, with
consequent detrimental impact on Trust capacity

Causes of the risk

Current methods
of management
Current assurance

1,2,3,4
1,2,3,4
1,2,3,4,5

Lead
DHR

Date
id’d
11.09.17

Source

Initial
rating
12
3x4

Target
rating
6
3x2

Current
rating
12
3x4

Risk
Assm’t
Rationale for target rating
Feedback from staff in training and military staff indicates
that in some areas there are low levels of engagement and
an imbalance between service needs and individual training
needs.
Trust risk register links
Nothing specifically related

• Inconsistent leadership of non-employed staff groups
• Inconsistent induction arrangements
• Inconsistent understanding of the needs / expectations of non-employed staff groups
• Inconsistent understanding of the expectations of / engagement with Deanery and Military stakeholders
• Junior doctor engagement opportunities with CEO and Medical Director on a bi-monthly basis
• Quarterly meeting re: Military Defence Contract
• GMC survey action plan
Positive assurance
Negative assurance
None currently available
• Pulse survey: employed staff recommendation of PHT as
place to work 62% in Q1, 65% in Q4
• Q1 CIP total £1.3 below target

Planned actions to reduce the risk / improve assurance
Action
1
Consider whether Military Defence representation at
Executive / Senior Management team would be
appropriate
2
Junior Doctor training improvement plans to form
part of standard performance management process at
SMT and CSC level with oversight by Quality
Committee and Board.

Lead
CEO

Due
31.10.17

Update
21.09.17: Discussion with CEO awaited.

Status

DHR

30.11.17

11.09.17: Director Medical Education to undertake
lead role and develop initial plans for discussion at
SMT 11.10.17.
23.10.17: Director Medical Education to undertake

On track
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On track
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3
4
5

6

Guardian of working hours role clearly defined and
systems to support contractual compliance
introduced.
Standard local induction arrangements introduced
and monitored through local competency
arrangements.
Examine ways to assess experience of military staff
working in the Trust

DHR

30.11.17

DHR

30.11.17

DHR

30.11.17

Deanery reports, local surveys, informal feedback and
GMC survey results to be reviewed in detail for
suitable assurance data

DHR

30.11.17
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lead role and develop initial plans for discussion at
SMT November 2017 with presentation to Board
December 2017.
11.09.17: Guardian report to be presented to
October 2017 Trust Board Meeting.
23.10.17: Further updates required in January 2018.
11.09.17: Meeting with Director Education 13.09.17
21.09.17: Learning & Development team
considering options for carrying out assessments in
ways which best support the Trust in the effective
deployment of military staff. Existing methods
already in use by military units to be included in
consideration.
21.09.17: Meeting with Director of Education to
conduct review planned for end of October.
23.10.17: Meeting in October to form basis for SMT
discussion in November.

On track

On track

On track

On track
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BAF17: Disconnect between the Trust Board and other staff

Objectives
affected

Lead

Date
id’d
24.08.17

Source

Initial
rating
12
3x4

Target
rating
4
2x2

Current
rating
12
3x4

Staff have reported a lack of connection between themselves and
CEO
CQC
the Trust Board, and associated lack of confidence that the Trust
report
Board is a) fully aware of the pressures faced routinely by staff and
Rationale for target rating
patients or b) committed to addressing them.
The cumulative effect of addressing this risk and the actions
This leads to an increased risk of failure to engage in initiatives to
set out at BAF5, BAF6, BAF8, BAF14, BAF15, BAF16 and
1
• improve patient safety
BAF20 is likely to be a reduction in both the potential impact
2
of an actual or perceived disconnect (because there will be
• improve patient experience
3
improved monitoring and management systems in place to
• improve compliance with constitutional access standards
4b
identify and address such impacts) and in the likelihood that
• address and harassment problems
4c
any disconnect will be felt. A reduction in both scores is
• achieve the Workforce Race Equality Standard
5
therefore achievable.
• deliver financial health and sustainability targets
4a,
d
Trust risk register links
and to poor results in the national staff survey and Well-led
13, 19, 302, 303, 304, 784, 785, 794
assessment
Causes of the risk
• Ineffective Clinical Governance systems
• Board and senior leadership instability
Current methods
• All Board member engagement / visits / events etc. recorded by Exec admin team
of management
• Clinical Quality Review visits
• Existing Organisational Development Strategy
• Listening into Action and Weekly CEO staff engagement sessions
Current assurance Positive assurance
Negative assurance
• Staff survey results are in top quartile for staff
• 24.08.17 CQC report summary, page 2 (2 items)
engagement
• Pulse survey: staff recommendation of PHT as place to
• Q1 I&E control total achieved
work 62% in Q1, 65% in Q4
• Q1 CIP £1.3m below plan
Planned actions to reduce the risk / improve assurance
Action
Lead
Due
Update
Status
See actions set out at
• BAF5
• BAF14
• BAF20
• BAF6
• BAF15
• BAF8
• BAF16
165

Portsmouth Hospitals NHS Trust 2017/8 Board Assurance Framework
BAF18: Emergency floor

Objectives
affected

The physical environment (layout, capacity and fabric) of the
emergency floor at the Queen Alexandra Hospital is poor, leading to
• Delays in patient assessment during periods of overcrowding,
including delays to ambulance handover
• Impaired coordination / delivery of care at times of overcrowding
• Increased risk of patient harm from cold weather in HALO areas
• Increased risk of harm to patients and staff arising from
inadequacy of appropriate environment in which to deliver acute
mental health care
• Poor patient and staff experience

1
1
1
1
2a – d, 4a,
4e
3a – d, 3f,
5b, 5d

• Inefficiency, including disproportionate rate of admission at peak
times to reduce emergency floor over-crowding
Causes of the risk

Current methods
of management
Current assurance

Lead
COO

Date
id’d
2010

Source

Initial
rating
12
3x4

Target
rating
2
1x2

Current
rating
12
3x4

Risk
Ass’mt
Rationale for target rating
In the long run (3-5 years), redevelopment will remove the
problems associated with current layout and condition of the
building. As a result, the likelihood that anyone (staff
or patient) will suffer because of the layout will be very
low. In the short to mid-term however, the risk will remain
high until the redevelopment is complete.
Trust risk register links
16

• Historic lack on investment in the Emergency floor; exclusion of the emergency floor from the PFI project
• Lack of available capital for re-development (see also BAF8)
• Lack of clarity re: Trust strategy (see also BAF8)
• Deployment of, and reliance on, premium cost workforce to manage times when patient volumes exceed capacity
• Reactive responses to individual patients’ needs
• Usual range of clinical governance monitoring and response
Positive assurance
Negative assurance
• Decrease in Emergency Department complaints:
• 390 patient safety incidents in ED reported during August
o Q1 2016/17 – 33
– highest number amongst all CSCs
o Q4 2016/17 – 36
o 9 SIRIs in ED in August (including 5 DTAs)
o Q1 2017/18 - 28
• 01.02.17 CQC report summary, page 3 (2 items)
• Q1 ED FFT satisfaction score (94.5%) above nat avg (87%)
• 1 associated “must do” requirement CQC report 24.08.17
• 01.02.17 CQC report summary, page 3 (1 item)
• 1 associated “should do” requirement CQC report
• No 12 hour trolley waits in August (peak of 95 in March)
01.02.17
• Four hour access standard at 78.6% in August (target 95%)
• A&E performance element of STF funding not achieved
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Planned actions to reduce the risk / improve assurance
Action
1
Develop and present ED re-configuration business
case to Trust Board and key regulators
2
Creation of Urgent Care Centre commissioned by CCG
to divert non-ED patients

during Q1
Lead
DoF

Due
31.03.18

Update
07.09.17: under development

Status

COO

31.03.18

25.09.17: Director of Delivery (Fareham and
Gosport and South Eastern Hampshire Clinical
Commissioning Groups) - will be leading/discussing
commissioning of the new service in terms of
staffing and immediate operational performance.
Start-up arrangements to be discussed with Trust
COO in coming week.

At risk
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BAF19: Trust leadership
The Trust’s senior leadership has been unstable, and the leadership
structure is unsuitable. These factors inhibit the holding to account of
leaders in the Trust, leading to impaired ability to deliver improved
• Patient safety
• Patient experience / engagement
• Performance against national constitutional standards
• Staff satisfaction
• Response to bullying and harassment
• Performance in the well-led assessment
• Financial health and sustainability

Causes of the risk
Current methods
of management
Current assurance

Objectives
affected

1a - b
2a – d
3a – f
4a, 4e
4b
4d
5

• Departure of Chief Executive
• Significant use of interims over last 12 months
• Usual clinical governance systems
Positive assurance
• Reduction in formal complaints to Trust for Q1
o 17% reduction on Q4 2016/17
o 28% reduction on Q1 2016/17
• Q1 Inpatient FFT satisfaction (96.6%) above nat avg (96%)
• Q1 ED FFT satisfaction score (94.5%) above nat avg (87%)
• Q1 OPD FFT satisfaction score (94%) increase on Q4
• SIRIs per 1000 bed days Q2 = 0.4 (Q1 = 1.4)
o Other incidents Q2 = 3278 (Q1 = 4887)
• Q1 Pulse survey results “I feel able and supported to raise
concerns about unsafe practice”: 76% (Q4 76%)
• 0.9% turnover in August, 1.3% in July
• 54 contacts to new Respect Me hotline
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Lead
CEO

Date
id’d
01.10.17

Source

Initial
rating
12
3x4

Target
rating
4
2x2

Current
rating
12
3x4

Risk
ass’ment
Rationale for target rating
Improving resilience at all levels of the organisation through
improved organisational culture, the implementation of an
accountability framework (BAF5) and revising organisational
structure will make the Trust as a whole less dependent on
the most senior tiers of leadership and management, thereby
reducing the impact of instability at board level. Making a
number of key executive appointments in the coming months
will reduce the likelihood of further instability.
Trust risk register links
13, 19, 302, 304, 784

Negative assurance
• Harm free care Q2 = 98.55% (Q1 = 98.67%)
• 1 Never Event in Q2
• Q1 Pulse survey: staff recommendation of PHT as place to
work: 62% (Q4 65%)
• Q1 Pulse survey: bullying, harassment, abuse dealt with
swiftly and appropriately: 56% (Q4 53%)
• Q1 Pulse survey: “I am able to make improvements
happen”: 64% (Q4 N/A)
• Rolling 12 month staff turnover 12% in August
• Sickness absence above target in August: 3.4%
• Q1 CIP programme £1.3m behind plan
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• Q1 I&E control total achieved
Planned actions to reduce the risk / improve assurance
Action
See all actions at BAF5

Lead
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Due

Update

Status
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BAF20: Support functions

Objectives
affected

There is a lack of capacity and expertise in a number of key support
functions, including Finance, HR, Corporate Governance, strategy and
the Transformation Team leading to impaired ability to
• Deliver improvements to patient safety
• Deliver improvements to patient experience
• Deliver against national constitutional standards
• Recruit and retain the best staff to all areas of the Trust
• Achieve financial health & sustainability

Causes of the risk
Current methods
of management
Current assurance

Lead

Source

Initial
rating
12
3x4

Target
rating
4
2x2

Current
rating
12
3x4

Risk
ass’ment
Rationale for target rating
1
The introduction of improved systems and processes,
2
including an accountability framework (BAF5), and the
3
introduction of improved IMT systems (BAF2) will help
4e
reduce the impact of back-office under capacity. Addressing
5
capacity and expertise issues identified in the planned review
will also reduce the likelihood that such problems will arise.
Trust risk register links
13, 22, 19, 406, 784, 785, 786, 788
• Prioritisation of investment in clinical services and functions over back office / support services
• Data Quality Group meets regularly
• Acknowledgement of the risks presented by lack of both specialist knowledge and skills (e.g., planning) and general capacity
(e.g., for ensuring and assuring data quality)
Positive assurance
Negative assurance
None available currently

CEO

Date
id’d

None available currently

Planned actions to reduce the risk / improve assurance
Action
1
Create and appoint to new Director of Strategy,
Governance and Performance role

Lead
CEO

Due
31.12.17

2

Recruit to Trust Secretary post

CEO

31.12.17

3

Recruit Head of Strategy to lead and support planning
functions

CEO

31.12.17
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Update
21.09.17: Advert closed 17.09.17; interviews
9.10.17.
24.10.17: As BAF 14.
21.09.17: model JD and person specs being sought.
Action to transfer to new Director role upon
appointment.
24.10.17: As BAF 14.
21.09.17: model JD and person specs being sought.
Action to transfer to new Director role upon

Status
On track

On track

On track
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4

Undertake capacity and capability review of back
office functions

CEO

31.12.17

5

Look at alignment of back office functions across STP
and ACS

CEO

31.03.18
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appointment.
24.10.17: Recruitment underway.
21.09.17: New Director to undertake.
24.10.17: CEO in discussion with Executive Directors
to review effectiveness of their structures.
21.09.17: To be raised at STP meetings. Dependent
on collaboration of partners.
24.10.17: This is now being led by Director of HR and
OD.

On track

On track
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Michelle Dixon, Deputy Chief Operating Officer
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Purpose of paper

To provide the Board with an overview of the forecast delivery of the
18 week RTT standard for the remainder of 2017/18.

Key points for Trust Board
members

• Current 18 week
deterioration

Briefly summarise in bullet
point format the main points
and key issues that the Trust
Board members should focus
on including conclusions and
proposals

• Recovery actions for key specialties

Options and decisions
required

• The Trust Board is asked to note the conclusions in the
paper and to agree the forecast trajectory for the remainder
of the year.

Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:
Clearly identify what will follow
the Trust Board’s discussion

RTT

performance

and

cause

• Indication of impact of temporary reduction in Orthopaedic
elective activity on 18 week RTT performance
• Forecast trajectory of 18 week RTT performance for
remainder of 2017/18

• The operational and clinical teams will continue to deliver
safe patient care on an 18 week RTT pathway, in line with
the agreed trajectories.
• This will be shared with NHSi as requested

Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

•

Considered – no issues identified

• Communication as per recent Winter Plan

Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance
Framework/ Risk Register
Organisational Priorities
Board Assurance Framework/
Risk Register Reference
Risk Description

Ensure delivery of national constitutional standards
BAF 3b.
Meet the referral to treatment waiting time

CQC Reference

Committees/Meetings at which paper has been discussed/ approved:
Executive Management Team

of
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Date
24.10.17

18 Week RTT Improvement Plan
1.0 Background:
The Trust improvement trajectory for 2017/18 aimed to deliver full 18 week RTT compliance
with a Trust aggregate position of 92% by July 2017. However, the Trust has only achieved
the trajectory in May 2017 and is currently below the 92% national standard at 90.86% for
October 2017, pending month end validation.
As the Trust moves into autumn, we need to prepare for the increased demand in
emergency care and care of the frail elderly population. Capacity across the Trust has been
agreed to be flexed for the winter period, to promote flow and maintain patient safety. On
the 9th October 2017, an elective Orthopaedic ward has been temporarily converted to
support an elderly care ward, creating a further 28 beds for elderly care. The impact on 18
week RTT performance, particularly in Trauma and Orthopaedics (T&O) specialty and the
options to mitigate this impact has been assessed.
2.0 Introduction:
This plan therefore aims to provide a view of the Trust’s current 18 week RTT performance
and the cause for the deterioration in that performance, prior to any temporary change in bed
base distribution. The paper will also provide an overarching recovery plan for key
specialties and give an indication of the impact of the temporary reduction in Orthopaedic
elective activity on Trust performance.

3.0 Current Position:
The Trust has been working towards delivery of an aggregate position of 92% 18 week RTT
standard performance from July 2017. Figure 3.1.below illustrates the current 18 week RTT
standard performance. This table has not included the temporary changes to the
Orthopaedic bed base implemented in October 2017. The Trust is determined to minimise
the impact on our elective programme, due to ongoing bed pressures.
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Figure 3.1

General Surgery:
•
•
•

At business planning stage indicated unable to achieve 92% 18 week RTT standard
with current demand and capacity gap
Some day case activity has also been outsourced to the local independent surgical
treatment centre (ISTC) to mitigate some of the capacity gaps and to ensure prompt
care for patients
There are currently no patients waiting >35 weeks without a plan

Urology:
•
•

At business planning stage identified unable to achieve 92% 18 week RTT standard
with current demand and capacity gap
Minor/intermediate cases now being managed with direct referral from GP to ISTC
services to mitigate some of the capacity gaps and to reduce waiting times for
patients
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Trauma and Orthopaedics:
•
•

Patients waiting for hip and knee surgery has increased due to the impact of reduced
elective activity to support winter 2016/17, increase in trauma demand and an
inability to recruit to all vacancies for skilled theatre support staff
An average of 25 hip/knee cases per month have been outsourced to local Spire
Hospital services for the last year to support delivery of prompt treatment for patients.
Some foot and ankle patients have also been treated at Care UK (ISTC) to mitigate
some of the capacity and demand gap and to improve patient wait times

Gastroenterology and Hepatology:
•

•
•

Both services (Hepatology recorded under ‘other’ specialties), have failed to deliver
against activity plan due to a fragile workforce. These specialties are known
nationally to experience difficulty to recruit to consultant posts. The service has
therefore relied on support from short term locum appointments to fill these
vacancies, while recruitment attempts continue. The service has also utilised an
insourcing team to ensure that endoscopy provision for patients is managed within
the national waits standard
62 Patients waiting > 35 weeks in speciality
Outpatient planned follow up list contains over 700 patients waiting over 12 months in
excess of their scheduled follow up appointment. The potential risk to patients in this
area continues to be assessed. A harm review is being undertaken jointly with
commissioners

Cardiology:
•

•
•

Recovered delivery of 92% 18 week RTT standard with additional clinic activity during
2016/17. However, the service has failed the standard since July 2017 due to
capacity shortfall, change in registrar rotas creating capacity gaps and essential
catheter lab refurbishment, reducing physical capacity
The use of (Cardiac Day Unit) CDU due to ongoing bed pressures has also had
adverse impact on inpatient activity due to the reduced access to the capacity
The service has struggled to recruit to substantive posts of technicians to deliver
echocardiograms, this is a national issues. The service is currently training in house
staff into these roles, whilst continuing with recruitment campaigns. This is critical for
delivery of the diagnostic element of the pathway. Additional ad hoc clinics have
been delivered to support capacity gaps

Gynaecology:
•
•

Theatre capacity gaps within the working week are having an adverse impact on 18
week RTT performance
The service has used additional Saturday operating sessions during
September/October to support performance

Other (for reporting purposes, all other specialities are coded under ‘other’. This includes
specialties such as restorative dentistry and pain services, but key for Trust performance is
Hepatology which is coded in this group):
•

Able to deliver 92% 18 week RTT overall performance, with many subspecialties
within this code being able to achieve a sustainable 100% performance as very small
numbers within the pathway e.g. restorative dentistry
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•

•

Workforce and capacity shortfalls have resulted in Hepatology deteriorating to
75.18% in September 2017. The speciality continues a recruitment campaign,
however, as with gastroenterology, these are difficult posts to recruit to
7 patients waiting >35 weeks in Hepatology

4.0 Performance Impact of Winter Capacity Plan for Trauma and Orthopaedics:
As part of the plan to create additional frailty and medical capacity in the Trust, to support the
winter period, the Trust has temporarily reduced the orthopaedic inpatient elective activity,
converting an inpatient orthopaedic ward to create a Frailty Unit, which is core part of our
plan to deliver improvements to urgent care performance and improve safety. During this
period, the specialty will prioritise the patients as clinically appropriate, determined by the
urgency of their planned procedure. Patients who are suitable for outsourcing to the local
independent provider, will be assessed and referred by the Chief of Service, this will only be
patients requiring primary hip or knee replacement surgery, with an ASA (anaesthetic
classification) of 1 or 2.
Patients who are not suitable for the local independent provider will continue to be treated at
the Trust, utilising on average 8 beds within the Harbour Suite Private Patient Unit. The
service has also increased the day case provision for this period, utilising the existing theatre
and surgical teams. The planned trauma elective programme will continue through the
existing orthopaedic bed base.
The clinical teams are currently working flexibly during this period, providing increased
support to the emergency pathway, including additional virtual fracture clinics. Ad hoc
additional outpatient clinics are being delivered as accommodation allows.
The service has committed to ensure that no patient will breach the 52 week wait standard
during this period of suspension through careful monitoring at the weekly PTL meeting.
There have been historical challenges to recruit to experienced orthopaedic theatre scrub
nurse and assistant roles. There has however been interest within the theatre teams for staff
to be trained into these roles and recent successful recruitment to roles for training, this
training is currently being supported by the orthopaedic teams during this winter period which
will assist recovery of performance in 2018.
The following illustrates the potential impact on RTT performance at orthopaedic specialty
and Trust level and waiting list and backlog size of the model adopted to manage the
inpatient elective orthopaedic programme during the winter phase. This is based on the
Trust continuing at current level of 18 week RTT performance in other specialties.
The Trust has made this provision for a maximum of 6 months. If however the requirement
for additional elderly care capacity across the Trust reduces prior to March 2018, the
opportunity to repatriate the orthopaedic ward sooner will be taken.
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Figure 4.1
The model assumes up to 35 inpatients per month are outsourced to a local independent
provider for treatment. In addition, an average of 8 Harbour Suite beds is allocated for
orthopaedic elective use within the Trust. 30 planned trauma patients would also continue to
be accommodated through the remaining T&O bed base. The forecast below illustrates the
impact at each month for the remainder of this year.

5.0 Improvement Actions:
Gastroenterology:
•

•

•

•
•

Administrative validation continues in the specialty, closing pathway clocks as
appropriate. This is anticipated to have a 2% reduction in breach numbers and
therefore an overall positive long term impact on the 18 week RTT performance. This
does not have any direct impact on patient experience or treatment times.
The specialty has a DNA rate for first appointments on average of 6.5% and 8.5% for
follow up appointments. Process changes are being implemented to reduce patient
DNA for outpatient appointments which will release capacity for outpatient clinics.
This will also be in adherence to Trust Access Policy to ensure that patients who
DNA for appointment is not ‘lost in the system’ and GP is aware of patient status.
Appointment of an Endoscopy Fellow for 6 months from November 2017. This will
enable consultant time to be released to deliver additional outpatient activity and
clinical review of outpatient waiting list (OWL).
Attempts to recruit to the current consultant vacancy continues. In the interim, the
service is trying to recruit an agency locum to this vacancy from November 2017.
The service is working to recruit to an additional nurse specialist role, this has the
potential to be in place by December/January. This will enable an increase in
telephone clinic appointments for appropriate patients which will improve patient
experience and reduce waits for follow up appointments.

Hepatology:
•

•

Administrative validation continues in the specialty, closing pathways clocks as
appropriate. This is anticipated to have a 2% reduction in breach numbers and
therefore an overall positive long term impact on the 18 week RTT performance. This
does not have any direct impact on patient experience or treatment times.
Due to a high rate of DNA in this specialty associated with patient engagement
(average 22.9% for new appointments and 13.0% for follow up appointments),
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•

process changes are being implemented to reduce patient DNA for outpatient
appointments which will assist to release capacity for outpatient clinics. This will also
be in adherence to Trust Access Policy to ensure that patients who DNA for
appointment is not ‘lost in the system’ and GP is aware of patient status.
The service continues to attempt to recruit to the current consultant vacancy, whilst
also trying to recruit to a locum position to backfill this vacancy in the interim. This
continues to present a challenge, additional capacity would be realised with this
appointment and would have a further positive impact on waiting times for patients
and the overall delivery of 18 week RTT performance.

Cardiology:
•

•

•

•

The service has commenced additional weekend ‘mega’ outpatient clinics which will
assist to reduce the existing waiting times for patients requiring an outpatient
appointment. These will continue until the service is able to sustain waits for first
appointment to 12 weeks maximum as appropriate on this pathway.
The service has appointed an experienced Advance Clinical Practitioner who
commences in post in November 2017.
This appointment will be able to
independently run some Rapid Access Chest Pain clinics (RACP), releasing
Registrar time to deliver standard outpatient clinics, capacity that was lost due to the
change with Registrar rotas and availability. The full release of the Registrar clinics
will not be finalised until December when the wait for RACP clinics have reduced to a
sustainable position of 2 weeks maximum wait.
Additional inpatient catheter laboratory lists have commenced to support treatment of
patients through the CDU. The service aims to reduce these waits to 6 weeks for all
patients on a diagnostic pathway and less for patients who have an urgent clinical
requirement. The service is reliant on the ability to fully access the CDU and for the
area to be used for escalation at only a minimum capacity to enable full optimisation
of the existing and additional capacity.
Recruitment and retention of experience cardiac physiologists continues to be a
challenge across the country and for the service at PHT. The service continues to
recruit to vacancies as able and will continue to require agency staff to backfill
vacancies and the use of additional hours from existing staff.

Gynaecology:
•

•

The service currently has good uptake and utilisation of existing in week theatre
sessions. The service will continue to require use of weekend operating sessions to
manage the current deficit of in week theatre capacity available to maintain the 18
week RTT standard as demonstrated in figure 7.1 below.
The service is reviewing opportunities with job planning processes to move further
activity in week, using any fallow lists from other specialties as well as opportunities
to factor weekend working into standard job plans.

All improvement plans and the weekly specialty level18 week RTT performance against
trajectory, will continue to be monitored closely at the speciality level PTL meetings, attended
by the business and general managers. This performance will then be reviewed through the
weekly Trust Access Assurance Meeting, chaired by the Deputy Chief Operating Officer.
Any issues relating to delivery will be escalated to the Chief Operating Officer as appropriate.
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Delivery against trajectory will be reported into the Finance and Performance Committee and
Trust Board by the Chief Operating Officer and externally to NHSi at the monthly
performance meetings.
6.0 Activity Plan for 2018/19:
Gooroo modelling used to determine the Trust capacity and demand requirements is
currently underway to determine the requirements for the 2018/19 period. It is likely, as with
previous years, that a gap is identified between the demand and capacity, which the Trust
cannot support solely by productivity plans and QIPP schemes. This will need to be
considered within the next round of contracting discussions.
As identified in Section 4, the backlog in the T&O specialty will further increase during the
period of elective activity reduction for winter; this will need to be factored into the activity
plans for 2018/19 to ensure recovery of the RTT 18 week standard and prompt treatment
times for patients.
The recommended manageable backlog for T&O is c.320. The current backlog in the
specialty has been as a result of reduced activity during the 2016/17 winter period. To
enable recovery of the speciality backlog, the service will need to reduce the backlog by
treating an additional 33 patients above planned run rate per month, typically major hip and
knee replacement surgery. This would be reliant on the elective orthopaedic Ward returning
to the T&O speciality in April 2018. In addition, outsourcing at current levels, i.e. 25 -30 per
month would need to continue throughout 2018. The specialty has already commenced
productivity programmes in the existing main theatres in response to Getting it Right First
(GIRFT) recommendations, with 50% of surgeons now treating 4 patients per operating list
having major joint replacement surgery. Successful recruitment to skilled orthopaedic
theatre staff during this period and access to theatres released by the vascular and spinal
network, should support this recovery.
7.0 Conclusion:
•

•

•

The Trust is unable to deliver the 18 week RTT standard of 92% for the remainder of
2017/18 at current run rate, whilst supporting the winter capacity plan. Figure 10.1
illustrates the trajectory until March 2018 for speciality level and Trust aggregate
position for the standard, assuming that the orthopaedic winter model continues until
March 2018 and that all existing additional capacity continues as plan.
Recovery of the 18 week RTT standard to 92% Trust aggregate position will require
sustained performance at current level or above. It will also be dependent on the
orthopaedic bed base returning to full capacity in April 2018 and the full inpatient
orthopaedic elective programme recommencing. Further investment will be required
in 2018 to increase the outpatient and theatre capacity available to key specialities to
enable delivery of the 18 week RTT standard at 92%.
Collaborative working with commissioning colleagues will also be required to deliver
demand management schemes to reduce the existing identified capacity/demand
gap.
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Figure 7.1
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relating to compliance with the Data Protection Act and other
associated privacy legislation
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Executive Summary
Senior level ownership of information risk is a key factor in successfully raising the profile of
information risks and to embedding information risk management into the overall risk
management culture of the Trust. Senior leadership demonstrates the importance of the
issue and is critical in obtaining the resources and commitment necessary to ensuring
information security remains high on the agenda of the Board and Executive Management
Team. In the NHS, the Chief Executive is the Accountable Officer of the organisation and has
overall accountability and responsibility for Information Governance. He is required to provide
assurance, through the Statement of Internal Controls, that all risks to the organisation,
including those relating to information, are effectively managed and mitigated.
The purpose of this Annual Report is to provide assurance of practice, progress and
developments in Information Risk Management, particularly in relation to relevant standards
of the NHS Information Governance Toolkit.
There continues to be some improvement in the awareness of, and progress with,
information risk requirements in this financial year. However, there are pockets of poorer
compliance / assurance, generally within those CSCs that have struggled for continuity with
their operational and business management roles. Often, their information governance focus
suffers as a result.
Sufficient assurance of information risk management practices does require staff at a local
level to develop their knowledge of the Information Governance Compliance Framework (the
Trust’s compliance monitoring and assessment tool) and this can take time to achieve.
Changes to those staff members with information governance responsibilities will adversely
affect this.
The Trust was responsible for five data protection incidents which were reported to the
Department of Health and the Information Commissioner’s Office in 2016/17. The incidents
were investigated by the Trust and information was supplied to the Information
Commissioner’s Office. No enforcement notices or fines were imposed by the ICO.
The NHS remains the industry reporting the highest number of data protection breaches in
the UK. The very nature of information risk management means that existing good practice
must be maintained in order to provide the Trust with an appropriate level of assurance in the
currently intense and high-scrutiny information governance environment.
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1.

Introduction
1.1. The key responsibilities of the SIRO are to:
a. Oversee the development of an Information Risk Policy, and a Strategy for
implementing the policy within the existing Information Governance Framework.
b. Take ownership of the risk assessment process for information and cyber security
risk, including review of an annual Information Security Management Framework to
support and inform the Statement of Internal Control.
c. Review and agree action in respect of identified information risks.
d. Ensure that the organisation’s approach to information risk is effective in terms of
resource, commitment and execution and that this is communicated to all staff.
e. Provide a focal point for the resolution and/or discussion of information risk issues.
f.

Ensure the Board is adequately briefed on information risk issues.

g.

Ensure that all information assets have an assigned Information Asset Owner.

1.2. The role of Senior Information Risk Owner was assigned to the Trust’s Company Secretary in
2008. The role compliments, but should not be confused with, the Trust’s Caldicott Guardian
(Medical Director) who is responsible for the confidentiality of patient information and acts as
the “conscience” of the organisation in this respect.

2.

Purpose
2.1. The purpose of this report is to provide assurance of practice, progress and developments in
Information Risk Management, particularly in relation to relevant standards of the NHS
Information Governance Toolkit.

2.2. The aim of information risk management is not to eliminate risk, but rather to provide the
structural means to identify, prioritise, and manage the risks involved in all Trust activities. It
requires a balance between the cost of managing and reducing information risks with the
anticipated benefits that will be derived.

2.3. The purpose and format of this Annual Report may evolve in response to external influences
such as the NHS Information Governance Toolkit, examples of Data Protection enforcement
(Financial Penalty Notices), the introduction of the General Data Protection Regulations and
also the assurance requirements and expectations of the Trust Board.
Peter Mellor
Director of Corporate Affairs and Business Development | Senior Information Risk Owner (SIRO)
Information Risk Management Annual Report 2016-17
October 2017 EAA
185

3.

Management
3.1. The Senior Information Risk Owner has been supported in an informal advisory capacity by
the Head of IT and Information Governance Manager. Formally, the Senior Information Risk
Owner is supported by a network of Information Asset Owners (IAO) within each Clinical
Service Centre and Corporate Function, who are responsible for addressing information risks
locally, reporting and providing assurance to the Senior Information Risk Owner.

3.2. All Clinical Service Centres are required to report six monthly to the Trust’s Information
Governance Steering Group (IGSG) on their compliance against relevant information
governance requirements (which includes information risk management). The Senior
Information Risk Owner (Vice Chair) attends these meetings.

3.3. Overview of the Information Risk Management assurance process:

External influences
Changes to
legislation, best
practice etc.

Identify and
report on
compliance

Information Asset
Administrators

Information Risk
Advisors (IG
Manager / Head
of IT)
Advice, guidance
and compliance
monitoring

Trust Risk Appetite

Information Asset
Owners

Co-ordination of
responsibilities

Assurance

Senior Information
Risk Owner
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4.

Scope
4.1. Information risk management may be inherent in a wide variety of information governance
initiatives, but the work with Information Asset Owners has focussed on a core group:
§

Information Governance Contractual Clauses (standard 110)

§

Information Governance Training (standard 112)

§

Information Asset Registers (standard 307)

§

Flow Mapping Registers (standard 308)

§

Information Governance Incidents (standard 302)

4.2. The significance of information risk management can be demonstrated with reference to four of
the six Strategic Objectives within the Trust’s current Information Governance Strategy (201517):
§

Continue to achieve ‘Satisfactory’ compliance with the NHS Information Governance
Toolkit

§

Promote responsible, patient-centred information sharing in line with the principle
recommendations of the Caldicott 2: Information Governance Review and the
Caldicott 3: Review of Data Security, Consent and Opt-Outs.

§

Identify and reduce information risks and reduce the potential impact of information
governance incidents

§

Promote a culture of openness and transparency in line with the spirit of the Freedom
of Information Act and the Government’s Transparency Agenda.

§

Understand the implications and prepare for the impact of changes to EU Data
Protection legislation

§

Promote the principles of Privacy by Design and embed a culture that understands the
value of early privacy assessment in the project / change cycle

4.3. The Trust’s completion of the NHS Information Governance Toolkit provides an assessment of
information governance compliance (against central expectations) and a comparison against the
compliance of other NHS organisations. Information risk management is relevant to multiple
standards of the Information Governance Toolkit.

4.4. Local Provider Trusts Comparison (areas shaded yellow – reported not satisfactory)
Pos.
1
2
3

Provider Trust
Oxford University Hospitals NHS Trust
Buckinghamshire Healthcare NHS Trust
Southern Health NHS FT

2016/17

2015/16

99%
90%
88%

97%
85%
82%

%
change
+2
+5
+6
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4
5
6
7
8
9
10
11
12
13
14

Milton Keynes University Hospital NHS Trust
Hampshire Hospitals NHS FT
Berkshire Healthcare NHS FT
Salisbury NHS Foundation Trust
Frimley Health NHS Foundation Trust
Oxford Health NHS FT
South Central Ambulance Service NHS Trust
University Hospital Southampton NHS FT
Solent NHS Trust
Portsmouth Hospitals NHS Trust
Isle of Wight NHS Trust
Royal Berkshire NHS FT

82%
79%
79%
77%
76%
75%
74%
73%
70%
68%
68%
67%

85%
80%
68%
81%
72%
97%
72%
73%
73%
75%
68%
68%

-3
-1
+11
-4
+4
-22
+2
0
-3
-7
0
-1

4.5. Comparable Acute Trusts
Pos.

Provider Trust

2016/17

2015/16

%
Change

1
2
3
4
5
6
7

City Hospitals Sunderland NHS Trust
Poole Hospital NHS Trust
North Tees & Hartlepool NHS Trust
Plymouth Hospitals NHS Trust
University Hospitals Southampton NHS FT
Portsmouth Hospitals NHS Trust
Brighton & Sussex University Hospitals NHS Trust

87%
84%
80%
76%
73%
68%
67%

86%
84%
77%
74%
73%
75%
66%

+1
0
+3
+2
0
-7
+1

4.6. The Trust decreased in compliance from 75% in 2015/16 to 68%, but retained the level required
for ‘Satisfactory’ compliance. This requires a minimum of level 2 attainment in all 45 standards.
The “Satisfactory” outcome is the primary indicator of compliance and was therefore the focus in
2016/17. The decline in percentage is due primarily to an overstatement of the level 3 evidence
in previous Toolkit submissions. Standards were downgraded to L2 to ensure the evidence
supplied provided adequate assurance.

4.7. Internal auditor’s tiaa carried out a remote audit in March 2017, looking at the evidence supplied
for version 14 of the IG Toolkit. tiaa audited 15 (of 45) standards and reported that we were able
to provide reasonable assurance on the integrity of the self-assessment against the toolkit
criteria.
The following recommendations were put forward by tiaa:
1. Obtain annual approval of the IG Framework/Strategy by the Trust.
2. To provide further examples of access control configurations for key systems on the
critical asset pathway. These to include password complexity and formatting & failed
login restrictions.
3. Upload evidence of mobile equipment allocated and returned. To upload technical
specification of the remote working solutions. To upload the latest list of authorised
mobile workers.
Please note that this information is integral to our cyber security and some of it is not
available on the IG Toolkit but can be viewed if requested.
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Management Action Plan - Priority 1, 2 and 3 Recommendations
Rec.

Risk Area

Finding

Recommendation

Priority

Management

Implementation

Comments

1

Validity of returns Our testing agreed with the current
scoring of six of ten requirements
sampled and concluded that two
scores were unsubstantiated and
two scores were found to be
overstated.

the
recommendations
Review
made in Appendix B (see page 810 below), with appropriate action
taken to improve compliance and /
or evidence.

2

Agree

Responsible

Timetable

Officer

(dd/mm/yy)

(Job Title)

31/03/17

IG Manager

101 – The Trust has reduced the level from 3
to 2.
302 – additional evidence will be uploaded to
meet this requirement
305 – the Trust view is that the uploaded
evidence for this standard is suffice. The Trust
does not consider it appropriate to upload
technical specification and details relating to
the Trusts’ IT security arrangements to the IG
toolkit.
314 – The Trust has reduced the level from 3
to 2. It is not possible to upload evidence but
this can be viewed by an on-site visit. This
information is held within the IT Service
Management System (SMS) of which is a live
system and updated daily. Any print out would
be out of date within 24 hours. A comment will
be put on the Toolkit regarding reference to
policies where this function is set out

PRIORITY GRADINGS

1

URGENT

Fundamental control issue on which
action should be taken immediately.

2

IMPORTANT

Control issue on which action should
be taken at the earliest opportunity.

3

ROUTINE

Control issue on which action should
be taken.
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Page | 7

Level
Claimed

Auditor
Conclusion

There is an adequate
Information
Governance
Management Framework to
support the current and
evolving
Information
Governance agenda.

L3

L2 - The Trust
successfully
met
Level
2
compliance,
but
failed
to
meet
Level
3
compliance.

Level 3:

14-111

Employment
contracts
which include compliance
with
information
governance standards are
in place for all individuals
carrying out work on behalf
of the organisation.

L2

L2 - The Trust
successfully
met
Level
2
compliance.

None.

Agree

None.

14-205

There
are
appropriate
procedures for recognising
and
responding
to
individuals’ requests for
access to their personal
data.

L2

L2 - The Trust
successfully
met
Level
2
compliance.

None.

Agree

None.

14-207

Where required, protocols
governing
the
routine
sharing
of
personal
information
have
been
agreed
with
other
organisations.

L2

L2 - The Trust
successfully
met
Level
2
compliance.

None.

Agree

None.

14-207

Where required, protocols
governing
the
routine
sharing
of
personal
information
have
been
agreed
with
other
organisations.

L2

L2 - The Trust
successfully
met
Level
2
compliance.

None.

Agree

None.

No

Requirement

14-101

Auditor Explanation

Overstated

Evidence showing annual review
and approval by the Trust Board
for the Framework is required.

Recommendations
For Level 3 attainment:
Annual
approval
of
the
IG
Framework/Strategy by the Trust Board to be
uploaded.
General To retain only current information/
the evidence as identified as required in the
toolkit guidance.
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14-300

The
Information
Governance agenda is
supported by adequate
information security skills,
knowledge and experience
which
meet
the
organisation’s
assessed
needs.

L2

L2 - The Trust
successfully
met
Level 2 compliance

None.

14-305

Operating and application
information systems (under
the organisation’s control)
support appropriate access
control functionality and
documented and managed
access rights are in place
for all users of these
systems.

L2

L2 - Whilst the
Trust
has
essentially
met
Level
2
compliance, there
is some evidence
missing.

Level 2:

Policy
and
procedures
ensure
that
mobile
computing and teleworking
are secure.

L3

14-314

L1 - The Trust
successfully
met
Level 1, but failed
to meet Level 2
compliance.

Agree

Unsubstantiated

The current evidence for access
control configurations is limited
to the Trust network password
controls and those for APEX.
Further examples to meet the
criteria would be suitable.

Level 2:

None

To strengthen the level 2 evidence:
2a. To provide further examples of access
control configurations for key systems on the
critical care pathway. These to include
password complexity and formatting and
failed login restrictions.

Overstated

For Level 2 attainment:

There is no evidence showing
equipment allocated/returned to
IT or authorised mobile workers
and their signed forms.

2a To upload evidence of mobile equipment
allocated and returned.

There is no evidence uploaded
of the technical specification of
the remote working solutions.

To upload the latest list of authorised mobile
workers.

2c. To upload the technical specification of
the remote working solutions.

For level 3 attainment:

Level 3:

3a and 3b to upload relevant evidence.

There is no accessible evidence
at 3a or 3b.
14-406

Procedures are in place for
monitoring the availability of
paper health/care records
and
tracing
missing
records.

L2

L2 - The Trust
successfully
met
Level
2
compliance.

None

Agree
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None.

14-504

Documented
procedures
are in place for using both
local
and
national
benchmarking to identify
data quality issues and
analyse
trends
in
information
over
time,
ensuring that large changes
are
investigated
and
explained.

L2

L2 - The Trust
successfully
met
Level
2
compliance.

None.

Agree

None.

14-504

Documented
procedures
are in place for using both
local
and
national
benchmarking to identify
data quality issues and
analyse
trends
in
information
over
time,
ensuring that large changes
are
investigated
and
explained.

L2

L2 - The Trust
successfully
met
Level
2
compliance.

None.

Agree

None.
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5. Measures
5.1. The Trust assesses compliance with Toolkit standards at a local level (i.e. by Clinical Service
Centre and Corporate Department)

5.2. An Information Governance Compliance Framework has been developed to help
communicate these local requirements, and is used to monitor and assess compliance at a local
level. The Compliance Framework covers all the relevant toolkit requirements depending on the
Clinical Service Centre / Corporate Department’s operations.

5.3. The four main requirements can be summarised as:
§

Contracts (Information Governance Toolkit Standard 110) – formal contractual
arrangements that include compliance with information governance requirements are
in place with all contractors and support organisations.
What we have found: whilst the current contract templates available through
the formal Procurement process satisfy this requirement, some pre-existing
contracts appear to have been arranged and negotiated at a local level and
contain insufficient clauses, providing insufficient assurance. Some contracts
have proved difficult to physically locate and often only one paper copy is held.
What is the information risk: contract clauses can set out the expected data
protection practices of third parties, ensure the Trust is made aware of
incidents at the earliest opportunity and can indemnify the Trust in cases of
data loss caused by the third party.

Surgery and
Cancer
Women and
Children

Renal

MSK

MOPRS

Medicine

Head and Neck

Emergency
Medicine

Corporate

Clinical Support
Services

CHAT

What does “compliance” look like? All relevant contracts have been identified
and assessed and review dates for weak/deficient contracts have been
confirmed.

PHT continue to find the occasional local system which was not purchased
through procurement and thus had not gone through the Due Diligence and IG
Assurance process.
Contract renewals and upgrades to systems currently in use, must also be
identified and further PIA’s undertaken if there are significant changes from the
primary specification.
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PIA’s undertaken in 2016/17:

§

May 2016

Dental Electronic Maxillo-Facial
Referral Service

Ratified

May 2016

SystemOne TPP

ED-AMU

Ratified

May 2016

Anaesthetics
Database

Anaesthetics

Ratified

July 2016

Encore Anywhere

Respiratory

Not Ratified

July 2016

My Renal Care

Renal

Ratified

July 2016

BTS IPF Registry

Respiratory

Ratified

July 2016

Medcon2d
Upgrade

Cardiology

Ratified

Dec2016

e-Smart (research)

Oncology

Ratified

Feb 2017

IBD Bioresource
(research)

Gastroenterology

Ratified

Feb 2017

Guest WiFi
(research)

Respiratory

Ratified

July 2017

Patient Portal (trial)

Gastroenterology

Ratified

Staff Training (Standard 112) – information governance awareness and mandatory
training procedures are in place and all staff members (95%) are appropriately trained.
What we have found: the Trust-wide use of the Essential Skills Handbook, as
well as ongoing promotion of the information governance training target, has
helped improve and maintain information governance training rates throughout
the year. However, consistent achievement of a 95% training rate still presents
a particular challenge.
What is the information risk: there is a greater risk of information governance /
data protection incidents as a result of an untrained workforce. Training is seen
as a key corporate defence in the event of a data protection incident.
What does “compliance” look like? 95% of staff members have their
Information Governance training competency (annual basis).
CSC / Department
Corporate Departments incl. Charitable Funds & Research
CHAT
Clinical Support Services
Emergency Medicine
Head and Neck
Medicine
MOPRs

Responsible Staff
Trained
99.3
96.5
96.0
86.8
99.1
89.8
93.4

Peter Mellor
Director of Corporate Affairs and Business Development | Senior Information Risk Owner (SIRO)
Information Risk Management Annual Report 2016-17
October 2017 EAA
194

CSC / Department

Responsible Staff
Trained
94.3
94.2
91.0
96.2
100.0
100.0

MSK
Renal
Surgery and Cancer
Women and Children
Private Patients Directorate
Facilities Management
Trust overall compliance for 2016/17 was 95%.

Learning & Development sit on the IGSG and report bi-monthly the figures for
each CSC. It is the General Managers who must scrutinise their compliance
and ensure that their ward managers/Matrons are actively involved in ensuring
95% compliance. Ward managers can utilise the HR dashboard to check
compliance and additional training on the dashboard has been provided by
L&D.
All CSC’s who reported compliance levels below 95% are required to place this
target on their CSC risk register.
A new deadline has been put in place for 2017/18.

Information Asset Owners (IAO) & Administrators (IAA)
IAOs are senior individuals responsible for running business and service
areas. Their role is to:
i.

Understand and address risks for information assets for which they are
responsible
ii.
Provide assurance to the SIRO regarding security and use of their
assets
IAAs provide support to their IAO, they:
i.
ii.
iii.
iv.

Ensure that policies and procedures are followed
Recognise potential and actual security incidents
Consult with their IAO regarding incident management issues
Ensure that information asset registers are accurate and maintained
and kept up-to-date

The following table is derived from the on-line (intranet) IG Toolkit Information
Asset Registers and provides an overview of coverage of IAOs and IAAs in the
Trust and completion of associated specialist training:
CSC / Department
CHAT

IAOs
In
Place?

IAAs
In
Place?

%
Trained
(Current)

P

P

100%
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IAOs
In
Place?

IAAs
In
Place?

%
Trained
(Current)

P

94%

N/A

100%

P

67%

N/A

0%

Trust Wide Assets

N/A

Women and Children

P

P
P
P
P
P
P
P
P
P
P
P
P
P
P
P
P

0%

Surgery and Cancer

P
P
P
P
P
P
P
P
P
P
P
P
P
P
P
P
P
P

CSC / Department
Clinical Support
Services
Communications
Emergency Medicine
Facilities Management
Finance
Head and Neck
Human Resources
ICT
Information Services
Learning and
Development
Medicine
MOPRs
MSK
Procurement
Quality
Renal
Research and
Innovation

38%
100%
100%
0%
100%
19%
50%
0%
0%
86%
50%
0%
88%
100%
100%

IAO/IAA training compliance for 2016/17 was hampered due to the closing of
the HSCIC training tool.
§

Information Asset Register (Standard 307) – all key information assets have been
identified and regular risk reviews are undertaken
What we have found: responsibilities for Information Assets (usually these are
administration systems or databases) are not routinely updated and many
‘responsible’ staff members are no longer in relevant posts. There has been a
failure to engage in the risk management process in some Clinical Services
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Centres, which risks the inappropriate management of sensitive data and a
proliferation of data protection incidents.
What is the information risk: a number of un-governed information assets
introduces a wide range of information risks from insecure practices; they could
be seen as a breach of the Data Protection Act (holding minimum necessary
data, for the minimum necessary length of time); have the potential for
significant incidents (as databases generally hold data on very large numbers
of individuals); and could introduce clinical risk through poor data quality (e.g.
from standalone databases that become out of date)
What does “compliance” look like? Assurance that all assets have been
identified and risk assessments have been completed for all Information
Assets.
CSC / Department
CHAT
Clinical Support
Communications
Emergency Medicine
Facilities Management
Finance
Head & Neck
Human Resources
ICT
Information Services
Learning & Development
Medicine
MOPRS
MSK
Procurement
Quality
Renal & Transplantation
Research & Innovation
Surgery & Cancer
Trust Wide Requirements
Women & Children
Total

§

% Assets Risk
Assessed in Last
Year
100%
73%
67%
50%
0%
75%
100%
89%
100%
0%
0%
0%
100%
0%
0%
0%
0%
0%
17%
100%
83%
45%

Flow Mapping Register (Standard 308) – all transfers (of hardcopy and digital
personal identifiable and sensitive information) have been identified, mapped and risk
assessed; technical and organisational measures adequately secure these transfers.
What we have found: there is still some variation in completion of Flow
Mapping Registers (records of what information is transferred, why it is
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transferred, and how it is transferred). Flow Mapping Registers were
introduced primarily to identify and mitigate the risks associated with
unencrypted transfers of personal data and have been largely successful in
this regard, although they are limited to routine transfers of personal data and
therefore cannot provide assurance of all (i.e. ad hoc) arrangements, which
rely on the awareness of staff.
What is the information risk: misdirection of confidential information as a result
of poor or inappropriate practice, such as breaches resulting from using
inaccurate fax numbers, misaddressed e-mails or post. The misdirection of
single documents presents the most likely risk of a medium-severe breach.

Surgery and
Cancer
Women and
Children

Renal

MSK

MOPRS

Medicine

Head and Neck

Emergency
Medicine

Corporate

Clinical Support
Services

CHAT

What does “compliance” look like? Flow Mapping Registers are accurate,
complete and up to date (reviewed within last 12 months at most).

Compliance assurance for standards 307 & 308 remains variable. Each CSC
is required to update their register at least once per year. Many of the IG leads
have voiced that the register is complicated and time-consuming. These
spreadsheets are unable to be altered and do not allow for ease of trust wide
monitoring. Commercial and in house registers are available which would
significantly improve data collection and allow improved monitoring but they
would require substantial financial input.

§

Information Governance Incidents
What we have found: Incidents include data losses and other direct forms of
breaches of confidentiality such as misdirecting confidential mail. The most
common type of incident is those where the information was ‘disclosed in
error’. Clinical Support Service and Women and Children’s CSC had the
highest number of reported breaches.
What is the information risk: these incidents are effectively the outcomes of our
information risks. The Trust must adhere to the Department of Health guidance
on managing information governance incidents, which has its own grading
system. Depending on the severity of incident, there may be a need to report it
to the Department of Health and the Information Commissioner’s Office.
What does “compliance” look like? There should be assurance that staff
members know how to recognise and report an information governance
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Women and
Children

Surgery and
Cancer

Renal

MSK

MOPRS

Medicine

Head and Neck

Emergency
Medicine

Corporate

Clinical Support
Services

CHAT

incident. Incidents must be investigated appropriately and lessons learned /
recommendations should be identified and communicated appropriately.

.

Each CSC reports six monthly to IGSG their IG incidents. In addition the IG
Manger receives notification of all incidents that involve PID. The IG Manager
then grades the incident using the Trusts RAG rating and the ICO’s reportable
classification.
Despite the requirement for each CSC to report to IGSG six monthly, in
2016/17 Medicine, MOPRS and Emergency Medicine only reported once in the
financial year. These are the CSC’s which also demonstrate the lowest
compliance in staff IG training, maintaining an accurate and up to date asset
register and flow mapping register.

6.

Information Governance Incidents
Severity
2016/17
Quarter 1
Quarter 2
Quarter 3
Quarter 4
Total

Near
Miss
1
4
3
2
10

Green

Yellow

Amber

Red

9
4
8
11
32

17
10
20
35
82

3
11
10
6
30

0
3
1
1
5

Total
30
32
42
55
159

6.1. NHS guidance on the management and investigation of information governance incidents
requires NHS organisations to report incidents of a certain severity to the Information
Commissioner’s Office and the Department of Health. Externally reportable incidents are
determined by the relevance of certain “sensitivity factors” to the incident.
6.2. In 2016/17 there were four incidents reported to the ICO. One incident was withdrawn and
one was reported externally. Any incidents that require reporting to the ICO are automatically
given a severity rating of red (internally).
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Date of
incident
(month)
Apr. 2016

Jul. 2016
(externally
reported)

Aug. 2016

Sep. 2016

Oct. 2016

Jan. 2017

Nature of
incident

Nature of data
involved

Number of
data
subjects
potentially
affected

Notification
steps

100+

Reported
externally to
the ICO –
recommendati
ons x2 but no
further action

94

Reported to
the ICO – x2
recommendati
ons but no
further action

1

Reported to
ICO – no
further action

1865

Reported to
ICO – DH and
NHS Digital
investigating

230

Reported to
the ICO – no
further action

Withdrawn

Ex staff
member using
round robin
email
addresses for
personal use
Locum doctor
disposed of
handover
sheets in
public
recycling bin
Maternity
Hand Held
notes given to
wrong patient
and taken
home
External
contractor had
malware attack
resulting in the
loss of staff
information
General
information
sent to a
cohort of
patients using
the ‘To’
function and
not the ‘Bcc’
function

Personal email
address

PID and clinical
information

PID and detailed
clinical information

Name, DOB,
National Insurance
number, radiation
dose

Name, hospital
number, personal
email address
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Incident Date
2012/13
2013/14
2014/15
2015/16
2016/17

Near Miss
53
109
110
141
10

Severity
Yellow
28
37
53
68
82

Green
160
218
274
325
32

Amber
12
8
18
5
30

Red
0
0
2
4
5

Total
253
372
457
544
159

6.3. In 2016/17 the total number of adverse incidents dropped significantly. This was due to a
change in how incidents were reported. The 159 incidents reported involved either a potential or
actual breach of person identifiable or sensitive data. Previously, misfiling of notes, lost notes
etc. were included in the IG incidents but they are now managed locally as process/procedural
incidents. The ability to identify only potential/actual breaches is due to the upgrade to Datix
which allows modification of the questions asked at reporting and investigation.
6.4. The Trust supplied information to the ICO related to an ex-employee who had inappropriately
accessed her estranged family’s personal detail. The ICO’s case resulted in the employee
pleading guilty of an offence under section 55 of the Data Protection Act and was fined £650,
ordered to pay costs of £653.75 and a victim surcharge of £65.
Fundamental principles of information risk management can not only reduce the likelihood of an
incident but also provide corporate defence in the event of one. Important factors include:

7.

§

If an individual was responsible for causing an incident, had they received training on
data protection?

§

Was the incident the result of a failure to adhere to clear, expected best practice (e.g.
encryption or secure e-mail)?

§

Was the organisation aware of a particular risk, but failed to take adequate steps to
address and reduce it?

§

Has the organisation experienced a similar incident in the past which would suggest
that it appeared not to have learnt any lessons from it?

National Data Protection Incidents
7.1. Health still continues to generate the highest percentage of incidents self reported to the
Information Commissioner’s Office (41%). This is due to the combination of the NHS making it
mandatory to report incidents, the size of the health sector, and the sensitivity of the data
processed.
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7.2. Penalties – Health Sector 2016/17
Month
August 2016

Organisation Type
GP practice

Fine
£40000

August 2016

Nursing Home

£15000

February 2017

Private Health Company

£200,000

Cause
Revealed personal
information to estranged
ex-partner
Unencrypted work laptop
stolen containing
confidential & sensitive
personal data of 29
residents and 46 staff.
Failure to keep fertility
patient’s personal
information secure by
sending unencrypted
audio recordings to India
for transcription and the
processor used an
unsecure server to store
the recordings. No
authentication process to
restrict access to the
transcripts. Patient found
that transcripts could be
accessed by an internet
search engine.

7.3. Summary of Monetary Penalties since enforcement powers began in April 2010

Year
2016/17
2015/16
2014/15
2013/14
2012/13
2011/12
2010/11

Number of Monetary
Penalty Notices
59
24
11
17
22
10
4

In 2016/17 the ICO issued the highest number of monetary penalties since its inception.
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Agenda Item Number: 204/17
Enclosure Number: (9)

Subject:

Charitable Funds Activity

Prepared by:

Amanda Lipsham, Financial Accountant

Sponsored & Presented by:

Peter Mellor, Director of Corporate Affairs

Purpose of paper

To update the Trust Board, in their capacity as Trustee, on recent
charity activity.

Key points for Trust Board
members

The report provides information on total funds, income, and
expenditure for the period up to September 2017.

Briefly summarise in bullet
point format the main points
and key issues that the Trust
Board members should focus
on including conclusions and
proposals
Options and decisions
required

To note and receive the report.

Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:

To be reported monthly

Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

Not applicable.

Not applicable.

Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance
Framework/ Risk Register
Organisational Priorities

Not applicable

Board Assurance Framework/
Risk Register Reference

Not applicable

Risk Description

Not applicable

CQC Reference

Not applicable

Committees/Meetings at which paper has been discussed/ approved:

Charitable Funds Committee
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Date

14th Sept 2017

PORTSMOUTH HOSPITALS NHS TRUST GENERAL CHARITABLE FUND
REPORT TO TRUST BOARD – September 2017
Issue for consideration:
To update the Trust Board, in their capacity as Trustee, on recent charity activity.

1.

Total Funds
Portsmouth Hospitals NHS Trust General Charitable Fund has a fund balance
of £1,340,463 as at 30th September 2017.

2.

Charitable Income
During the month, the charity received donations, legacy and fundraising
income of £122,310, including the following items of note:
•
•

3.

Charitable Expenditure
During the month, expenditure of £51,545 was processed, including the
following items of note:
•
•
•

4.

Legacies totalling £60,000 were received for the Cardiac Care,
Dermatology, and Rocky funds.
A donation of £6,600 was received for the Rheumatology fund.

The Interactive Floor Projection System with Sensory Fun Suite costing
£8544.
An Emergency Trolley with Radiolucent Platform costing £3684
There was no spending on the General Amenity Charitable Fund.

The Rocky Appeal
The Rocky appeal needs to raise £317,000 to complete its appeal in June
2018.
This was discussed at the charitable funds committee meeting as there are
concerns that the appeal will not raise sufficient funds to cover the cost of the
final payment for the Da Vinci Robot. If the target is not achieved the Trust will
be liable for the payment (or part payment) and this will mean VAT will be
incurred, increasing the final payment required by approximately £74,000.
The committee will monitor the progress of the appeal over the coming
months, in order to keep the Trust Board up to date.

5.

Investments
The only investment held is with CCLA of £124,000.

6.

Fundraising
a) Press Releases
September was consistent for press releases with 11 articles, this equates to
2.75 articles a week being published.
9 x The Portsmouth News – 37,257print, 28,485 online
1 x About My Area – 15 – 35,000 online weekly
1 x The Link (internal Trust newsletter)
Social media support is currently standing at:
Facebook followers: 1,245 (+36)
Twitter followers 1,117 (+33)
LinkedIn: 76 (+2)
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b) Community and Events
Kicking Cancer for Charlie Donation
7 year old Charlie has been undergoing Leukaemia treatment here at QA.
Charlie and his family organised a 33 mile sponsored walk from Southampton
Hospital to QA Hospital to buy brand new toys and activities for children on
Starfish Ward to the value of £400.
Charlie’s mum said: “Charlie has been going through treatment for three and
a half years for a rare Leukaemia, and he’s spent most of those years on
Starfish Ward; it has been our second home. This was just a great way of
giving back to the Ward, because they have looked after us all, not just
Charlie.”
•
•
•
•

£4,500 from Community golf day for Children’s Bubbles Fund
£4,216 from Mrs Lewis’s garden party for Rocky
£1,850 from Osborne golf day for Rocky
£1,165 From Ms M Burridge from her community cream tea party for
Rocky

c) Corporates and Trusts
• Wave 105 granted £3,800 towards the Paediatrics Emergency
Departments Interactive Floor project
• Sainsbury’s Carrier bag donations for Children’s Bubbles Fund £2,171
• Kings Arms skydive for Rheumatology Fund £1,230
• Diageo PLC Corporate match giving £435 for the General Fund
d) Legacies
• £40,000 for Rocky from Mrs H Cray
• £10,000 for Cardiology from Mrs M Harmer
• £10,000 for Dermatology from Mrs M Harmer
e) The following charity led events have been arranged:
• Great South Run- 22nd October, Southsea
• Christmas Market & Pamper Day (Rocky)-11th November, Portsmouth
Football Club
• Lights for Love- 7th December, St Coleman’s Church, Cosham
• Christmas Jumper Day- 15th December
• Choirs in QA- 2nd to 21st December
• Great Wall of China Trek- 22nd to 30th September 2018
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Agenda Item Number: 206/17
Enclosure Number: (10)

Subject:

Summary of Council of Governors most recent business

Prepared by:

Peter Mellor, Director of Corporate Affairs

Sponsored & Presented by:
Purpose of paper

To keep the Trust Board abreast of Council of Governors business

Key points for Trust Board
members

To note the content of the paper.

Briefly summarise in bullet
point format the main points
and key issues that the Trust
Board members should focus
on including conclusions and
proposals
Options and decisions
required
Clearly identify options that
are to be considered and any
decisions required
Next steps / future actions:
Clearly identify what will follow
the Trust Board’s discussion
Consideration of legal
issues (including Equality
Impact Assessment)?
Consideration of Public and
Patient Involvement and
Communications
Implications?

The Trust Board is asked to consider if there is any detailed piece of
work/review that it would like the Council of Governors to carry out
on its behalf.

A summary of business will be shared with the Trust Board on a
regular basis

Not applicable.

No applicable.

Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance
Framework/ Risk Register
Organisational Priorities

Not applicable.

Board Assurance Framework/
Risk Register Reference

Not applicable.

Risk Description

Not applicable.

CQC Reference

Not applicable.

Committees/Meetings at which paper has been discussed/ approved:
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Date

Council of Governors most recent business

Full Council of Governors meeting
The full Council of Governors met on 11 October, when the following items were
discussed:
Two representatives from Portsmouth City Council attended the meeting to answer
the Governors questions regarding the Social Services provision based in the
Integrated Discharge Office at QAH.
The Interim Chairman confirmed that a substantive Chair had been appointed,
commencing on 1 November 2017.

Planning & Performance Trust Advisory Group
The Planning and Performance TAG met on 5 September, when the following items
were considered:
The Director of Finance provided a progress report on the Financial Plan for 2017/18.
Best Hospital, People & Care Trust Advisory Group
The Best Hospital, People & Care TAG met on 12 September, when the following
items were considered:
The Deputy Director of Nursing provided the group with a comprehensive update on
the recent CQC Report.
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CONFIDENTIAL

TRUST BOARD PUBLIC – NOVEMBER 2017

Agenda Item Number: 207/17
Enclosure Number: (11)

Subject:

Company Secretary Papers to Note

Prepared by / Sponsored by /

Peter Mellor, Director of Corporate Affairs & Business
Development

Presented by:
Purpose of paper
Key points for Trust Board
members
Briefly summarise in bullet point
format the main points and key
issues that the Trust Board
members
should
focus
on
including
conclusions
and
proposals
Options and decisions required

For Information / Awareness
To receive and note the minutes from the following Committees:
Risk Assurance Committee
- 17th August 2017

The Board is asked to note the minutes.

Clearly identify options that are to
be considered and any decisions
required
Next steps / future actions:
Clearly identify what will follow the
Trust Board’s discussion

The minutes will continue to be submitted to Trust Board on a
monthly basis.

Consideration of legal issues
(including
Equality
Impact
Assessment)?

N/A

Consideration of Public and
Patient
Involvement
and
Communications Implications?

N/A

Links to Portsmouth Hospitals NHS Trust Board Organisational Priorities, Assurance
Framework/ Risk Register
Organisational Priorities

N/A

Board Assurance Framework/
Risk Register Reference

N/A

Risk Description

N/A

CQC Reference

N/A

Committees/Meetings at which paper has been discussed/ approved:
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RISK ASSURANCE COMMITTEE
Thursday 17 August 2017, 15:00-17:00
Boardroom, Education Centre, E Level, QAH
Christine Slaymaker (CSl)
Nicola Ryley (NR)
Fiona McNeight (FMcN)
Annie Green (AG)
Chris Tite (CT)
John A’Court (JA)
Lee Williams (LW)
Lesley Coles (LCo)
Susie Lowe (SL)
Leann Hetherington (LH)
Peter Mellor (PM)
Simon Ward (SW)

Non-Executive Director – Deputy Chair
Interim Director of Nursing
Associate Director Quality and Governance
Head of Risk Management
Head of IT
Head of Estates and Facilities
Head of Financial Accounting
Head of Nursing Women and Children’s CSC
Corporate HR Manager
General Manager for Head & Neck CSC and Trust Cancer
Lead
Director of Corporate Affairs
Associate Medical Director – Consultant Radiologist

In attendance:

Penny Buddery (PB)
Nicky Moya (NMo)
Charlotte Groves (CG)
Liz Hall (LHa)
Jenny Kynes (JKy)
Ruth Davies(RD)
Roland Howes (RH)
Jan Newman (JN)
Alison Tong (AT)

Health and Wellbeing Clinical Manager
Directorate Pharmacist – Neonatal and Women’s Services
Consultant Neonatologist and CD for Neonatology
Head of Nursing – CHAT CSC
Head of Nursing – MSK CSC
Head of Nursing – Head and Neck CSC
Trust Governor
Governance and Safeguarding Coordinator (Minutes)
Director - NHS Improvement (Observer)

Apologies:

Melloney Poole (MP)
Alison Fitzsimons (AF)

Non-Executive Director
General Manager Clinical Support CSC and Head of
Professions

Present:

Minute Ref

Item Title

Action

1 Welcome and Apologies
1.1 CSl chaired the meeting on behalf of MP. CSl welcomed those present and apologies
were noted. CSl reported that the agenda and annual progress had been reviewed
and the meetings were running as per the committee terms of reference.
2.1 (a)

Minutes of the Risk Assurance Committee held on 20 July 2017

2.1.1 The minutes of the last meeting were agreed as correct.
2.2 (b)

Matters Arising from the Minutes

2.2.1 November: 17.11.2016: Surgery and Cancer CSC Risk Register
Lack of appropriate quiet room for patients and relatives on E level surgical floor: PM
to follow up with Estates.
August: LH informed the committee that funding had been received from MacMillan
Cancer Support regarding quiet room space for psychologists in the support for
patients. It was agreed that LH would continue with moving the action forward. RH
questioned why the action had not been resolved. PM and LH acknowledged that it
was nearing a resolution. Ongoing.
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2.2.2 January: 19.01.2017: Historic BAF Risks
9-1516 (Failure to successfully implement the Trust’s IT Strategy eHospital
Programme to deliver an enterprise clinical system that better supports delivery of
high quality, more efficient and cost-efficient patient centred care) – the committee
agreed that the risk would be assigned to the current BAF. It was also agreed that CT
would liaise with PM with regards to the inclusion of the risk on the BAF.
August: CT advised the committee that the entry had been submitted to PM for
inclusion within the BAF. PM explained that a revised BAF was being compiled and
with external support the risk would be considered for inclusion within the revised BAF.
FMcN noted that the risk had also been added to the risk register as a Corporate Risk.
Action complete.
2.2.3 June: 15.06.2017 (3.11): Trust Risk Register
579: No fire doors from the main corridor into the entrance of the ward and bay room
25 (15):
It was agreed that the current rating would be reassessed to align with any mitigating
factors.
August: JA informed the committee that the concerns had been allayed and the risk
rating could be reduced. It was agreed that AG would ensure the risk rating was
reduced on the risk register. JA also noted that he held confirmation in writing of the
additional control measures identified. Ongoing.
2.2.4 June: 15.06.2017 (4.1.6) MOPRS CSC Risk Register
Failure of the locking mechanism on the entrance to F1, F2, F3 and F4: JA noted that
the work was scheduled for 30 June but commented that this was unconfirmed.
August: The doors to F level have been replaced. Other doors on other levels are
scheduled for replacement commencing September 2017. Action complete.
2.2.5 June: 15.06.2017 (4.2.3): Emergency Medicine CSC Risk Register
Financial deficit and inability to meet CIP targets:
CSl asked the CSC to review the risk.
August: Risk reviewed and updated by CSC on Datix. Action complete.
2.2.6 June: 15.06.2017 (4.2.4): Emergency Medicine CSC Risk Register
Inability to fill ED Consultant shifts:
It was requested that the risk would be re-worded and the rating reviewed to reflect the
situation.
August: Risk reviewed and updated by CSC on Datix. Action complete.
2.2.7 June: 15.06.2017 (4.2.8): Emergency Medicine CSC Risk Register
H@N Matron does not have an allocated desk/office space:
CSl requested a review of the scoring.
August: Risk reviewed and updated by CSC on Datix. Action complete.
2.2.8 June: 15.06.2017 (5.3.2): Key Messages from the Committee
FMcN requested that the CSCs should review, refine and ensure accurate and current
information was listed within their risk registers on Datix. CSl confirmed that she would
raise this item with the Trust Board.
August: The update from the July meeting of RAC was acknowledged by the
committee. Ongoing.
2.2.9 July 20.07.2017 (2.2.20): Matters Arising
CSl requested that the minutes from this July meeting be sent for Trust Board review
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along with the minutes from the June meeting to ensure the Board were up to date
with the Committees activity.
August: Approved minutes of 15 June 2017 submitted to Board Secretary. Minutes of
20 July 2017 will be submitted to the Board Secretary once reviewed and approved by
the committee on 17 August 2017. Ongoing.
2.2.10 July 20.07.2017 (3.1.5): Trust Risk Register
Diabeta3: It was agreed that LCo would review the risk in liaison with the Diabetes
Team.
August: It was agreed that LCo would liaise further with the teams involved and follow
up the risk for an update at the next meeting.
2.2.11 July 20.07.2017 (3.2.3): Trust Risk Register
It was agreed that AG would refer back to the responsible leads for the risks that had
been recorded as Corporate Risks to ask for it to be presented to the committee for
consideration as a Corporate Risk. Action complete.
2.2.12 July 20.07.2017 (3.2.4): Trust Risk Register
It was agreed that AG would request the CSCs to revisit the titles to ensure they were
more descriptive. Action complete.
2.2.13 July 20.07.2017 (3.2.9): Trust Risk Register
It was agreed that AG would check the risk register to see whether a fire risk with
regards to external cladding was listed.
August: AG confirmed that there was no risk detailed on the Risk Register. JA
confirmed that an extensive investigation had been undertaken with approval from the
fire authority with regards to external cladding and there were no concerns. JA noted
that documentary evidence of the investigation was available. Action complete.
2.2.14 July 20.07.2017 (3.2.10): Trust Risk Register
It was agreed that AG would check the risk register to see whether a risk with regards
to Duty of Candour breaches was listed.
August: CSl asked for the status update of the action to be amended to read ‘There is
no risk listed at present’ and for the action to be marked as ongoing. It was also
agreed that AG would compile an entry on the Risk Register for the risk. Ongoing.
2.2.15 July 20.07.2017 (3.2.15): Trust Risk Register
FMcN also commented that she would include adult and child safeguarding within the
risk listed on the Board Assurance Framework.
August: FMcN informed the committee that the risk was submitted for consideration on
the new revised BAF. PM advised that the risk would be considered for inclusion
within the revised BAF. In addition, it was agreed that FMcN would draft and include
the risk on the Risk Register. Ongoing.
2.2.16 July 20.07.2017 (3.2.17): Trust Risk Register
Staff Engagement and Leadership risks:
CSl requested that in the interest of safety that the risks should be assigned to the
Risk Register as well. Action complete.
2.2.17 July 20.07.2017 (4.1.2): Risks for Consideration as Corporate Risks
Following further discussion it was agreed that AG would produce a new report
template that allowed for risks to be outlined as well as the mitigation in place. Action
complete.
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2.2.18 July 20.07.2017 (4.1.5): Risks for Consideration as Corporate Risks: Neonatal
TPN Prescribing Software Failure Risk ID 647
It was therefore agreed that the risk would be re-presented to the committee with the
new report template, discussed previously, outlining the mitigation and noting whether
the risk has been tabled elsewhere within the Trust. Action complete.
2.2.19 July 20.07.2017 (4.2.7): Risks for Consideration as Corporate Risks: IT Risks
The committee agreed that the following risks would be assigned as Corporate Risks
with CT remaining as the Responsible Lead:
 IT10 - Consequences of failure to implement eHospital programme
 IT13 - Effects to be expected from continued under investment in IT
infrastructure
 IT14 - Network resilience vulnerabilities in retained estate at QAH
 IT18 - Failure of and inability to recover legacy systems hosted on physical
servers
 IT19 - Multiple patient IDs in the ICE system may result in unacceptable patient
care being provided
 IT21 - Threat & consequence of malicious/denial of service attack
Action complete.
2.2.20 July 20.07.2017 (5.2.7): Medicine CSC Risk Register
The committee agreed that the risk would be assigned as a Corporate Risk. Action
complete.
2.2.21 July 20.07.2017 (5.3.8): Renal and Transplantation CSC Risk Register
It was agreed that FMcN would liaise with Robert Burns, Fire Safety Manager, to
ensure a full risk assessment was undertaken with the CSC and for the risk and rating
to be reviewed on completion of the risk assessment.
August: It was noted that a comprehensive update from the Fire Safety Manager had
been provided. It was noted that a planned fire test was due to be conducted on 20
August 2017 to better understand the level of risk and urgency to rectify it. It was
agreed that FMcN would follow up the outcome of the fire test. Ongoing.
2.2.22 July 20.07.2017 (6.2.6): Internal Audit
It was agreed that LW, as a member of the IGSG, would liaise with the chair of the
group with regards to how staff practice was monitored.
August: All staff are bound by policies on Data Protection, Confidentiality, E-Mail
Usage, IT Security, Information Governance and Information Risk. To supplement the
policies there are published IT Guidelines including safe working practices and
information about IT standards and practice. In addition, employment contracts have
Information Governance clauses in, all staff are subject to yearly Information
Governance training. Action complete.
2.2.23 July 20.07.2017 (6.3.1): Key Messages from the Committee
It was agreed the CSl would raise the following with the Trust Board:
 To acknowledge that the risks highlighted by the committee were felt to be the
main risks for the Trust.
 To raise the non-attendance and representation of members from CSCs at the
committee.
 To raise and advise of the Medicine CSC risk associated with patient safety
rated at 25.
August: Minutes of 20 July 2017 will be submitted to the Board Secretary once
reviewed and approved by the committee on 17 August 2017 and discussed at the
Trust Board meeting in September. Ongoing.
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2.2.24 July 20.07.2017 (7.1): Any Other Business
It was requested by CSl to move the Trust Risk Register item further down on the
agenda as it seemed beneficial to review the Trust Risk Register after reviewing
specific CSC Risk Registers. Action complete.
2.2.25 July 20.07.2017 (7.2): Any Other Business
CSl requested a copy of the schedule of business for each of the forthcoming meeting
dates for the Risk Assurance Committee. Action complete.
3 Risks for Consideration as Corporate Risks
3.1 (a)

Neonatal TPN Prescribing Software Failure Risk ID 647

3.1.1 CSl commented that the revised cover sheet provided a greater level of detail,
especially in regards to mitigation. AG advised that a further revision of the cover
sheet would include the current risk rating and the target risk rating.
3.1.2 LCo informed the committee that the risk had been downgraded from the initial rating
of 12 to a current rating of 9. LCo also commented that the risk related to IT and could
not be managed solely at a CSC level which prompted the discussion regarding the
risk being considered a Corporate Risk.
3.1.3 NM informed the committee that the risk affected the manufacturing unit and process
as well as the affect on NICU. It was noted that the manufacturing unit was licensed
with the MHRA and was non compliant with regards to the computer system and
software used as it was no longer supported. It was also noted that as a consequence
the unit could be rendered non-compliant. NM also explained the mitigation listed
within the report, detailing the implications of purchasing bespoke bags as well as
stock bags and acknowledged the inherent difficulties of this approach and impact on
nutrition.
3.1.4 CS commented that the committee understood from the previous meeting the impact
on nutrition and the limitations with mitigation.
3.1.5 CG informed the committee that the Neonatal Unit would not be able to deliver level 3
care if it was unable to deliver TPN via the manufacturing unit. It was also noted that a
charitable funding bid was blocked and that the computer system could breakdown at
any time. CG also acknowledged that the risk was scored too low and should be
increased to reflect the situation.
3.1.6 PM commented that assigning the risk as a Corporate Risk would link to the Trust
Board with greater oversight of the risk.
3.1.7 It was agreed by the committee that the risk would be assigned as a Corporate Risk.
3.1.8 CSl agreed that the risk was scored too low and suggested that the risk rating should
be reviewed.
3.1.9 NR suggested that the department held a discussion with the Finance Department.
LW advised that an application had been submitted and was part of the capital bid
programme. CT commented that it was being considered as part of the IT programme
and clinical prioritisation was in progress.
3.1.10 PM questioned who blocked the charitable bid. LW advised that charitable funding
would not be used for business programmes.
3.1.11 AG asked whether there was still income generation. NM was unsure whether it was
still generating income. CG did however advise that the delivery of level 3 care
attracted activity.
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AG

3.2 (b)

National Shortage of Hepatitis B Vaccine

3.2.1 PB attended the meeting to present the risk regarding the national shortage of
Hepatitis B vaccine. CSl noted that the report layout was very helpful as it included the
risk ratings and mitigation. CSl advised that the committee would be considering
whether the risk would be assigned as a Corporate Risk or remain within the Local
Risk Register of the Occupational Health Department.
3.2.2 PB began by informing the committee that the risk being presented referred to
Occupational Health staff and Trust-wide staff, particularly new staff. PB questioned
whether the risk should include neonates and pregnant mothers.
3.2.3 CSl therefore identified two strands for discussion;
3.2.4
•
For consideration as a corporate risk
3.2.5
•
Whether a risk had been identified and included within the Women &
Children’s CSC Risk Register. It was agreed that AG would liaise with the
AG
Governance Lead for the Women & Children’s CSC to ascertain whether
the risk was listed.
3.2.6 PM questioned how long the vaccine lasted. PB informed the committee that a
programme over 9 months was undertaken with 3 vaccinations, a blood test to ensure
adequate titre levels and a 5 year booster vaccination to provide lifetime immunity.
3.2.7 PB advised the committee that new supplies were forecast for January 2018. It was
also noted that supplies within the department would ensure availability until October
2017 and allow for junior doctor induction.
3.2.8 CSl questioned what purpose it would achieve to assign the risk as a Corporate Risk.
PM advised the it would escalate the risk to the Trust Board and allow greater
oversight. Pm also advised that it should be assigned as a Corporate Risk as it
affected staff Trust-wide.
3.2.9 NR questioned the mitigation and risk rating provided by Public Health England. It was
confirmed that the risk was classed as moderate by Public Health England.
3.2.10 The committee agreed that the risk would be assigned as a Corporate Risk.
4 CSC Risk Registers
4.1 (a)

Head and Neck CSC Risk Register

4.1.1 RD advised the committee that there had been a reduction of risks rated as high
following a review of the risk register in June 2017. It was noted that risks rated as
high had reduced from 8 to 2 risks.
4.1.2 The first risk that RD highlighted was titled ‘Speech & Language Therapy Vacancies’
rated at 15. RD informed the committee that the risk related to the cancer pathway
referring to the appropriate Speech & Language Therapy staff to aid with swallowing
and speech. It was also acknowledged that there was no psychological support for
patients. RD advised of the mitigation and confirmed that staff were providing a good
assessment of swallowing, including nutritional needs, but some staff were not trained
in speech therapy as it was more complex.
4.1.3 RD informed the committee of the risk title ‘Lack of space for emergency ambulatory
patients on ward D8’ rated at 20. It was confirmed that patients were diverted back to
the Emergency Department which was a high risk to the patients due to their complex
needs, treatment and assessments. It was also confirmed that an admission pathway
had been recently introduced as part mitigation for the risk.
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4.1.4 It was highlighted that the ‘Dermatology Theatre walls in disrepair’ risk had been
removed from the risk register as the walls had been repaired.
4.2 (b)

MSK CSC Risk Register

4.2.1 JKy presented the MSK CSC Risk Register report. CSl asked JKy to provide an
update on the mitigation for the risks listed within the report.
4.2.2 JKy provided an update on the mitigation for each risk listed within the top risks for the
CSC:
4.2.3



‘Reduced availability of MRI out of working hours’ rated at 20. JKy advised that
the situation was under review and that some MRI scans were occurring at the
weekends and some were transferred to Southampton General Hospital. It was
noted that the issues surrounded the availability of the machines and the
availability of reporting. It was highlighted that high risk patients were flagged
as a Safety Learning Event on Datix. CSl questioned the risk rating of 20 and JKy
asked JKy to review the risk and rating.

4.2.3



‘Reinforcement of non-usage of off framework nursing agencies for
replacement of RN shifts’ rated at 20. JKy advised that rosters were reviewed
daily to ensure adequate staffing.

4.2.4



‘Elective Orthopaedic backlog has grown such that the 92% target cannot be
met’ rated at 16. JKy advised that work into reducing the Elective RTT was
being undertaken.

4.2.5



‘Lack of supervisory time for band 7 ward managers’ rated at 15. JKy informed
the committee that the risk surrounded the time available for ward managers to
undertake management responsibility and appraisals of staff. It was noted that
a programme was in place as mitigation to the risk.

4.2.6



‘Change to IDS pathways’ rated at 15. JKy advised that discussions were
being held with Southampton General Hospital with regards to the time spent
following up and chasing discharge pathways for patients.

4.2.7



‘Relocation of DOSA to reception area D5/D6’ rated at 15. JKy informed the
committee that a move to TAS would not be possible as there was no funding
available to support the move. It was noted that the reception area and corridor
were used.

4.2.8



‘Use of ‘one up’ beds in corners of D1 and D4’ rated at 15. JKy commented
that screens, call bells and mobile suction pumps were in place. FMcN
questioned the frequency and the impact it had on patients. JKy confirmed that
the beds were used everyday. It was agreed by the committee that JKy would JKy
review the risk with a view to increasing the rating due to the impact on
patients.

4.2.9 FMcN questioned the new risk listed as ‘Complying with section 31’. JKy advised that
the risk referred to staff being used to ensure that staffing in AMU was compliant. It JKy
was agreed that JKy would rename update the risk title.
4.3 (c)

CHAT CSC Risk Register

4.3.1 LHa attended the meeting to present the CHAT CSC Risk Register and highlighted the
key points from the report.
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4.3.2 LHa began by discussing the ‘Water Quality failures for Endoscope RO Water System’
risk rated at 15. LHa noted that the risk was a Corporate Risk and that a business
case had been reviewed and was awaiting agreement for capital expenditure with a
view to moving towards a managed equipment contract. JA informed the committee
that the project would be in collaboration with Carillion and the Trust with the Trust
responsible for the cost of replacement equipment.
4.3.3 CSl questioned the mitigation in place with regards to the risk. JA advised that
increased water testing had been undertaken with support from Carillion and noted
that the risk was under control.
4.3.4 It was agreed that the risk would remain rated at 15.
4.3.5 LHa also highlighted another risk rated at 15; ‘Delayed discharges in ITU and out of
hours transfers’. LHa advised that an escalation process had been agreed with the
Chief Operating Officer and Operations Centre Manager in order to improve patient
flow. FMcN asked whether the CSC was confident in the management of single sex
breaches. LHa confirmed that the CSC was managing the issue.
4.3.6 LHa also informed the committee of a risk with an increased rating from 12 to 15;
‘Recruitment of experienced scrub nurses e.g. MSK in theatre’. LHa advised that the
mitigation in place included the commencement of two additional full time orthopaedic
agency staff and the approval to implement an Orthopaedic Training Strategy.
4.3.7 LHa informed the committee of three new risks:
4.3.8



‘CIP (Finance) he ability to achieve the 6% will be difficult due to the demand
for activity 2017/18’ rated at 12.

4.3.9



‘Poor quality image on Laparoscopic stack in theatre D2’ rated at 12. It was
noted that the risk had been transferred from the Surgery and Cancer CSC
Risk Register.

4.3.10



‘Poor quality image on D level theatre endoscopy stack and scope’ rated at 8.
It was noted that the risk had been transferred from the Surgery and Cancer
CSC Risk Register.

4.3.11 CSl questioned whether the fire doors listed in the report referred to a similar issue
highlighted before by the committee. JA commented that the doors into Theatres were
not fire doors. The committee agreed that JA would confirm whether the doors into JA
Theatres were fire doors or non-fire doors. The committee also agreed not to include
the doors on the Corporate Risk Register.
5 Trust Risk Register
5.1 (a)

Trust Risk Register

5.1.1 CSl identified that the report listed in italics a number of risks that had been assigned
as a Corporate Risk without being presented or considered at the Risk Assurance
Committee.
5.1.2 AG raised that ‘Point of Care Testing’ rated at 16 would be presented to the next Risk
Assurance Committee following a discussion held with Alex Walster, Pathology
Quality, Risk and Governance Manager for the consideration as a Corporate Risk.
5.1.3 CSl asked for a formal request to be issued to the Responsible Leads for the risks that
required presenting to the committee for consideration as a Corporate Risk. It was AG
agreed that AG would liaise with the Responsible Leads to ensure they were
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presented.
5.1.4 FMcN commented that she understood the rating level applied to the risk titled
‘Traceability of MEL Devices and Other Medical Devices’ (20) but did not understand
the rating applied to the risk titled ‘Recording of Medical Devices on Contract & Work
Carried Out’ (20).
5.1.5 FMcN also commented that she felt the risk titled ‘At times of high capacity decisions
are made to move patients out of their specialty foot print for the provision of their
care’ should be greater than the risk rating of 16 applied. It was also noted that the risk
titled ‘Poor leadership leads to poor patient care, experience and outcomes’ should
also be greater than the risk rating of 16 applied. It was agreed that AG would liaise AG
with the Responsible Leads for each risk to ask for them to be reviewed with a view of
increasing the risk rating.
5.1.6 PM raised that there were outdated and duplicate risks listed on the Risk Register. It
was agreed that AG would remove the risks titled ‘The Trust is unable to achieve its AG
financial position for the year 2016/17’ and ‘The Trust is unable to maintain sufficient
liquidity/cash’ as these risks had been superseded by new entries.
5.1.7 AG drew upon a point raised within the MSK CSC Risk Register item regarding AMU
staffing requirements and the effects on staff Trust-wide. FMcN also noted that there
were no risks listed within the top risks regarding staff capacity and medically fit for
discharge patients/bed capacity.
5.1.8 It was therefore agreed that AG would request risk assessments from the appropriate AG
responsible leads regarding agency/staffing capacity and medically fit for discharge
patients/bed capacity.
5.1.9 LH commented that there was a risk listed with regards to plain film reporting on the
Corporate Risk Register but informed the committee that a further risk should be listed
surrounding diagnostic imaging, specifically CT and MRI reporting. It was agreed that AG
AG would liaise with the appropriate responsible lead to request their attendance at
the meeting to present the risk.
5.1.10 FMcN informed the committee that there were five new risks instead of the three listed
within the report. FMcN discussed the additional two risks that were identified after the
report was submitted and advised that they were local risks. It was noted that the risks
referred to Information Governance resources and recruitment to the Risk
Management Department. It was noted that the later risk referred directly to the lack of
office accommodation. A further discussion ensued regarding the identification of
appropriate office accommodation.
6 Standing Agenda Items
6.1 (a)

Board Assurance Framework (July 2017)

6.1.1 PM informed the committee that the BAF should highlight risks that affected the
Trust’s strategic objectives. It was noted however that in the absence of a Trust
Strategy the organisational priorities had been listed. PM also informed the committee
that an Executive Lead was identified for each risk, as well as a Responsible Lead and
Responsible Committee which provided scrutiny of the risk. It was noted that the BAF
was presented to the Trust Board to ensure that the risks listed were appropriate and
provided mitigation.
6.1.2 PM commented that the Trust had benefited from sourcing external involvement to
review and support the BAF in order to provide a clearer and more focussed BAF. PM
noted that an introduction and education session of the revised BAF was planned for
the Board Workshop in September 2017 and would be presented to the Trust Board in
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October 2017.
6.1.3 With regards to the BAF, PM confirmed that the purpose of the Risk Assurance
Committee was to provide oversight of the appropriateness of the risks listed and how
they were managed. It was noted that it was another forum to provide opinion.
6.1.4 FMcN felt that the patient safety risks did not threaten the strategic objectives of the
Trust and that it should be reviewed. NR commented that the process of revising the
BAF provided the opportunity to review the risks in line with the strategic objectives.
6.1.5 LW commented that there was a need to ensure that risks were updated on an
ongoing basis whilst the revised BAF was being written. PM noted that the risks listed
a review date and target date.
6.1.6 AG highlighted that there was a need to ensure that any risks removed from the old
BAF are not lost when transferred onto the revised BAF.
6.2 (b)

Key Messages from the Committee

6.2.1 It was agreed that CSl would raise the following with the Trust Board:
6.2.1
6.2.2




6.2.3



6.2.4



To ensure that the risk titles on the Risk Register effectively described the risk.
To ensure that clear mitigation was provided on risks listed on the Risk
Register.
To advise that the ‘Neonatal TPN Prescribing Software Failure’ risk had been
agreed to be reassigned as a Corporate Risk.
To advise that the ‘National Shortage of Hepatitis B Vaccine’ risk had been
agreed to be reassigned as a Corporate Risk.

7 Any Other Business
7.1 LH informed the committee that Steven Dudfield, Renal General Manager, would be
covering the next meeting on her behalf.
7.2 There was no other business raised by the committee.
Date of next meeting:
TBC

DISCLAIMER:
Minutes typed and completed by James Roser (Risk Administrator) from minutes taken at the meeting by Jan
Newman (Governance and Safeguarding Coordinator) and recording of meeting.
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Trust Board – Rolling Annual Work Plan 2017

Trust Board
Date

February

March

April

Item

§
§
§
§
§
§
§

Staff Story
Chief Executive Report
Integrated Performance Report
Charitable Funds Update
Care Quality Commission Update
Board Assurance Framework (BAF)
Review Finance & Performance Committee
TOR
§ Junior Doctor Contracts and Trust Guardian
Report

§
§
§
§
§
§

§
§
§
§
§
§
§
§
§
§

Urgent Care Patient Story
Chief Executive Report
Integrated Performance Report
Charitable Funds Update
Contract Negotiations
Equality & Diversity Annual Report
Quarterly Complaints Report
Care Quality Commission Update
Board Assurance Framework (BAF)
Quarterly Research and Innovation Report

§ Quality Report (SUI’s)
§ Papers for noting
§ Example of Complaint

§
§
§
§
§
§

Staff Story
Chief Executive Report
Integrated Performance Report
Charitable Funds Update
National Staff Survey
Annual Education, Learning & Development
Report
Audit Committee Report
Audit Committee Forward Planner
Care Quality Commission Update
Board Assurance Framework (BAF)

§
§
§
§
§
§

Quality Report (SUI’s)
Papers for noting
Example of Incident
Draft Quality Account Priorities
Quarterly Legal Services Report
Summary of Governors Business

§
§
§
§
§
§
§

Patient Story
Chief Executive Report
Integrated Performance Report
Charitable Funds Update
Care Quality Commission Update
Board Assurance Framework (BAF)
Junior Doctor Contracts and Trust Guardian
Report

§
§
§
§

Quality Report (SUI’s)
Papers for noting
Example of Complaint
Draft Quality Accounts

§
§
§
§
§
§
§
§
§
§

Staff Story
Chief Executive Report
Integrated Performance Report
Charitable Funds Update
Annual Paediatric Safeguarding Report
Quarterly Complaint Report
Care Quality Commission Update
Board Assurance Framework (BAF)
Final Quality Accounts
Quarterly Research and Innovation Report

§
§
§
§

Quality Report (SUI’s)
Papers for noting
Example of Incident
Summary of Governor Business

§
§
§
§

May

June

Item
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Quality Report (SUI’s)
Papers for noting
Example of Incident
Q3 forecast review
Quarterly Legal Services Report
Summary of Governors Business

July

§
§
§
§
§
§
§
§
§
§

Urgent Care Patient Story
Chief Executive Report
Integrated Performance Report
Charitable Funds Update
Care Quality Commission Update
Safer Staffing Report Nursing & Midwifery
Board Assurance Framework (BAF)
Final Annual Governance Statement
Final Annual Accounts
Final Annual Report

§
§
§
§
§
§
§

September

§
§
§
§

October

November

December

§
§
§
§
§
§
§
§
§

Staff Story
Chief Executive Report
Integrated Performance Report
Charitable Funds Update
Audit Committee Report
Annual Complaints Report
Department of Infection Prevention
Committee Annual Report
Revalidation
Annual Adult Safeguarding Report
Care Quality Commission Update
Board Assurance Framework (BAF)

§
§
§
§

Quality Report (SUI’s)
Papers for noting
Example of Complaint
Quarterly Legal Services Report

§
§
§
§
§

Quality Report (SUI’s)
Papers for noting
Example of Incident
Q1 forecast review
Summary of Governor Business

§
§
§
§
§
§
§
§
§
§

Urgent Care Patient Story
Chief Executive Report
Integrated Performance Report
Charitable Funds Update
Winter Plan
Information Risk SIRO Annual Report
Quarterly Complaint Report
Care Quality Commission Update
Board Assurance Framework (BAF)
Junior Doctor Contracts and Trust
Guardian Report

§
§
§
§

Quality Report (SUI’s)
Papers for noting
Example of Complaint
Quarterly Legal Services Report

§
§
§
§
§
§
§

Staff Story
Chief Executive Report
Integrated Performance Report
Charitable Funds Update
Care Quality Commission Update
Board Assurance Framework (BAF)
Annual Staff Health and Well-being
Report

§
§
§
§
§

Quality Report (SUI’s)
Papers for noting
Example of Incident
Q2 forecast review
Summary of Governor Business

Patient Story
Chief Executive Report
Integrated Performance Report
Charitable Funds Update
Charitable Funds Report and Accounts
Care Quality Commission Update
Board Assurance Framework (BAF)
Safer Staffing Report Nursing & Midwifery
Quarterly Research and Innovation Report
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§ Quality Report (SUI’s)
§ Papers for noting
§ Example of Complaint
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