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TRUST BOARD MEETING IN PUBLIC 
Wednesday 30th October 2019  

09:30 – 14.45 
 

Oasis Centre, Queen Alexandra Hospital,  
Southwick Hill Road, Cosham, Portsmouth, PO6 3LY 

 
A G E N D A 

 
Item 
No. 

Time Item Enclosure  
Y/N & 

Number 

Presented 
by 
 

228.19 09.30 Welcome, Apologies and Declaration of 
Interests (to ascertain whether any Board 
Member has any conflict of interest with any 
items on the Agenda) 

N Chair 

229.19 09.35 

 
Divisional Presentation – Medicine and 
Urgent Care 
 

N  

230.19 10.00 
Minutes of the last meeting –  25th 
September 2019 

1 Chair 

231.19 10.05 Matters Arising/Summary of agreed actions 2 Chair 

232.19 10.10 Notification of any other business N/A Chair 

233.19 10.15 Chair’s opening remarks N/A Chair 

234.19 10.25 Chief Executive’s Report 3 CEO 

STRATEGY 

235.19 10.45 Winter Planning N COO 

236.19 11.15 
 
Compassionate Care 
 

4 CN 

 
QUALITY AND SAFETY 
 

237.19 11.35 

 
Quality and Performance Committee 
feedback 

 

5 
Committee 
Chair 

238.19 11.45 

 
Safety, quality and operational performance 
report analysis 
 

N** 
MD / COO 
/ CN 

239.19 12.45 
 
Annual Complaints Report 
 

6 DGR 

240.19 12.55 
Emergency Preparedness, Response and 
Resilience – Annual Report 

7 COO 
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WORKFORCE AND ORGANISATIONAL DEVELOPMENT 
 

241.19 
 

13.05 
 

 
Workforce and Organisational Development 
Committee feedback 

 19th September 2019 (for information) 
 23rd October 2019 (verbal) 

 

8 
Committee 
Chair 

242.19 13.15 

 
Workforce and Organisational Development 
performance report analysis 
 

N** DWOD 

243.19 13.25 
 
Freedom to Speak Up Guardian 
 

9 DGR 

 
FINANCE AND INFRASTRUCTURE 
 

244.19 13.35 

 
Finance and Infrastructure Committee 
feedback 

 24th September 2019 (for information) 
 29th October 2019 (verbal) 

 

10 
Committee 
Chair  

245.19 13.45 
 
Financial performance report analysis 
 

N** 
 

CFO 

AUDIT AND GOVERNANCE 

246.19 13.55 
Audit Committee and Auditor Panel 
feedback 

11 
Committee 
Chair 

 
FOR NOTING / INFORMATION 

247.19 14.15 Record of attendance 
 

12 
 

Chair 

248.19 14.20 
 
Any other business 
 

N Chair 

249.19 14.25 

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

N Chair 

 
250.19 

 
14.30 

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

N Chair 

Page 4 of 131



 

 

 
 

251.19 

 
 

14.35 
Board reflections on the meeting – The Trust 
Board is asked to reflect as to whether the 
meeting has supported delivery of the Trust 
values 

N Chair 

 
252.19 

 
14.45 

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

 
N 

 
All 

  
Date of next meeting:  Wednesday 27th 
November 2019, Oasis Centre, QAH 

 
N 

 
Chair 

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

Held on Wednesday 25th September 2019 
 

Oasis Centre, Southwick Hill Road, PO6 3LY 
 

MINUTES 
 

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

 John Knighton  Medical Director (MD) 
 
In Attendance: Nicole Cornelius  Director of Workforce and Organisational Development 
      (DWOD) 
  Penny Emerit  Director of Strategy and Performance (DSP) 
  Jo Gooch   Finance Director (FD)  
  Lois Howell   Director of Governance and Risk (DGR) 
 Nigel Kee   Interim Chief Operating Officer (COO) 
 Tina Hetherington  Deputy Chief Nurse 
 Charlotte Bellis Acute Pain Senior Sister (for minute 201.19) 
 David Coles Patient (for minute 201.19) 
 Dr Philip Young Guardian of Safe Working (for minute 221.19) 
 Dave Gordon  Committee Clerk (minutes) 
 

 
Item No 

 
Minute 
 

200.19 Welcome, apologies and declarations of interest 
 
The Chairman welcomed everyone to the meeting. In particular, the Interim Chief 
Operating Officer’s first attendance, and the Finance Director’s final meeting prior to the 
new Chief Finance Officer taking post were noted. The work of the Finance Director 
during the intervening period was commended.  
 
Apologies were received from Inga Kennedy (Non-Executive Director) and Liz Rix (Chief 
Nurse). No declarations of interest were made. 

  

201.19 Patient Story 
 
The Surgery School team provided a presentation on their work. This initiative was 
aimed at helping those about to undergo surgical procedures to ensure they were 
prepared physically for their treatment. Since its inception in mid-2018, the project had 
been based at the Oasis Centre and had involved anaesthetists providing information 
about risks associated with planned treatments and how they can be mitigated by 
lifestyle changes.   Relevant preparations for discharge from hospital were also raised. 
 
The School had encountered issues regarding the identification of patients who would 
benefit from its services, and also sometimes with ensuring that ward staff support 
patients to carry on with their exercises or other lifestyle changes post-operatively. 
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The work of the School has been recognised; a Patient Safety award has been given to 
the service, whilst attendance rates (85%) have also been very high. Those using the 
service left hospital one day earlier than those who did not participate. This impact had 
also led to 89% of graduates indicating that they would make at least one significant 
change to their lifestyle in the long term. Two patient stories highlighted the progress 
made by attendees before their operation and afterwards, as well as the benefits arising 
from a more formalised approach to supporting patient wellbeing.      
 
Christine Slaymaker raised the subject of identifying and accessing potential users.  The 
Acute Pain Senior Sister recognised that the relative novelty of the service was an issue 
here. However, ensuring that reminders were issued as soon as a patient was assigned 
treatment which would benefit from Surgery School would be a major element. An online 
form had been developed with this objective in mind; however, interventions would have 
greater impact if their timeliness improved.  
 
The Chairman asked how many patients had received Surgery School support; in the 
last year, this had been 280. The Chief Executive Officer asked how many patients had 
received the types of surgery which were the target of Surgery School; this figure was 
not readily available, but 50% of colorectal patients had attended the service, and it was 
hoped that this proportion would increase. The Board pledged to support the School as 
appropriate given its proven benefits.   
 
The Board thanked the Surgery School team for its presentation.   

  

202.19 Minutes of the last meeting – 31st July 2019 
 
The minutes of the meeting of 31st July 2019 were approved as a true and accurate 
record, subject to the amendment of ‘South Coast Ambulance Service’ to ‘South Central 
Ambulance Service’ (minute 184.19). 

  

203.19 Matters arising / summary of agreed actions 
 
The Board noted the action log. The action regarding quality of care (minute 133.19) 
would be revisited to reflect the Board’s need for assurance on the matter. 

  

204.19 Notification of any other business 
 
No notification of any other business was given. 

  

205.19 Chairman’s opening remarks 
 
The Chairman wished to record the achievements of the Trust. The current falls 
assessment week had demonstrated progress, whilst recent focuses on mortality, 
medication, sepsis and deteriorating patients had also given rise to improvements in 
performance. The Medical Director, Chief Nurse and clinical leads at the Trust were 
acknowledged for their work in this. 
 
The imminent Use of Resources assessment and Care Quality Commission inspection 
were also noted. The opportunity to demonstrate the progress made at the Trust was 
welcomed, with the work of the committees supporting the Board a key feature of this. 
The Open Day on 28th September 2019 would also be an opportunity for the 
organisation to demonstrate this to the wider public, with Black History Day on 3rd 
October 2019 also part of this context. The Emergency Floor Redevelopment Strategic 
Outline Case was a chance to continue this improvement in services. 
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206.19 Chief Executive’s Report 
 
The Chief Executive Officer addressed the following key issues: 
 
Pressure levels at the Trust: These had been higher than anticipated in August 2019, 
with reduced patient flow and discharge significant contributors to this. This would be 
discussed in more depth under agenda item 213.19.  
 
Diversity and Inclusion: A recent Board Development Day had been attended by national 
leads from NHS England, NHS Improvement and NHS Employers. A series of events 
was planned across the Trust to celebrate diversity, and would be promoted 
appropriately.   
 
Operational issues: A never event had been reported and would be included in the 
Medical Director’s discussion of agenda item 213.19. Meanwhile, constitutional 
standards were being addressed, including through a concerted effort to reduce waiting 
lists. The actions required had been identified, with data accuracy a key to improvement. 
On the basis of this, it was anticipated that the diagnostic standard would be delivered in 
November 2019, with the 62 day cancer standard being met by October 2019. 
 
Pride of Portsmouth: 360 nominations for awards had been received, with the event to 
be held on 18th November 2019. In particular, it was noted that the public, as well as 
other staff members, had nominated potential recipients. 
 
Emergency Floor Redevelopment: The Strategic Outline Case would be taken under 
agenda item 210.19, and represented a significant step in the process of implementing 
this service transformation. It was intended that this would reshape urgent care at the 
Trust, and also have an impact on the wider healthcare system in the region. 
 
Front door services: A meeting with the Chief Executive of the West Midlands 
Ambulance Service had been held in September 2019. This had provided guidance as to 
how the system could ensure that patients arriving by ambulance could be admitted 
more efficiently, and had been a productive visit. The Medical Director and Interim Chief 
Operating Officer would be attending the South Central Ambulance Service Board 
meeting on 26th September 2019 alongside the Chief Executive Officer to discuss winter 
preparations. A temporary joint appointment between the Trust’s Emergency 
Department and the Ambulance Service would focus on avoiding delays for patients. 
 
The Chairman referred to a previous discussion regarding the placement of military 
triage staff into the Emergency Department. The Chief Executive Officer responded that 
discussions on this matter were ongoing, with all sides keen to make progress 
(preferably before winter 2019 – 20) and the initiative potentially being applied to four 
departments. The necessary individuals were being nominated based on their skill sets.  
 
Christine Slaymaker referenced a previous pilot in which an occupational therapist joined 
ambulance crews attending patients who had fallen, and asked whether its efficacy in 
reducing admissions to the Trust could be replicated. The Chief Executive Officer 
advised that the ambulance service now had a falls car which visited incidents and 
provided physiotherapist support in the home. Flow within the Emergency Department 
and the handover process were areas being assessed, with a view to providing a series 
of appropriate alternative settings for care. Given the high incidence of ambulance call -
outs and the limited options presently available in the Portsmouth area, pathways were 
being investigated. As a result, a senior paramedic was working with the Trust, 
Commissioners and GPs to consider how to provide a greater variety of services for the 
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population. Whilst this appointment was scheduled to conclude in March 2020, there 
was the potential for a longer term arrangement to influence pathway decisions. 
 
Gary Hay highlighted the novel and innovative approaches to workforce mentioned in 
the report, and asked how these may be applied over the medium and long term. The 
Chief Executive Officer said that the Trust was planning a range of roles to ensure the 
Trust had the right expertise. These included Physician Associates, Nursing Associates 
and Advanced Care Practitioners. The key areas to consider were training and retention, 
allowing these clinicians to work alongside their more traditional colleagues. The Trust 
was working with University of Portsmouth (with a new intake of Physician Associates 
starting in September 2019) and other relevant services on this.   
 
The Board noted the Chief Executive Officer’s report. 

  
207.19 Corporate Strategy update 

 
The Director of Strategy and Performance noted the recent activity and its alignment 
with the 2019 – 20 Operating Plan. This provided assurance that strategy was working to 
support the Trust’s long term objectives as outlined in 2018. The Urgent Care 
Improvement Plan and its refreshment in conjunction with system partners was central to 
this, with the Strategic Outline Case (agenda item 210.19) an important element. The 
Quality Heat Map process was underpinning quality improvement, whilst financial 
recovery planning had been discussed at Finance and Infrastructure Committee (agenda 
item 217.19) and linked to the NHS Long Term Plan.  
 
The Implementation Plan remained a live document and was reviewed in the context of 
the delivery of the Trust’s long term vision. Significant refreshes to the sections on 
quality (with particular reference to patient engagement) and the Trust’s response to the 
NHS Long Term Plan were envisaged for the next quarter. On the latter, it was 
anticipated that the Trust’s strategy was in line with this document, but revisions were 
expected as the details of the proposals emerged.  
 
For the remainder of 2019 – 20, the mid-term review of the Operating Plan would set the 
scene for future considerations. The desired position for the Trust by April 2020 and how 
this linked with longer term plans would be central to this debate, with 2020 – 21 
priorities to be drawn up on this basis. The balanced scorecard would be aligned with 
each of these aims.  
 
Roger Burke-Hamilton asked if this document could also reflect how strategy would be 
perceived from a patient’s point of view. The Director of Strategy and Performance 
responded that this could be linked to an explicit communications strategy regarding the 
experience of service users. The Chief Executive Officer noted the part that aligning 
reporting with patient feedback could play in facilitating this, and in demonstrating 
whether expected benefits had been delivered. However, Gary Hay added that there 
may be a need to include a section on areas of concern to reflect the conversations held 
at Trust Board and its committees. The Director of Strategy and Performance referred to 
the fact that metrics were improving; nevertheless, the ongoing discussions regarding 
care and compassion were noted, and the fact these areas were harder to measure was 
acknowledged. Members may wish to note the updated balanced scorecard for the 
subsequent strategy report and consider if this assisted with their deliberations as 
required. 
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David Parfitt highlighted the subjective nature of care, with one patient’s desired form 
may differ significantly from another’s. As a result, the Trust may need to develop a more 
narrative form of analysis for this rather than one based on metrics. Roger Burke-
Hamilton referred to discussion of innovation and leadership at the Board’s sub-
committees, and wondered whether this was discussed with sufficient depth in the 
report. The Director of Strategy and Performance advised the meeting that a decision 
had been taken to make this an explicit aim for the Trust. The Medical Director 
recognised the point made by Roger Burke-Hamilton, with the strategy having been 
created at a time when the external influences upon it were less clear. Given the Trust’s 
greater ability to assess its wider context, this could be revised accordingly. The Director 
of Governance and Risk also noted that this request was a sign of the greater 
expectations and ambitions held by Board members in recent months. 
 
Christine Slaymaker sought guidance as to whether the long term vision for the Trust 
would be reviewed given the progress made since its publication. The Chief Executive 
Officer did not have any plans to do this, given the broadness of the strategy and its 
ability to be revised in an iterative manner. However, the development of strategic 
partnerships, innovation and other areas of rapid progress would cause revision of the 
vision. It may be appropriate to discuss this at a Trust Board workshop to decide 
whether the amendments were sufficiently transformative to necessitate such an 
overhaul of the Trust’s strategy.       
  
The Board noted the update. 

  

208.19 Long Term Plan – Trust response 
 
The Director of Strategy and Performance presented the report, with one section 
compiled in conjunction with Portsmouth and South East Hampshire partners. The other 
element had been circulated to all organisations in the Sustainability and Transformation 
Partnership with a request that they consider how to implement the Plan collectively. 
Subsequent to this discussion, the Board would need to consider how to respond to the 
Long Term Plan. Conversations regarding how the Plan would shape the priorities of 
healthcare organisations in the region were ongoing. The Trust’s priorities for 2020 – 21 
and its contracts with commissioners would also need to be set in the context of the 
Long Term Plan. In particular, urgent & emergency care (and its links to the Emergency 
Floor Development), outpatients (including the use of digital), cancer, waiting times and 
financial recovery would be key considerations in any final formal response. 
 
The initial submission would be presented on 27th September 2019. This included a 
templated section on finance and activity; it was recognised this may be amended prior 
to a final submission, with a particular focus on ensuring it met the needs of the 
Sustainability and Transformation Partnership’s plans. The actions required to address 
any differences between the Trust’s aims and those of the Partnership would need to be 
included in the final submission on 15th November 2019. The Partnership had also 
requested that the Trust clarifies how the Board would have sight of the response prior 
to its completion. 
 
The Chairman sought guidance as to the approach to be taken and how the Board 
workshop could consider the matter, as well as associated timelines. The Chief 
Executive Officer replied that timelines were national and needed to be obeyed; 
additional support had been sourced to assist with this. The Trust Board workshop on 3rd 
October 2019 would be used as part of this process. The governance of the process 
may require further consideration by the Trust Board. The narrative response may also 
be more suited to resolving some areas (e.g. digital) than others; this could be an area 
for future discussion.  
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The Board noted the report. 

  

209.19 Board Assurance Framework 
 
The Director of Governance and Risk introduced the quarterly update, with over a 
quarter of the risks either being new to the framework or having been regraded since 
their last presentation. All risks had been reviewed, and while their scores may not have 
changed in all cases, in some, the reasons for the current score may have altered.  A 
new risk relating to taxation of personal pension pots (BAF 27) was proposed.  A number 
of risks had passed their target dates; revised dates and the rationales for these 
timelines were outlined in the report.  
 
The Interim Chief Operating Officer noted the internal focus of the risks included, and 
asked if this was appropriate. The Director of Governance and Risk concurred with this 
observation, and would discuss the matter with the Interim Chief Operating Officer and 
the Director of Strategy & Performance before the next presentation of the framework to 
the Board. 

Action: DGR / DSP / COO    
 
The Board noted the update. 

  

210.19 Strategic Outline Case – Emergency Floor Redevelopment 
 
The Director of Strategy and Performance reminded the meeting that the Trust had been 
awarded £58 million for the project in December 2018.  The Strategic Outline Case for 
the project was required in addition to the original bid presented to the Sustainability and 
Transformation Partnership. The document consisted of a summary of existing work, the 
assumptions on which plans were based, financial considerations and service models, 
which may alter on the basis of the redevelopment. It consisted of five cases: strategic, 
economic, commercial, financial and management. The economic case contained the 
shortlisted site options; of these, one had been rejected, with those remaining to be 
worked up in greater detail. The financial case had only considered those options which 
were possible within the £58 million sum available to the Trust. The management case 
provided assurance that governance and Board visibility arrangements had been 
considered and would be put in place. 
 
In the next six months, the clinical model would be compiled in collaboration with service 
leads, divisions and the Medical Director. This work would be completed alongside pre-
planned discussions on pathway redesigns. The procurement route would also be 
considered in conjunction with Private Finance Initiative partners, whilst partner 
engagement would also be a central consideration. On the latter point, the Interim Chief 
Operating Officer had given a presentation to the Accident and Emergency Delivery 
Board to ensure its members were fully aware of the progress made; they would be 
submitting a letter of support for Trust plans to NHS Improvement as a result. Patient, 
stakeholder and staff communications would also be considered. This would start 
directly after this meeting, with a briefing to be issued summarising work to date and 
future timelines.  
 
The Chairman congratulated the staff involved on the Strategic Outline Case, and 
anticipated the impact the clinical modelling work could have on the Trust. The Interim 
Chief Operating Officer observed that the project could provide an excellent opportunity 
to engage with the public. Martin Rolfe noted the precise budget allocated and sought 
assurance this was based on a detailed business case. The Chief Executive Officer 
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informed the Board that the Trust had an indicative figure in mind when formulating its 
original plan; however, this plan did not include the level of detail being presented here. 
Martin Rolfe questioned whether the final results delivered may differ from public 
expectations. Given the broadness of the original submission approved in December 
2018, the Chief Executive Officer was confident the facility would be in line with 
proposals.  
 
David Parfitt raised the issue of future proofing the development; the Director of Strategy 
and Performance replied that the dependencies between the building design and the 
clinical model would be key. As part of this, it was vital to ensure that all staff understood 
the impact of proposals on their role, even if they were not physically located in any new 
building. Consideration of the existing estate and its suitability for clinical services would 
also be central. Christine Slaymaker recorded the Finance and Infrastructure’s 
discussion of the case at its meeting in September 2019.  The content had been 
considered in a variety of other contexts over previous months, and as a result, the 
Committee had been encouraged by the manner in which the case consolidated a 
number of different strategic and practical considerations. On this basis, the Committee 
was satisfied that it could commend the business case to the Trust Board for approval. 
 
Roger Burke-Hamilton inquired as to whether there was a risk of fixing the Trust’s 
position too early, leading to an inability to amend plans when preferable alternative 
pathways became apparent. The Director of Strategy and Performance agreed and 
would not be pursuing a linear process; rather, the build and clinical redesign were in 
some respects separate projects. As a result, dependencies and mapping between the 
two would be interrogated throughout the process. Martin Rolfe reinforced the point 
regarding communications; this may even apply to the name of the project to ensure its 
impact on all staff (rather than just Emergency Care) was understood. The Director of 
Strategy and Performance confirmed this was a major element in discussions. The need 
to plan for the needs at the time of the facility’s opening, rather than the current 
environment, was also recognised. The first clinical plenary session would be held in 
November 2019 and be part of this effort to consider the future context.  
 
The Board approved the Strategic Outline Case.  

  

211.19 Patient Experience 
 
The Deputy Chief Nurse introduced the report, which was the initial starting point for a 
dialogue with Trust Board as to how compassionate care would be prioritised and 
reported. The role of compassion as a core element of clinical care was accepted by the 
all clinical leaders at the Trust, with the strategies and work streams relating to care 
quality included in the report. Insights had been gathered from patients, families and 
carers; a variety of activities and mechanisms would be employed to try to measure 
compassionate care at the Trust. Quality reviews undertaken by wards also included 
consideration of related questions.  
 
The next phase of the refinement of reporting would focus on a structured framework 
intended to gain a clear understanding of patterns observed at the Trust. This would 
require the formulation of expected standards and a clear articulation of patient needs. 
Once this had been addressed, the leadership and governance of the process would 
then become the focus of attention. The further integration of patient experience in 
recruitment processes would be included in any benchmarking of the Trust’s position; 
the issue would return to Trust Board on 30th October 2019.   
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Christine Slaymaker was encouraged by the desire to establish the parameters of good 
patient care. However, the differences which often emerged between direct patient 
feedback and the observations of the Care Quality Commission would need to be 
considered when evaluating progress being made. The Deputy Chief Nurse agreed with 
this, and added that encouraging higher expectations among service users would be 
part of supporting improved quality of care. Gary Hay sought guidance as to how this 
was linked with quality improvement; it was noted that trust-wide reviews and ward self-
assessments were central in this. Follow up activity to these, and staff coaching, would 
assist with increasing the level of compassionate care, whilst language would also be 
considered to ensure quality management was embedded at the Trust. A report would 
be presented to Trust Board on 30th October 2019 setting out the current position on 
patient experience. 

Action: CN   
 
The Board noted the update. 

  

212.19 Quality and Performance Committee feedback 
 
The Committee Chair (Martin Rolfe) highlighted the key issues arising from September 
2019’s meeting; the progress being made on the Integrated Performance Report was 
allowing for more expansive discussion on the remaining agenda items. The meetings 
were also receiving a mixture of narrative and metrics (as opposed to a predominance of 
the latter) which fitted the context of observations made on patient experience in minute 
211.19. Whilst data and reporting had improved in several areas, the 18 week referral to 
treatment standard required work on reporting which patients were awaiting care. 
Nevertheless, the overall picture was one which had given the Committee cause for 
optimism. 
 
The never event raised in minute 206.19 related to the identification of the correct teeth 
for extraction. This was being investigated; however, the total number of serious 
incidents amongst all reported safety learning events continued to decrease; processes 
were also in place to ensure that learning was taken from such incidents. The numbers 
of pressure ulcers and falls had continued to decline. The Committee was keen to 
emphasise the importance of electronic prescribing in relation to medication safety, and 
requested that progress was made on procurement. Trends in healthcare acquired 
infection were positive, with flu preparations underway given the anticipated early peak 
for winter 2019 – 20. The commencement of the Mental Health Matron had been 
welcomed, whilst the fact that safeguarding concerns were being reported in a more 
appropriate fashion indicated improvement in this area. The Committee had endorsed 
the self-assessment approach used by wards to review quality.   
  
The Board noted the update. 

  

213.19 Safety, quality and operational performance report analysis 
 
The Medical Director noted the work of the Quality and Performance Committee as 
outlined in the previous minute and the support it provided for this analysis. In particular, 
it had observed that healthcare acquired infection was declining, but the measures 
anticipated to achieve this were stable (e.g. hand washing audits). As a result, the 
question as to whether the Trust had identified drivers for change accurately was raised 
and being reviewed. The fact that a ‘Back to Basics’ campaign had focused on areas 
such as cannula / catheter care and hydration may be more influential here. Data was 
also being presented differently (e.g. use of year vs year comparison) to map out trends 
and highlight improvements or areas of concern. 
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In relation to deteriorating patients and sepsis, outcomes were improving. The fact that 
staff were reporting earlier was central to this, as was the input of a dedicated Working 
Group focused on the area. The ‘Time to Act’ project was embedded across the Trust, 
with other hospitals now seeking guidance as to how to implement similar initiatives.  
 
Whilst the Chairman recognised the progress made, the small rise in the number of 
emergency readmissions over the year was raised. The Medical Director noted the 
context of this having been low at the Trust historically, with some readmissions possibly 
being the result of actions related to efforts to reduce pressure on flow in the Trust. 
However, this would be analysed in more detail. 
 
The Trust was intending to develop the independent clinical oversight of its performance 
through use of the Medical Examiner role; this would offer increased value given the 
improvements made to reporting. The Chairman informed the Board that the work of the 
End of Life Group on avoidable and unavoidable death, and whether the Trust was 
admitting patients for whom alternative settings may be more appropriate, would also 
benefit from such input. The Medical Director indicated that this matter had been a 
recurrent theme at Mortality Review Panels; it was being raised with the healthcare 
system, Commissioners and local authorities as appropriate. Meanwhile, the Trust was 
investigating how to recruit to Palliative Care to provide a seven day service. 
 
The increased provision of Child and Adolescent Mental Health Service was live, 
although the matter of the responsible clinician for the Trust was yet to be addressed. An 
interim solution would be in post in October 2019, with the permanent arrangement to be 
finalised in April 2020. Recruitment was underway for the Core 24 mental health liaison 
service, with this to be in operation by 1st April 2020. The Mental Health Matron may be 
a full time secondment to the Trust (rather than the anticipated 0.6 FTE) although this 
may have implications for funding.        
 
The Interim Chief Operating Officer reported that the Stroke Service was implementing 
an improvement plan; this had been formed with support from the Getting It Right First 
Time team. Speech and language therapy performance was improving. A locum 
sonographer would be taking up their position in October 2019 and would bolster the 
service. In addition, work was being undertaken to ensure that specialities had accurate 
and up-to-date Patient Tracking Lists.  
 
In the cancer service, tumour group level and aggregate level trajectories had been 
agreed and were being met in August 2019. Whilst the momentum on this would be 
maintained, the progress allowed more consideration to be given to the 28 day standard 
set for introduction in April 2020. In Urgent Care, some areas were improving; however, 
discharges were an area for further work. Whilst weekend discharges were at a 
reasonable level, ensuring that discharges in the early part of the day were at the 
requisite level to improve patient flow across the day was a priority. Issues such as 
patient transport and use of the discharge lounge were included in these considerations.  
 
In the Emergency Department, attention was centred on ambulance handovers and the 
time patients were having to wait to be seen. The Organisational Development team was 
supporting this work, with practical solutions which could be implemented quickly being 
identified. In addition, the Interim Chief Operating Officer was looking to reset staff 
expectations and ensure that working conditions mirrored best practice in the field. 
Martin Rolfe noted the role of the hospital’s physical layout in relation to ambulance 
handovers; the Chief Executive Officer recorded that the West Midlands Ambulance 
Service Chief Executive had made similar observations during his visit to the Trust. 
However, it was imperative that the normalisation of long handover times was 
challenged to improve performance. The clinical model considerations discussed in 
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relation to the Emergency Floor Development (minute 210.19) would also be an 
important context for this. In addition, the Chief Executive Officer informed the meeting 
that protocols were in place for conveying patients to the Minor Injuries Unit, Urgent 
Care Centre and Accident & Emergency. However, the relative novelty of these limited 
their impact thus far. NHS Improvement would be visiting the Trust to examine five 
related areas on 26th September 2019.      
 
The Board noted the report. 

  

214.19 Research and innovation – quarterly report 
 
The Medical Director reported that recruitment for research remained very positive, with 
external recognition and awards confirming the quality of the Trust’s work in this field. 
Collaboration with the University of Portsmouth continued to expand and would be built 
upon to ensure the Trust’s position was maintained. The Chief Executive Officer added 
that the University was seeking to become a medical school; the Trust would report how 
this may lead to a strategic partnership to the Board in due course.  
 
The Board noted the report. 

  

215.19 Board Risk Register 
 
The Director of Governance and Risk presented the register, which had been 
recommended for adoption by the Quality and Performance Committee. There were 43 
risks present on the register, with 11 of these rated ‘red’ and therefore requiring reporting 
to the Board. Four new risks had been introduced (pensions, clinical specialist for 
children’s mental health, flu impact on staff and hospital overcrowding arising from flu); 
all of these had already been considered at this meeting.  
 
The Interim Chief Operating Officer asked if there was sufficient similarity in risks 1 (4 
hour access standard) and 7 (urgent care pathway) for them to be merged. This would 
be considered by the Director of Governance and Risk. 

Action: DGR / COO   
 
The Board noted the report. 

  

216.19 Learning from deaths – quarterly report 
 
The Medical Director was assured that avoidable deaths were low at the Trust given the 
number of cases which were subject to statutory reporting. Rigorous assessment was 
undertaken by the daily Mortality Reviews which were held across the Trust (except in 
the Emergency Department, which had a separate process).  A monthly Mortality 
Review Group then oversaw all elements of the matter (e.g. Hospital Standardised 
Mortality Ratio, Dr Foster, outlier reports); David Parfitt was thanked for his ongoing 
contributions to this. This provided visibility for any emerging trends and consistency in 
resolution. The system would be amended further given alterations to the national 
context; a lead medical examiner had been appointed, with remaining medical examiner 
posts to be recruited throughout October 2019. A business case for the Medical 
Examiners’ Officer had been compiled; this post was intended to be filled in December 
2019. However, the Trust was committed to ensuring that the learning focus currently in 
place remained.  
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In terms of the learning arising in quarter 1 of 2019 – 20, the National End of Life Audit 
had been completed. The Trust had mitigated risks relating to Palliative Care by 
embedding the relevant skills across other clinical areas. Assurance as to the efficacy of 
this approach was provided by the Trust’s ratings in the Audit, which were predominantly 
in line with or exceeded national summary scores. In particular, the improvements made 
on documentation for end of life care had been part of this.  
 
Three cases originally reported as unavoidable, but which were being re-evaluated in 
light of emerging evidence, had been considered by Mortality Review Panel. This 
reflected the work of the Incident Review Panel and culture of reflective challenge at the 
Trust, ensuring that decisions and judgements were subject to scrutiny and triangulation. 
The Chairman agreed that there was an increasing maturity within the system regarding 
use of knowledge. 
 
Roger Burke-Hamilton noted the position of Palliative Care in the End of Life Audit and 
communications with the dying person. In terms of the former, attempts to recruit to this 
area had not been successful; however, it was anticipated that this would be rectified. 
Whilst communications had been rated in line with the national average, this was still the 
lowest score in the Audit. This was an area of focus for the daily review meetings and 
had improved but was still not as advanced as the Trust intended. Dedicated volunteer 
staff had also been trained as companions for end of life patients with no family present 
as part of this service improvement. 
 
The Board noted the report. 

  

217.19 Finance and Infrastructure Committee feedback  
 
The Committee Chair (Christine Slaymaker) was encouraged by month 5’s financial 
position being ahead of plan and supported by positive indicators. However, it was 
recognised that maintaining this situation in the second half of 2019 – 20 would prove 
challenging. The rating allocated to the risk relating to not meeting the forecast for 2019 
– 20 would be revisited once month 6 reporting had clarified the mid-year position. The 
pressures of the winter period and the need for the Cost Improvement Programme to 
find the level of efficiencies required were particularly important in this regard. Capital 
spend would also be analysed in more detail at the meeting on 29th October 2019. 
 
Service line reporting was currently being developed. The medical engagement in the 
process was particularly helpful and would assist informed decision making. It would be 
especially relevant in terms of improving value for money discussions in business cases, 
which had been an issue in previous submissions to the Committee. Electronic 
prescribing systems had been considered at the meeting; risks relating to external 
funding and the Trust’s financial regulations required further consideration. This would 
return to Trust Leadership Team in October 2019. 
 
The first draft of the Estates Strategy had been presented. Whilst it may require some 
more amendment, it had been commended at the meeting for the detail and clarity 
included in it. The potential for this document to necessitate the development and 
consideration of business cases and changes in working practices should also be 
anticipated by the Board. The Committee may also need to consider the impact of being 
subject to the Private Finance Initiative and also third party charging should the United 
Kingdom’s departure from the European Union take place. 
 
The Board noted the report.  
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218.19 Financial performance report analysis 
 
The Finance Director noted that the Cost Improvement Programme was ahead of plan at 
the end of month 5; however, whilst agency spend was below target the overall level of 
salaries exceeded forecast. Whilst this was not yet a major discrepancy and only slowly 
emerging, analysis would be required to understand the factors behind this. The medical 
and dental pay award had also been higher than expected; NHS Improvement and NHS 
England would be contacted to pursue the next steps to take.  
 
The Capital Priorities Group was deciding which projects to fund. However, it was taking 
longer than anticipated to initiate some of these, which was a contributory factor in the 
capital underspend mentioned in the previous minute. The Trust’s cash position was 
good but may be subject to future demands on it.  
 
The Use of Resources assessment would be held on 30th September 2019. The findings 
would be used to form an action plan to inform future decision making and Trust policy. 
 
The Board noted the update. 

  

219.19 Workforce and Organisational Development Committee feedback 
 
The Committee Chair (Gary Hay) updated the Board on recruitment & retention, the 
workforce race equality standard and the workforce disability equality standard. Bank 
staff continued to fill a higher proportion of temporary vacancies, whilst the need for 
flexible working had been highlighted by exit interviews with departing staff. However, 
the Committee had felt that policies were reasonably flexible and had commissioned 
further work; it had been found that, whilst policies may have been in place, their 
application had not been consistent. As a result, work would be undertaken to publicise 
the available options. A separate report on agency staff would be taken by the 
Committee in October 2019. 
 
Regarding the Workforce Race Equality Standard (WRES), the Trust’s report on this 
would be published on 30th September 2019. However, the Committee had felt that there 
was a discrepancy between this standard and the Trust’s ambitions to affect a genuine 
cultural shift within the organisation. As a result, there would be continued discussions to 
ensure that recent Board discussions translated into actions with an impact. The 
Committee Chair added that similar issues arose in relation to the disability standard; in 
both cases, recently established networks would help to form a vision for the Trust. 
 
The Chief Executive Officer concurred with this assessment, with the Trust embarking 
on a different way of embracing diversity. Other trusts were being contacted to share 
their experiences and learn from best practice, with consultation required within the Trust 
to formulate ambitions for the equality agenda and workforce conditions. The Director of 
Workforce and Organisational Development noted that the prescriptive nature of the 
workforce standards may encourage standardised responses; as a result, its utility may 
be limited.  
 
Given the points made above, the Trust Board requested that a session on equality and 
diversity and a related vision for the Trust would be organised. 

Action: DWOD 
 

The Board noted the report.    
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220.19 Workforce and Organisational Development performance report analysis 
 
The Director of Workforce and Organisational Development advised the Board that the 
establishment had risen by 34; it now stood at 7,312 with additions subject to a change 
and control process. Levels of temporary staffing were under control, whilst the rostering 
system was now in place and delivering benefits for planning. Bank fill continued to rise 
and exceeded 50% of temporary positions, with Bank Partners monitoring areas of need 
and taking actions in advance where possible.  
 
Staff turnover had reduced for the 11th consecutive month, whilst international 
recruitment had increased overall staff numbers. Sickness absence was stable at 3.8%; 
short term absence had decreased, with the Trust to focus on long term absence. 
Appraisal compliance had risen to 83.5%; this was its highest for a considerable time, 
but still below the 85% target. However, compliance with essential skills had declined 
slightly. The race and disability workforce equality standards for the Trust would be 
published on 30th September 2019; in the case of the disability standard, for the first 
time.  
 
Christine Slaymaker noted that, of the 34 additions to the establishment, only 6 of these 
were through business cases. Other posts involved rotational doctors or external 
requests; Gary Hay assured the Board that this had been observed and discussed by 
the Committee. Several posts were planned; it was agreed that greater detail on this 
would assist the Board with understanding developments.  
 
The Board noted the update. 

  

221.19 Trust Guardian of Working Hours – quarterly update 
 
The Guardian of Safe Working set out compliance with working hours requirements in 
quarter 1 of 2019 – 20. The number of exception reports had decreased, although this 
mirrored alterations in vacancy rates to a large extent. Locum data had become more 
reliable, although information on external placements was of limited use. No fines had 
been levied in the reporting period; however, there were discrepancies between the 
number of exception reports and information recorded by the Care Quality Commission. 
The reasons for this were unclear, although reticence to report on the part of senior 
trainees could be one significant factor. Equally, minor infractions of requirements may 
be reported to the Care Quality Commission but not internally. The Trust would 
investigate this matter further. Meanwhile, software had been introduced in August 2019 
and improved compliance significantly. 
 
The Board noted the update. 

  

222.19 Record of attendance  
 
The record of attendance was noted. 

  

223.19 Any other business  
 
No other business was raised. 

  

224.19 Opportunity for the public to ask questions relating to today’s Board meeting  
 
There were no questions from the public. 
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225.19 Conclusions on key messages from the meeting  
 
The Chairman observed the evolving nature of Board discussions, which were 
increasingly meeting the objective of making decisions and reaching conclusions based 
on triangulated information. These discussions should therefore enable staff to support 
patients as this progressed. Martin Rolfe observed that discussions were reflecting the 
manner in which the Board could make a difference to service provision at the Trust and 
was encouraged by this development. The Director of Strategy and Performance felt that 
the cross-referencing of agenda items was an example of this approach and its potential 
as a framework for strategic planning. The Deputy Chief Nurse welcomed the focus of 
the Board on non-metric evaluation of services at the Trust. 
 
The Medical Director added the context of the Board membership becoming more 
established, allowing for those involved to understand how themes were developing over 
a period of time. This allowed for consideration as to the overall trajectory and the extent 
to which this reflected the Board’s ambitions. Gary Hay saw the direct focus on strategy 
as productive, whilst the Integrated Performance Report was now being used more 
selectively. The Interim Chief Operating Officer saw the wide coverage of agenda items 
as supporting the work of the Board appropriately, whilst challenge provided by 
members had been offered in a professional and productive fashion.  
 
The Director of Workforce and Organisational Development reflected that on her first 
anniversary in the role, she had noted that the co-ordination of the Board had led to 
increased ambition in its work. David Parfitt noted the manner in which the issues in the 
Integrated Performance Report were raised across agenda items; he also raised the 
possibility of greater attendance from the public. The Director of Governance and Risk 
responded that this may not be the aim of all Board meetings; the Annual General 
Meeting had been intended for such interaction and had been well attended. However, it 
could be a matter for consideration on a quarterly or similar basis. She also welcomed 
the greater ambition of Board members in general and their desire to ensure that 
reporting provided insight into the main drivers for performance; staff were also more 
willing to share honest views with management. The Finance Director saw a consistent 
thread across the conversations and the opportunity to use these as a foundation for the 
future. 
 
Roger Burke-Hamilton noted that the corporate strategy had worked well as an 
introduction to the meeting’s discussions. The Chief Executive Officer concurred with the 
observations regarding consistent themes within the agenda items and increased level 
of ambition. However, the need to ensure that the reality on the ground was not ignored 
in strategic considerations. The Chairman saw the improved information presented to 
the Board as the basis for the discussions which took place, with members increasingly 
contributing to consideration of matters outside their usual domains.    

  

226.19 Board reflections on the meeting 
 
These were included in minute 225.19. 

  

227.19 Additions to Board Assurance Framework and Risk Register 
 
No additions to the Board Assurance Framework or Risk Register were requested. 

  

 Date of Next Meeting: Wednesday 30th October 2019, 9.30 am in the Oasis Centre 
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ROLLING ACTION POINTS FROM: Trust Board Meetings in Public                                                        
 

 

Minute Agenda Topic Summary of Action required  Owner 
Due 
Date  

Update 
 
Status 

January 2019 

007/19 
Maggie’s Centre 
proposal 

 
The Heads of Terms are to return to the 
Board. 
 
 

DSP 
Nov 
2019 

DSP discussed with Maggie’s Director who 
confirmed the Maggie’s Board would be 
formally considering the next wave of Maggie’s 
Centres at their September or November 
Board meetings 

Ongoing 

29th May 2019 

133.19 

Chief 
Executive’s 
Report 
 

Identify and implement systems & 
processes for monitoring, assessing & 
addressing concerns related to the quality 
of care provided in the Trust, and thence 
reporting on the issue to Trust Board and 
committees 

DGR 
30th Oct 
2019 

The DGR has worked with the Chief Nurse to 
produce a report setting out how the quality of 
care provided will be measured and reported to 
the board in future. This is in the papers as 
agenda item 236.19.  
 

Complete 

26th June 2019 

166.19 

Safety, quality 
and operational 
performance 
report analysis 
 

An external review of the incident 
management process would be 
commissioned and taken to the Quality 
and Performance Committee once 
complete. 

MD 
30th Oct 
2019 

A letter of understanding has been finalised and 
is awaiting progress regarding procurement. Ongoing 

31st July 2019 

195.19 

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

The Chairman… requested that a paper 
on urgent care be provided in the autumn 
of 2019. 

COO 
30th 
October  
2019 

To be covered as part of the presentation on 
winter planning. Ongoing 
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25th September 2019 

209.19 
Board 
Assurance 
Framework 

The Interim Chief Operating Officer noted 
the internal focus of the risks included, and 
asked if this was appropriate. The Director 
of Governance and Risk concurred with 
this observation, and would discuss the 
matter with the Interim Chief Operating 
Officer and the Director of Strategy & 
Performance before the next presentation 
of the framework to the Board. 
 

DGR / 
DSP / 
COO 

27th Nov 
2019 

The question of external BAF risks has been 
discussed with the ICOO, and will be included in 
the next BAF update meeting with the DSP. The 
outputs from this meeting will be presented in 
the next iteration of the BAF, due at the Board in 
November. 

Ongoing 

211.19 
Patient 
Experience 

A report would be presented to Trust 
Board on 30th October 2019 setting out the 
current position on patient experience. 
 

CN 
30th 
October 
2019 

Included as agenda item 236.19 Complete 

215.19 
Board Risk 
Register 

The Interim Chief Operating Officer asked 
if there was sufficient similarity in risks 1 (4 
hour access standard) and 7 (urgent care 
pathway) for them to be merged. This 
would be considered by the Director of 
Governance and Risk. 
 

DGR / 
COO 

30th 
October 
2019 

The COO and DGR have discussed; these will 
remain discrete for the time being. Complete 

219.19 

Workforce and 
Organisational 
Development 
Committee 
feedback 

The Trust Board requested that a session 
on equality and diversity and a related 
vision for the Trust would be organised. 

DWOD 
30th 
October 
2019 

A presentation has been scheduled for the  
Trust Board workshop on 7 November.  This  
will specifically address the WRES Leadership 
Strategy – ‘A Model Employer’ 

Complete 
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Enc. 3a 3b 4 

Enc. 3a 3b 4  33 

 
Title of report CHIEF EXECUTIVE’S REPORT 
Board / 
Committee 

TRUST BOARD – 30TH OCTOBER 2019 

Agenda item 
number 

234.19 

Executive lead Mark Cubbon – Chief Executive Officer 

Author Mark Cubbon – Chief Executive Officer 

Date report 
written 

22nd October 2019 

Action required Noting 

Executive 
summary 

The Chief Executive has outlined issues of current interest to the Board, and 
indicated his top three areas of concern and clinical risk. 
 
 

Appendices 
attached 

Appendix A – Chief Executive’s report, 30th October 2019 
 

Recommendations There are no recommendations arising from this report. 

Next steps There are no prescribed actions following from this report. 
 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

     
CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

     
Links to Board 
Assurance 
Framework 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
 
Board Assurance Framework: 1, 8, 14, 23, 26 
 

Links to Corporate 
Risk Register 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
 
Corporate Risk Register ID: 1402, 1405, 1412, 1535, 1583 
 

Compliance / 
Regulatory 
Implications 

There are no direct regulatory implications to this report. 

Enclosure Number 

3 
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Quality Impact 
Assessment 

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

Equality Impact 
Assessment 

No equality implications. 
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Chief Executive Officer’s Board Report 

30 October 2019 
 
 
1. OPEL status  

As part of my routine report to the Trust Board I have committed to providing a monthly 
overview of our Operational Pressures Escalation Level (OPEL), which gives a good 
indication of flow across the QA site and across the Portsmouth and South East (PSEH) 
system. Below is an overview of the escalation status for the month of September 2019. 
The levels of escalation reflect the levels of activity, higher levels of bed occupancy and 
workforce pressures we experienced during the month. Further detail will be provided by 
the Chief Operating Officer via the Integrated Performance Report (IPR).  
 
Below is an overview of the escalation status for September 2019.  
 

OPEL status  No of days   

September 

OPEL 1 0 
OPEL 2 11 
OPEL 3 16 
OPEL 4 3 

 

  
 

2. Hospital Open Day 
 
More than 700 members of our local community visited our hospital on 28 September for 
our annual open day. The theme this year was “Working Together,” highlighting key 
examples of how our Trust values of working together for patients, with compassion, as 
one team and always improving are the golden thread that run through all we do. 
 
Once again, the day provided a fantastic opportunity for us to remain connected with our 
community while encouraging our visitors to tour departments and to meet with teams 
from across the Trust. The day was supported by many members of the PHT team, our 
local partners from Healthwatch, University of Portsmouth, Hampshire Constabulary, 
South Central Ambulance Service, Hampshire Fire and Rescue, and reservist teams for 
all Armed Forces.  I would like to thank all those who gave up their time to prepare for, 
and to support the event, but especially our Volunteers.  
 

  
3. Annual NHS Staff Survey 

The NHS Staff Survey is now open and will close on 29 November. It is the largest 
survey of staff opinion in the UK and aims to gather information which helps us improve 
the working lives of all who work at PHT and provide better care for our patients. 

We are continuing to survey all employees and while our response rate last year of 57% 
compares favorably to other organisations and is in the top quartile, we are keen to 
further improve the position from last year. 
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4. The NHS Long Term Plan 

 
On Tuesday 15 October, I, along with and other board members, attended a Hampshire 
and the Isle of Wight Sustainability and Transformation Partnership (STP) event where 
we discussed our priorities for the implementation of the NHS Long Term Plan across 
Hampshire and the Isle of Wight. The event brought together colleagues from all health 
and care organisations from across the partnership and the outputs from the day will 
inform our plans to support improvements in outcomes for the population we serve. 
 
Once our priorities to respond to the Long Term Plan have been agreed, as a 
partnership, they will inform the operating plans for all organisations for 2020/21 and 
beyond. 
 
 

5. Avoidable harm  
 
The table below provides an overview of the harm incidents which occurred in 
September. Further detail is provided in the IPR which will be presented by the Chief 
Nurse and Medical Director. 
 
 
 Monthly 

figure  

(September) 

Monthly 

trajectory 

Year to date 

position 

2019/20 

ceiling  

C Difficile 8 5 36 63 
MRSA 0 0 1 0 
Ecoli  10 n/a 34 n/a 
Community and hospital 
acquired category 3 and 
4 pressure ulcers   

4 0 27 n/a 

Falls which cause 
moderate, severe or 
catastrophic harm  

3 n/a 24 n/a 

Never Events  1  0 4 0 
 

  
  
6. 
 
 
 
 
 

Constitutional standards 
 
Performance against constitutional standards is covered in the operational performance 
report by the Chief Operating Officer within the IPR. However, the highlights in relation 
to the 2019/20 operating plan, are as follows: 
 

 As part of the planning process for 2019/20 we agreed with commissioners and in 
line with national guidance that we work would together to improve the total waiting 
list size during 2019/20.  Delivery of this is being monitored on a monthly basis 
against our operating plan trajectory at both divisional and Trust level, further detail 
can be found in the IPR. 
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The number of patients waiting for treatment has increased from the March 19 
position by 3,597 patients to 35,636 against a trajectory of 32,057. Full list 
validation was completed during September and a profiling of activity plans is being 
undertaken by the Chief Operating Officer, with the support of divisional teams, to 
improve this position. 

 
 The trajectory to deliver the 6 week diagnostic standard (99%) continues to be 

achieved and compliance against the standard is on track for delivery by the end of 
November. September performance is 96.8% against a recovery trajectory of 
96.3%.  

 
 For August seven of the eight cancer standards were achieved and performance 

against the 62-day cancer recovery trajectory is showing significant improvement, 
achieving 82.9% v 78.5%. Delivery of the 62-day standard is expected from 
October onwards. 

 

 The Trust is participating in a national pilot during which reporting of the 4 hour 
emergency care standard is not required.  Phase one of the pilot commenced on 22 
May, tracking the average time patients spend in the Department. Phase two 
commenced in mid-August. Further detail on urgent care “flow” will be provided by 
the Chief Operating Officer, as part of the IPR update. 

 
7. Staff Networks  

 
I was delighted to see so many colleagues attend the launch of our Disability Staff 
Network on 3 September. The network will support anyone who works at PHT and has 
any form of disability to have a recognised voice, while promoting greater awareness 
across the organisation.  
 
Earlier this month Trevor Mose, Head of Property and Capital Development, and AJ 
Jennions, MSK Access Clerical Officer, were elected as Co-Chairs and I look forward to 
seeing the network go from strength to strength. 
 
We also held a formal launch of out LGBT+ and Allies Staff Network in September.  As 
with the Disability Staff Network, we plan to use the network both to support and 
empower staff, and provide a forum for discussion of staff related policies and other 
related issues.   
 
 

8. Flu vaccination programme 
 
Our flu vaccination programme is well underway and we have set our ambition improving 
our Trust-wide vaccination rate from our highest ever position of 76.4% in 2018/19 to 
achieve greater than 80% of employees vaccinated in readiness for this year’s flu 
season. Our campaign is gaining momentum, with clinics and trained workplace 
vaccinators who are visiting wards and departments on a daily basis. 
 
 

9. Blake Birthing Centre 
 
We have recently taken the decision to temporarily suspend births at Blake Birthing 
Centre in Gosport. This decision follows a routine environmental assessment undertaken 
by our Director of Midwifery and members of her team earlier this month, where a 
number of environmental issues were identified and will need to be addressed. This 
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action has been taken since 2 October, as a temporary measure only, to allow the issues 
to be addressed. Antenatal and postnatal clinics, and parent education sessions held on 
site, are not affected and will continue as usual. All relevant stakeholders have been 
informed.  

While the number of births which take place in the unit is very low (only three since April 
of this year), we are doing all we can to minimise the impact for women who would have 
opted to use the facility over the coming weeks. We have sufficient capacity in our other 
locations and are contacting all women who requested a booking at Blake, to offering 
alternative locations. These include the Mary Rose Unit, the low risk unit at Queen 
Alexandra Hospital, and the Portsmouth Maternity Centre at St Mary’s Health Campus.  
 
An action plan has been developed and will be overseen by the Director of Midwifery and 
her team, who are visiting Blake weekly and will be providing regular updates to the Trust 
Leadership Team. Further updates will be provided via the monthly Chief Executive 
report to the Trust Board, until such time as the matters have been resolved. 

 
10.  Annual General Meeting 

I was delighted to welcome more than 50 members of our community, volunteers, 
stakeholders and colleagues, to our Annual General Meeting (AGM) on 3 September 
where we presented our Annual Report and Accounts for 2018/19. 

We heard presentations ranging from our impressive achievements in Research and 
Innovation to our strong military links and robotic surgery in Orthopaedics.  Dedicated 
members of our Patient, Family and Carer Collaborative gave a number of inspiring 
insights and our Chairman, Melloney Poole, presented members of the Collaborative with 
a Special Recognition Award for their valuable contribution to the organisation. I am 
extremely grateful to our Patient, Family and Carer Collaborative and more than 700 
volunteers who make a huge contribution to the Trust, every single day. 
 

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

1. We continue to experience a number of operational challenges and increased 
clinical risks, as a result of poor flow across the urgent care pathway, notably on 
the QA site, but also across the PSEH system. This contributes to longer waiting 
times for some patients and places increased pressure on our teams.  
 
The pressures are reflected in the heightened escalation levels referenced earlier 
in this report, and leaders across health and care organisations are working 
collaboratively to improve the situation as quickly as possible. 
 

2. The provision for patients who access our urgent care services, but also have a 
need for mental health support, is not yet as consistent as it needs to be, but is 
recognised as a key priority to be addressed across PSEH. There are significant 
improvements planned, which will improve access and the experience, for 
patients and our staff, within the Emergency Department, both in the short and 
medium term.  
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3. The current operational pressures are contributing further risk to the 2019/20 
operating and financial plan for the year and all options are being explored to 
mitigate any potential deterioration to the position.  

 
 
12. Top three clinical risks 
 

There are three clinical risks I would like to bring to the Board’s attention, some of 
which mirror those highlighted in recent months.   All three are cited in the Board 
Assurance Framework and/or Board Risk Register.  
 

 
1. The urgent care pressures referenced above present increased clinical risks due 

to prolonged waiting times for some patients accessing urgent care services and 
while there are additional measures in place to mitigate those risks as much as 
possible, there is an increased risk overall. 

 
2. The identification and reporting of a further Never Event this month demonstrates 

the opportunity for strengthening the learning to be taken from each incident and 
ensuring there is a greater awareness, and consistency of application, of 
additional safety processes in place across the Trust.  The incidence of reporting 
does, however, provide assurance that the Trust is getting a clear picture of the 
quality of care provided.  
 

3. The risk posed to the continuity and sustainability of some key services by 
medical workforce issues: including both national shortages of trained 
consultants and the ability to recruit to some positions locally. Novel and 
innovative approaches are being pursued in several areas to target these risks. 
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04/11/2019 
Nigel Kee and Mark Roland  

Winter Planning 2019/20 
Board of Directors 
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Purpose of the 
Winter Plan 
2019/20 

Overview Winter Plan 2019/20 

What are the key things we are trying to achieve? 

 
We will build on the learning from last year to deliver a whole system plan 
that will: 
• Ensure patients and staff have an improved experience by reducing 

occupancy 
• Deliver plans for treating emergency, cancer & elective patients 
• Reduce the number of: 
 - patients who are medically fit for discharge 
 - ambulance delays 
 - medical and OPM patients who are outlied 
 - patients who are moved out of hours 
• Reduce and contain risks relating to flu 
• Manage risk across the site and system 
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Winter Plan 
2019/20 – 
demand 
 
 

Overview Winter Plan 2019/20 

Between 6am & 7pm there is greater demand for beds than beds available to ED, with a peak gap of 22 beds 
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Discharge 
timeliness 

Between 6am & 7pm there is greater demand for beds than beds available to ED, with a peak gap of 22 beds 
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What does this 
plan look like 
across the 
system… 
c£7m investment 

Overview Winter Plan 2019/20 
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What does this 
plan look like 
across the 
system… 
c£7m investment 

Overview Winter Plan 2019/20 

Investment in Capacity 

 
• More social services assessment capacity 
 
• More capacity to support people in their own homes 
 
• More community and nursing home capacity 
 
• More support for process improvements 
 
• Additional discharge support staff for the wards 
 
• More conveyances to non-ED locations 
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Further 
investment of up 
to £2m for the 
Hampshire 
system 

Overview Winter Plan 2019/20 

Further Investment in Capacity 

 
• 20 beds – on stream from w/c 28th Oct 
• 16 beds – on stream from w/c/ 4th November  
• 14 beds – coming on stream later in November 
• Additional IIC capacity 
 
This capacity is being tracked on a daily basis 
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Purpose of the 
Winter Plan 
2019/20 

Overview Winter Plan 2019/20 

What are the key things are we going to do differently? 

 
• Increase same day emergency care (SDEC) in Ambulatory 

Emergency Care (AEC) and Surgical Assessment Unit (SAU) 
• Relaunch the Frailty Assessment Unit – 4th November  
• Increase morning discharges to 33% by lunchtime 
• Consolidate our weekend discharge profile 
• Continue to further reduce length of stay, particularly LLOS pts 
• Set up point of care testing for suspected flu 
• Review bed allocations across specialities 
• Reduce the number of MFFD, to provide space within existing 

capacity for the expected increase in demand over winter, where 
we expect MFFD will be <130 

• Support a number of admission avoidance schemes developed by 
community partners 
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Reducing 
(Handover) 
Delays 

Overview Winter Plan 2019/20 

What are the key things are we going to do differently? 

• Joint appointment with SCAS for Service Improvement Lead (started) 
• Review and improve GP streaming process  

• Redirection pilot commencing 4th November 
• Improve earlier discharges out of beds/hospital so that patients can be 

moved from ED earlier in the day 
• Enhance anticipatory TTOs and patient transport bookings 

• Review and increase the total bed base across the whole system  
• Review demand and capacity of ambulatory care so that patients can be 

directly streamed to the unit without Ambulance staff/ other clinicians  
seeking permission to take patients there.  Extend this concept to other 
areas such as SAU. 

• Recently revised Full Capacity Protocol including ‘Your Next Patient’ 
• Additional management capacity 
• Reviewing pharmacy, therapies, diagnostic services, discharge lounge, 

and patient transport capacity 
• Ward collaborative – dashboard, ‘sprints’, QI 
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Safety and 
resilience 

Overview Winter Plan 2019/20 

 
• Safety huddles in ED 
 
• Safe transfer of patients including risk assessments, safety checklists,  

and reduction in OOH transfers 
  
• Critical care capacity including timely transfer to wards 

 
• Additional resource in key areas such as ED and the Ops centre 
 
• Use of real time metrics including ambulance and ED times 

 
• Use of escalation processes, revised full capacity protocol, and clear 

communication 
 

• Regular review of workforce requirements 
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Workforce 

Overview Winter Plan 2019/20 

• Significant investments in recruitment and retention, resulting in considerable 
progress in reducing nursing vacancies and staff turnover. 
 

• Improved position is key to adding greater stability to teams and enabling us to 
provide greater continuity of care to our patients, particularly as we approach the 
busy winter period. 

 
• We have reduced our total registered nursing vacancies by 37.1% and our Band 

5 nursing vacancies by 50.5% in the last year. 
 

• Set to recruit 250 international nurses this financial year, bringing the number we 
have employed since March 2018 from 157 to a current number of 446.  
 

• Significant reduction in our turnover rate from 13.5% to 11.6% in last 12 months. 
 

• Expect to have filled significant nursing vacancies by April 2020. 
 

• Recruitment drives ongoing with more staff scheduled to join us before the end of 
the year. Page 41 of 131



12 | 04/11/2019 

         

Health and 
Wellbeing 

Overview Winter Plan 2019/20 

• We are committed to supporting staff health and wellbeing at all times, and 
particularly over the winter months.   

  
• We have launched a new health and wellbeing brochure to highlight support 

available at the Trust, including: 
  
 - Mental health services including the Staff Support Service, Mental Health 
   First   Aiders, Aquilis counselling service and stress awareness training.  
 - A number of staff networks to promote an environment of inclusion and 
   respect, including the BAME Network, LGBT+ Staff and Allies Network and 
   the Disability Staff Network. 
  - A full health, safety and wellbeing service run through occupational health, 
   including workplace health assessments, smoking cessation and wellness 
   programmes and much more.  
 - A comprehensive wellbeing programme for physical health, including onsite 
   gym and swimming pool. 
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Flu vaccination 
Programme 

Overview Winter Plan 2019/20 

• Our flu vaccination campaign is well underway and anyone who has not yet had 
the flu jab is encouraged to do so as soon as possible to help protect patients, 
yourself and your family this winter. 
 

• We have had confirmed cases of flu at the hospital, which highlights the 
importance of making sure we all have the flu vaccine to help protect our patients, 
ourselves and our families.  
 

• The antibodies that protect you from flu decline over time and flu strains can 
change from year to year. Each year a vaccine is produced, matched to the strains 
most likely to cause illness in that specific year. Therefore even if you had the flu 
jab last year, it is important to have the vaccine this year. 
 

• Over 50% of staff have had their vaccination so far.  Trolley dashes are being held 
across the hospital and workplace vaccinators are available to visit wards and 
departments. Can also drop in to Occupational Health (Monday to Friday),  
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Communications 

Overview Winter Plan 2019/20 

• Communications strategy and detailed activity plan developed and we are working 
closely with communications colleagues in health and care organisations across 
PSEH to ensure comms are aligned. 

 
• Themed communications across organisations focusing on key messaging (started 

in October) including: 
 - flu vaccination programme 
 - #HelpUsHelpYou 
 - alternatives to ED 
 - pharmacy 
 - mental health 
 - adverse weather messaging  

 
• Bank of audio/broadcast clips, press releases and quotes being pre-prepared for 

use. 
 

• Agreed escalation process for comms and working with colleagues to react quickly 
to changing situations/pressures, including sharing messaging regarding ED 
alternatives, appropriate use of ED and other NHS services. 
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Communications 

Overview Winter Plan 2019/20 

• Promoting winter health and wellbeing messaging including support services 
available to staff. 
 

• Use of social media including Tweet-a-thon and Facebook live 
 
• Focus on what staff can do including ongoing flu vaccination programme promotion, 

supporting each other. 
 
• Key messages also include considerable progress made in recruitment and 

retention and resulting positive impact. 
 
• Highlighting investment in capacity across the system. 
 
• Highlighting action being taken to improve flow across the hospital. Linking to 

Building Better Emergency Care programme. 
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Summary 

Overview Winter Plan 2019/20 

Managing flow well, both in and out of the hospital, is key to safe, 
effective, and timely care – especially over the winter period. We will do 
this by: 
 
• Working with our system partners 
• Reducing bed occupancy to 92% (or less) 
• Reducing the MFFD cohort to <130 
• More timely discharge on the day 
• Clear escalation and resolution of delays 
 
And supporting our workforce who are our biggest asset. 
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Overview Winter Plan 2019/20 

 
 
 
 

Questions and comments 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report COMPASSIONATE CARE 
Board / 
Committee 

TRUST BOARD – 30th OCTOBER 2019 

Agenda item 
number 

236.19 

Executive lead Elizabeth Rix – Chief Nurse 

Author Tina Hetherington – Deputy Chief Nurse 

Date report 
written 

22nd October 2019 

Action required Noting 

Executive 
summary 

This paper sets out to describe to the Board the existing processes in place that 
look to measure the delivery of compassionate care.  The Board has taken a 
number of actions that have enhanced our ability to provide care with 
compassion.   
 
A cross section of the findings of our existing processes have been triangulated 
with other sources of insight from patients and families, such as complaints, 
safety learning events, and previous CQC inspections; 
 
On review of these sources of information it is clear from what our patients tell 
us that we give compassionate care most of the time.  However, we 
acknowledge from some of this feedback that we do have instances where we 
do not “get it right” for our patients and their families.  It is recognised that this 
may affect, in the context of our patient population, small numbers.  However, 
the potential impact on the experience of these patients and their families must 
not be underestimated. 
 
Our existing methods of assurance suggest that care is compassionate. However 
on triangulation of this with other sources of feedback and using professional 
judgement, whilst we have seen care delivery improve significantly we are not 
able to say that compassionate care across the organisation occurs every time 
with every patient. 
 
In order to further reduce any inconsistency we will define with our staff what 
‘outstanding’ compassionate care looks like, a set of compassionate behavior’s 
will be developed that clearly describe actions that are seen and heard when 
compassionate care is delivered.  This will be based on the four attributes of 
compassionate care that Dr Kate Grainger has described, and will be delivered 
through engagement with our staff. 
 
A standardised approach to observations of care and an observation framework 
will be developed across all clinical areas.  The agreed and expected behavior will 
underpin this and provide a clear guide as to what should be observed to provide 
assurance that the care we provide to every patient is compassionate. 
 

Enclosure Number 

4 
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An education and training resource will underpin this, which will be used to raise 
awareness of compassion across all staff groups and will promote compassionate 
behaviours.  This education will be delivered in a variety of ways in order to 
optimise the learning across the Trust. 
 
We will then develop a compassion dashboard that will detail the findings from 
the observations of care.  This will be presented alongside quantitative and 
qualitative patient experience information such as PALS and complaints, FFT and 
patient survey alongside staff feedback and surveys.  This will ensure there is a 
robust triangulated approach to providing assurance to the Board of Care with 
Compassion 
 
The agreed compassionate behaviours and dashboard will be presented to the 
Board in January. 
 

Appendices 
attached 

There are no appendices to this report 

Recommendations It is recommended that the Board note the progress we have made with regard 
to care and compassion and the steps taken to ensure this can happen.  
To commend the next steps outlined in this report which will enable the 
development of a comprehensive framework that will provide the Board with 
assurance of the delivery of compassionate care across the organisation. 

Next steps The subsequent actions are outlined in the executive summary above. 
 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

  
 

   

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

  
 

   

Links to Board 
Assurance 
Framework 

BAF 3 
BAF 4 

Links to Board Risk 
Register 

There are no specific items on the Board Risk Register to which this report 
applies. 

Compliance / 
Regulatory 
Implications 

The processes and systems outlined in the report will support the Trust’s 
oversight and management of its compliance with key obligations under its 
contract with commissioners, registration with the CQC and shadow licence 
issued by NHSI.   In particular, the arrangements will help the Trust to 
demontrate that its services are safe, caring and responsive.      

Quality Impact 
Assessment 

PATIENT EXPERIENCE: Major  
PATIENT SAFETY: Moderate 
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CLINICAL OUTCOME: Minor Change – Positive 
OPERATIONAL PERFORMANCE: Major / Moderate / Minor Change – Positive / 
Negative 
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate  
ACCESSIBILITY / WAITING TIMES: N impact on quality 
STAFF: Major / Moderate / Minor Change – Positive / Negative 

Equality Impact 
Assessment 

No equality implications 
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Care and Compassion 
Report to Trust Board 
 
Introduction: 
 
At Portsmouth Hospitals NHS Trust (PHT) our vision is working together to drive excellence 
in care for our patients and communities.  One of our strategic aims is that we will support 
safe, high-quality patient focused care.  Within this is the requirement to build an 
environment and culture where patients are listened to and to deliver high quality care 
across all areas reducing variation. 
 
We are clear that our Trust core values outline how we expect each of us to work and 
behave as we provide care for our patients. 
Working together, with compassion, as one team, we are need to be clear of the expectation 
to be compassionate, kind, friendly and courteous and to protect our patient’s dignity at all 
times.    
 
This paper will describe to the Board the existing processes in place that measure patient 
experience. 
In addition it will outline other sources of feedback that can provide us with additional insight. 
 
Cross sections of the findings of our existing processes have been triangulated with other 
sources of feedback from patients and families, such as, complaints, safety learning events, 
incidents and previous CQC inspections. 
This triangulation, overlaid with professional judgement, seeks to provide the Board with a 
level of intelligence as to whether we can assure care delivered across the organisation is 
consistently compassionate. 
 
The value of compassion: 
 
Compassion can be described as how care is given through relationships based on 
empathy, respect and dignity.  It can also be described as a form of intelligent kindness, and 
is central to how patients and their families perceive their care. 
There is a wealth of evidence that clearly demonstrates that patients and families want good 
communication, considerate staff interactions and to be given as much information as 
possible.   
It can be seen from our patient feedback that for the majority of patients and carers, staff 
attitudes play a vital role in shaping the final perception of their experience of care. 
 
Compassion is a value which is recognised by all staff and patients yet it can be difficult to 
describe. It occurs between two people and it is fixed in a particular time and place. It is 
represented in many ways which can include spoken word, a smile, an act of kindness, or by 
just listening to another person. It is an experience in which one person recognises and 
responds to the suffering of another person by giving emotional energy. 
 
Existing processes that measure compassion: 
 
There are several methods that are used across the Trust which look to recognise and 
measure improvements in care delivery and that it is being provided appropriately and 
safely. These have shown that we have improved and that we are protecting our patients 
from harm, reporting when we feel we have not, and have systems to learn from this, these 
are all key elements of care and compassion. 
 
A fundamental element of improvement is the way in which we have ensured that our ward 
and department nursing numbers are set, hat budgets are aligned and we have a supporting 
E rostering function to enable our clinical leaders to understand and ensure staffing numbers 
and skill sets are able to meet the needs of our patients. 
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We know that recruiting to our nurse vacancies is having a huge impact on our ability to care 
for our patients with compassion. 
It is also evident from out engagement with staff that morale along with health and wellbeing 
has improved. Our current vacancy rate within nursing is 8.6% which has improved from the 
position last November when our rate was 17%; this is now one of the lowest vacancy rates 
in the region and is nearing normal vacancies of 7%.  Our staff bank is performing well with 
our fill rota above the national target of 80%. 
 
The Board see on a monthly basis the information that provides us with how our patients are 
feeling about the care they receive with us:-  
 
 

 
 
There are regular comments posted on national feedback sites such as NHS Choices and 
Patient Opinion which express the compassion that has been evident in care within our 
wards and departments some examples from across the organisation are below. 
 
“I am now a year on (5.9.2018) following my radical robotic prostectomy. The support from 
the urology department from referral to diagnosis and then treatment has been outstanding. I 
have always been afforded time and understanding plus professional treatment throughout. I 
cannot praise enough all the members of staff who have diagnosed, operated, treated me 
and helped me through the uncertainty of the complete process.  Thank you Queen 
Alexander hospital and all the staff in urology department, your all very considerate, caring, 
professional people” 
 
“I came in Saturday 1st of September when my contractions became too much and stayed 
until discharged 4/9/19.  I wanted to review the care I received from labour to discharge 
because those on the maternity wards, I am astounded at the level of care provided by those 
on the ward provided for me and those I witnessed around me. The midwives are extremely 
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professional but make you feel ever so comfortable at the same time. I was supported and 
kept in the loop the whole time I was there and I was always checked on to ensure health 
and comfort.  The support workers on the left post natal ward are some of the most lovely 
and supportive women I’ve ever met and went above and beyond to make sure, I, in 
particular was very on edge about having my first new-born and being on my own at night, 
but I was supported to make sure I didn’t feel alone and I was given some strong advice! I 
stayed for 2 nights and witnessed everyone working on shift working so hard! They barely 
have time to breathe but make sure everyone is cared for. I wanted to say thank you and 
you’re all amazing” 
 
“I have just spent nearly a month in E7, E8 and Critical Care. I cannot fault any of the 
treatment and care I received.  The consultants, doctors, nursing staff, auxiliaries etc. were 
all professional and caring.  Not only that but they were friendly and provided little touches 
that make all the difference when you are in for a while. E.g. one nurse rigged up an 
amazing contraption so that she could wash my hair in a chair while attached to oxygen.  
Another one was insistent that they put up a new curtain round the bed as she didn’t think 
the one I had was private enough. A young male nurse on seeing that my mouth was a bit 
sore provided me with some swabs that were great and always made sure I was topped up.  
Everyone made sure that you knew what treatment you were going to have and why” 
 
“My Mum went to A&E with abdominal pain that was not able to be controlled at home. We 
went to A&E but were quickly deferred to a GP in the hospital. After four hours of waiting she 
was seen and sent up to the surgical assessment ward to see a surgeon and have tests. 
Nurses were fantastic with their bedside manner however not a lot of communication about 
what's happening or when it's going to happen. There is a lack of order and knowledge of 
the patients. However, they are highly skilled when it comes to treatment we could not have 
asked for a better service. The surgeons we're patient when explained the outcome of the 
tests that were performed. Overall it was a good experience with then even though they're all 
very busy. Most of all thank you” 
   
Within the Trust wide quality review process, (most recently held in September 2019), fifty 
three wards and departments were inspected and patients were asked eight questions 
relating to their experience:- 
 
Tables 1 and 2:  Results from Trust wide Quality review September 2019 
 
1. Do you feel staff speak to you or your relative in a caring manner and respond to your 
needs appropriately in a timely manner? 
 
Division % Yes September 
Trust 100 % 
Medicine and Urgent Care 100 % 
Surgery and outpatients 100 % 
Networked Services 100 % 
Other Divisions 100 % 
 

 
2. Are you happy with the care you or your relative has received in this clinical area? If not, 
why not? 
 
Division % Yes Jan % Yes May % Yes Sept 

Trust 93% 98% 100% 
Medicine and Urgent Care 93% 93% 100% 
Surgery and Outpatients 100% 100% 100% 
Networked Services 83% 100% 100% 
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Additionally there have been number of ‘sit and see’ exercises carried out across the 
organisation. 
These are conducted by undertaking an observational exercise within a clinical area; these 
are typically performed by colleagues from Care Commissioning Groups as part of the 
Trusts Shared Assurance Programme (SAP). 
On review of a number of sit and see’s that have been completed in the last twelve months 
there have been no reported concerns relating to compassionate care delivery.   
 
We receive information and feedback from complaints, incidents, safeguarding referrals, 
CQC inspections and focussed visits which provide us with further insight into the 
experience of some of our patients and their families. 
 
For the purpose of this paper the  triangulation of a number of Complaints, Safety Learning 
Events, Safeguarding referrals and the Care Quality Commission inspection reports from 
April 2018 have been reviewed together and in greater detail to look at any themes that may 
arise. 
 
The results of this are tabled below:- 
 
 
Table 3: Themes arising from additional sources 
 

Source of Feedback Themes arising 

Complaints 2018/2019 81 complaints relate to staff attitude and 
behaviour and 87 to communication in 18/19.    
There are themes relating to staff not 
consistently communicating clearly with 
families, and not always responding 
appropriately when family members have 
asked for assistance from nursing staff.  
There have also been instances where the 
language used by staff when caring for end 
of life patients has been perceived as 
insensitive by family members.  Patients and 
their families have described feeling that 
there was a lack of ‘kindness’ in some 
interactions with staff, in particular when 
patients have complex care needs. 

Safety Learning Events and investigations It was noted that in some instances patients 
raised concerns to staff about treatment 
which they felt was incorrect (such as 
incorrect medication prescribed) and these 
concerns were not listened to or acted on 
appropriately.  There were delays to 
treatment where patients have shared 
symptoms. The investigations have 
concluded that if patients had been fully 
listened to there would not have been a 
delay in treatment, or a medication incident. 

Safeguarding  Review of safeguarding cases and 
subsequent referral there were two 
occasions involving the same patient. It was 
suggested there was a lack of care needs 
met as staff felt that they could not 
communicate with the patient. This led to the 
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patient feeling anxious and scared at times.   
Care Quality Commission inspection report 
April 2018  

There were several instances at the time 
where staff was observed not behaving in a 
way which was consistent with our values. In 
some areas patients reported that they did 
not always have their care explained clearly 
to them and families reported having to 
repeatedly ask for updates. 

 
Professional judgement: 
 
As evidenced when reviewing the information provided from the quality reviews, sit and see 
and FFT feedback it is clear that we give compassionate care to the majority of our patients. 
 
However, this is not consistent when we review the sources of feedback outlined in the table 
there is evidence that there are some occasions when this does not happen and there is 
opportunity for improvement. 
It is recognised that this may affect, in the context of our patient population, small numbers.  
However, the potential impact on the experience of these patients is likely to be significant 
and is of concern to the organisation as we work towards our vision of being outstanding.   
 
Next Steps: 
 
In order to address any inconsistency in the standards of care provided there is a 
requirement to explore and define with our staff in more detail what ‘outstanding’ 
compassionate care looks like.  
 
To enable this to be explicitly evident a set of expected behaviours and actions that build on 
our Trust values will be described to demonstrate what we should see and hear when 
compassionate care is delivered.      
 
Clearly articulating the expectation of behaviours will support our staff in understanding the 
delivery of compassionate care. 
 
Alongside this the expectation of these behaviours is strengthened in our clinical leadership 
development at all levels in the organisation with overt support and role modelling for staff to 
feel they have the ability to challenge when care is not at the compassionate standard 
expected.    
 
Defining exactly what ‘outstanding’ looks like will also enhance and develop the future 
framework to be used in all observations of care providing consistency of approach and 
methodology. 
 
The Trust has hosted a visit from Chris Pointon to share Dr Kate Grangers, ‘Hello, my name 
is campaign’. This generated huge attendance and interest and has been well socialised 
across the Trust with the use of the name badges. 
 
There is an opportunity to build upon this by centring our expected behaviours by utilising 
The four key elements of Dr Kate Granger’s work as being key to patients feeling they are 
treated with compassion.  These are outlined below:- 
 
Communication     
 
The importance of timely, effective communication, that is bespoke to that patient and 
always starts with an introduction. 
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The little things 
 
Recognising how the little things really do matter to our patients and their families and are 
hugely influential in how we make them feel. Sitting down next to them when talking with 
them, holding a hand, making eye contact and a smile make such a difference. 
 
Patient at the heart of all decisions  
 
No decisions without me, ensuring every decision made puts the patient at the centre.  
Recognising that the most important person is the patient and everything should be done 
with them in mind, with shared purpose. 
 
See me! 
 
Seeing our patients as a person, before being a bed number, or a disease. Recognition, that 
this is someone’s father, daughter, best friend and an individual in their own right’.   
 
How  
 
Focus groups and listening exercises are taking place across the organisation. 
These are led by the senior nursing team but will include a cross section of all professions 
and roles.  
 
The groups are defining the agreed behaviours that we wish to see to assure ourselves that 
our care is compassionate. 
 
While these are based on the four attributes as above, we will include patient and family 
representatives at the groups to ensure that the behaviours are aligned to what matters most 
to our patients. 
 
A standardised approach to observations of care and a short observation framework will be 
developed across the clinical areas. 
The agreed expected behaviours will underpin this and provide a clear guide as what should 
be observed to provide assurance that care is compassionate. There will be a structured 
timetable of observations of care and a variety of senior staff from the trust will be involved in 
these. 
 
This will be an integral part of the accreditation process as it is developed. 
 
Staff from a variety of leadership roles including Executive and Non-Executive board 
members will be invited to be involved in our observations of care framework as part of ward 
to board assurance processes. 
 
An education and training resource is being developed which will be used to raise 
awareness of compassion across all staff groups and will promote compassionate 
behaviours. 
This education will be delivered in a variety of ways in order to optimise the learning across 
the Trust. 
We will include simulation training and other innovative methods. 
In order to evaluate the training there will be opportunities for staff to reflect on their 
confidence levels and what changes in their own practice that they have identified to take 
forward. 
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Within our existing processes we will ensure that there is clear reward and recognition that 
celebrates teams or individuals who deliver compassionate care, recognising the huge 
amounts of skill and dedication that is shown when caring in this way. 
 
Once we have defined the behaviours and actions we will have the ability to develop a 
compassion dashboard that will detail the findings from the observations of care that will take 
place across the organisation.  
This will be presented alongside quantitative and qualitative patient experience information 
such as PALS, complaints, FFT patient surveys whilst triangulating with staff feedback to 
ensure there are robust methods to provide assurance to the board that we are consistently 
providing compassionate care and the support and development that we will offer if this is 
not seen. 
 
Conclusion and Recommendations 
 
This paper provides details on the current mechanisms in place that look to provide 
assurance that care is delivered with compassion. 
 
The existing sit and see exercise’s and Trust wide quality reviews have identified good 
practice and our patients have stated that they have been cared for by friendly and helpful 
staff. It is evident that we provide what our patients consider to be good care on most 
occasions.   
 
However on triangulation of other evidence such as complaints, incidents, safeguarding 
referrals and previous CQC reports there are times when our patients do not experience 
care delivered with compassion. 
There are themes that arise from these which relate to communication, listening, treating 
patients as individuals, and recognising the small actions that can be translated as 
compassionate care. 
 
There is an opportunity to define, as an organisation, what compassionate care looks like, 
and to develop a comprehensive framework that will allow us to observe when this occurs 
within a consistent and robust approach. 
 
In order to raise the profile of compassion and ensure our staff have the knowledge and 
skills to deliver this, there is a need for a wider education and training piece to underpin the 
process. 
 
Following this, we will develop a compassion dashboard, which will include not only the 
findings from observations of care but will also include findings from complaints, PALS and 
other sources of patient and staff feedback with qualitative and quantitative measures of 
care. 
This triangulated approach will provide the Board with a detailed level of assurance as to the 
delivery of compassionate care across the organisation.   
 
The agreed compassionate behaviours and the development of the dashboard will be 
brought back to the board in January. 
 
Action from the Board 
 
The Board is asked to note the report and approve the next steps detailed in the main body 
of the report.      
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Number: 

237.19 

 
 

Appendix 1: Agenda 

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

 
Agenda 
item 

Items of particular note: 

160.19 Integrated Performance Report 

Spotlight report – The Committee welcomed the continued trend in high levels of reporting.  
Relatively lower levels of harm though indicate a good culture of reporting and learning from 
incidents.  A summary of two recent Never Events and the immediate responses was received.  
The link between civility and safety has been highlighted during the staff engagement 
associated with the Never Events, as has the personal responsibility for safety of all staff.  The 
creation of additional time for safety focussed activity has been agreed by TLT. 

SLEs – the number of events reported has increased throughout the year, while the delays to 
completion of investigations etc have reduced.  The Committee was pleased to hear about the 
activities undertaken to improve safety on Patient Safety Day, and plans to improve the patient 
safety features of the Trust intranet. 

Pressure ulcers and harm relating to falls – the number of incidents of pressure ulcers and falls 
leading to harm has reduced.  Those which have occurred, however, relate to the quality of 
assessment.  Compliance with requirements to take standing and lying blood pressure rates 
has reduced, despite an improvement in the previous month, and there will be additional 
focused training in this area.  Revision of the falls assessment process for ED has been 
completed, and an associated review of pressure ulcer damage assessment in ED will 
commence in the next month.   

Medication Safety incidents – sustained increases in levels of reporting were noted.  Action to 
address previous concerns about oxygen related incidents has taken effect and associated 
incidents have reduced.  The Committee was disappointed to hear that an initial application for 
funds to support the introduction of an electronic prescribing and administration system was 
unsuccessful, but noted and was reassured that work on a subsequent bid continues, as well 
as work continuing on the project itself. 

HCAI – performance in this area continues to be reasonable, despite increased operational 
pressures, and in particular, the potential impact of higher bed occupancy.  The positive impact 
of actions taken to address infection control was welcomed. 

 

Enclosure Number 

5 
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COMMITTEE GOVERNANCE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

Deteriorating patients / sepsis – improvements in processes can now be seen to be having a 
beneficial impact on sepsis identification and treatment. A minor deterioration in compliance 
with observation practice has been noted in line with increased activity, but there is a 
consistently improving picture of appropriate response to identified deterioration.  Seasonal 
variations in sepsis mortality were discussed, but do not present a material concern, as they 
can be reasonably correlated with case mix and co-morbidities.  Hospital-acquired acute 
kidney injury increased over the summer, and has been the subject of profile-raising work, and 
will continue to be addressed.  The Committee commended the on-going work of the 
Deteriorating Patient Group and its contribution to improving patient safety. 

Mortality – HSMR remains at the lowest level it has been for the last three years, and the 
Trust’s crude mortality rate has reduced significantly and steadily over the last three years. 

Mental Health – improvements in data collection and analysis continue.  Mental health 
attendances have increased significantly in ED, along with the acuity of the presenting 
conditions, over the last 24 months.  Inconsistency of provision of the mental health liaison 
team service has had a notable impact on the quality and quantity of mental health services 
provided in ED.  Plans to recruit a mental health matron are continuing well and an 
appointment is expected within a few weeks. 

Safeguarding – significant increases in appropriate safeguarding activity over the last year 
(37% increase in child safeguarding referrals, 25% increase in adult safeguarding and 22% 
increase in DoLS applications) were commended.  Safeguarding training activity was 
discussed and although not all targets have been reached, the extension in the range of 
safeguarding training was noted, along with the improvements in the quality and safety of 
safeguarding activity.   The Committee also heard about assurance activity in hand. 

Patient Experience – significant work on the assessment, measurement and reporting of 
patient experience has been undertaken and will be reported to the Board in October. 

Urgent Care – The pilot of new national metrics continues, and the results are under analysis 
to ensure that the Trust learns from the pilot data.  Attendances remain high, although broadly 
in line with plan.  The Trust’s work on weekend discharges has been described by NHSI as 
exemplary, and forms part of a wider continuing programme to reduce bed occupancy.  The 
Committee welcomed news that additional system capacity will become available in the next 
few weeks, helping to reduce the number of patients who are medically fit for discharge but 
currently unable to move into community beds and services.  

Cancer access standards – Seven of eight standards met in August, with ahead of trajectory 
performance in the improvement of the 62 day access standard.  Plans to meet with faster 
diagnosis standards commencing later in the year are in hand. 

18 week RTT – the Trust is delivering care and treatment in line with the recovery trajectory, 
but the waiting list size is increasing in some specialties – this is being investigated. 

Diagnostic access standard – the plan to deliver in line with the standard by November is on 
track.   The Committee sought review of the data presented to it in this area. 

Stroke care standards – performance against the relevant access standards was welcomed, 
with further improvements in a number of areas under way. 

161.19 Quality Assurance & Improvement – Cost Improvement Programme, Quality Impact 
Assessment 

The Committee welcomed the thoroughness of the work undertaken to assess the impact on 
quality of the Trust’s cost improvement programme.  The challenge of projects and schemes 
which present a material risk to quality was noted, along with a summary of the mitigation and 
additional oversight put in place where there are concerns.  The Committee also noted the 
plans to enhance the process further and to reflect those plans in the associated policy.  
Assurance was sought (and provided) that there is a cumulative approach to the quality 
oversight of cost improvement programmes and projects. 
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COMMITTEE GOVERNANCE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

162.19 Quality Report – clinical effectiveness   

The Committee welcomed the comprehensive feedback of the Clinical Effectiveness 
Committee, and the assurance it provides to the Committee that Trust practice is in line with 
key relevant national requirements.  The Committee commended the inclusion of information 
about good practice where it is identified, and the focus on ensuring accountability for required 
actions.  The committee requested a review of the contents of the IPR and an assessment of 
whether all relevant indicators identified in the CE Committee’s work are included in the IPR. 

163.19 CQUIN  update 

All bar two of the CQUIN indicators are on track – one as a result of non-compliance with 
required practice (recording of standing and lying blood pressure) and one as a result of 
ongoing discussions about data quality.  There are actions in place to address both. 

164.19 Gastroenterology and endoscopy  

The Committee received an update on progress to address inconsistency in the provision of 
gastroenterology and endoscopy services, mainly as a result of equipment cleaning and 
availability issues.  Significant progress has been made and further developments are planned.  
The service reported effective management of the waiting list in these specialties and further 
activity.  The waiting time has reduced from around 46 weeks to approximately 26 weeks.  A 
strategy for community gastroenterology services is in development, and recent appointments 
have made improvements to reliable capacity for seeing patients and maintaining relevant 
accreditations. The Committee also heard and welcomed details of how recruitment and 
retention issues have been addressed.  The committee will receive a further update in March 
2020. 

165.19 Learning from claims and litigation  

Delays in diagnosis and the provision of treatment were identified as key themes amongst the 
claims being considered against the Trust.  The incident investigation process contributes 
significantly to the management of claims as it provides an early indication of whether a claim  
should be settled promptly.   The data presented demonstrates that there is a good rate of 
early resolution, indicating effective case management as well as safe care.  HM Coroner has 
indicated satisfaction with the quality of investigations carried out by the Trust. 

166.19 Portsmouth & South East Hampshire Urgent Care Improvement Programme  

The Committee received an update on progress in the main work streams: 

 Improvements to system wide capacity 
 Streamlining of ED processes and same day emergency care 
 Reduction of bed occupancy rates 

167.19 Oxygen Thematic Review   

The Committee welcomed the result of the review and the changes to practice identified, which 
have led to improved safety in this area. 

168.19 Annual Complaints Report  

The Committee reviewed the report.  The Committee was pleased to note a considerable 
improvement since 2018/19 in the rate of response to complainants, and to hear about work to 
individualise responses and the Trust’s wider responsiveness to, and learning from, 
complaints. 

169.19 Policy Status Report 

The Committee noted the improved status of policies and work to ensure they remain current. 

170.19 Committee feedback 

The Committee noted feedback from the Data Protection and Data Quality Committee and the 
Emergency Preparedness Resilience and Response Group.  
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COMMITTEE GOVERNANCE REPORT 
TO TRUST BOARD 

 

Agenda 
item 

Items of particular note: 

No issues of concern were identified or escalated to the committee 

171.19 Board Assurance Framework and/or Corporate Risk Register 

There were no recommendations for addition to the Board Assurance Framework or BAF. 
 
Agenda 
item 

Items for escalation to the Trust Board: 

 None on this occasion. 

 
Agenda 
item 

Recommendations: 

168.19 The Annual Complaints Report was recommended to the Trust Board for approval. 
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QUALITY AND PERFORMANCE COMMITTEE 
 

Monday 21st October 2019 
09:30 – 12:00  

E Level Board Room, Education Centre, Queen Alexandra Hospital 
 

A G E N D A 
 

Item No. Time Item Enclosure  
No. 

Presented 
by 
 

 
 

157.19 09.30 

 
Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

158.19 09.32 

 
Minutes of the last meeting  
19th September 2019 
 

1 Chair 

159.19 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

 
 
QUALITY 
 
 

160.19 09.35 

 
Quality and performance integrated 
performance report 
 

 
To follow 

 
COO/MD/CN 

161.19 
 

10.15 
 

Quality assurance and improvement – Cost 
Improvement Programme 

3 DDGR 

162.19 10.25 Quality report – clinical effectiveness 4 HGQ 

163.19 10.35 CQUIN update 5 ADC 

 
 
PERFORMANCE 
 
 

164.19 10.45 
 
Gastroenterology and endoscopy 
 

6 COO 

165.19 10.55 
 
Learning from claims and litigation 
 

7 HLS 

166.19 11.05 
Portsmouth and South East Hampshire Urgent 
Care improvement 

8 
 
DSP 
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167.19 11.15 Oxygen thematic review 9 HGQ 

168.19 11.25 Annual Complaints Report 2018 – 19  10 DDGR 

POLICIES 

169.19 11.35 Policy status report 11 HGQ 

COMMITTEE FEEDBACK 

 
170.19 

 
11.45 

Committees Report to the Quality and 
Performance Committee: 

 Data Protection and Data Quality 
Committee 

 Emergency Preparedness, Resilience and 
Response Group 
 

 
12 

 

 
171.19 

 
11.55 

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

 
N 

 
All 

 
172.19 11.57 

 
Any other business 
 

 
N 

 
Chair 

 
173.19 12.00 

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Monday 18th November 2019, 09:30, E Level Boardroom, 
Education Centre  

 

 
Chair 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report ANNUAL COMPLAINTS REPORT 2018-19 
Board / 
Committee 

TRUST BOARD – 30TH OCTOBER 2019 

Agenda item 
number 

239.19 

Executive lead Lois Howell – Director of Governance and Risk 

Author Jane Druce – Deputy Director of Governance and Risk 
Marion Brown – Head of PALS & Complaints  

Date report 
written 

21th October 2019 

Action required Approval  

Executive 
summary 

This report was received at Quality and Performance committee on 21/10/2019 
and is recommended to Trust Board for approval to publish. 
 
The Trust is compliant with regulatory, Care Quality commission (CQC), and 
Parliamentary and Health Service Ombudsman (PHSO) frameworks for NHS 
complaint handling. 
 
The Trust achieved 99.7% compliance with the national standard for complaints 
acknowledged within 3 working days.   27% of complaint responses met the 30 
working days local completion deadline. A number of actions have been in place 
during 2018/19 to address and improve performance.  There is ongoing focus on 
improving and further development of governance processes and systems within 
divisions and Trust-wide, for management and oversight of complaints 
performance and outcomes. 
 
Improvements have been made and shared, as an outcome following this means 
of patient and family feedback. They include changes to diagnostic and 
departmental processes; strengthened clinical standards oversight for wards and 
temporary staff, and clarification and visibility of clinical guidance for relevant 
staff groups. 
 
One percent of PALS contacts required escalation to a formal complaint. Four 
complaints were referred to the Parliamentary and Health Service Ombudsman 
(PHSO) during 2018/19, none of these were upheld. The Trust received 4,997 
compliments. 
 

Appendices 
attached 

There are no appendices to this report 
 
 

Recommendations Trust Board is requested to note this annual report and to commend it for 
publication. 
 

Next steps The report will be published on the Trust website. 
Progress on further improvements following patient and family feedback 
through the complaints and PALs service will continue to be reported 
through the Trust governance and oversight processes.   
 

Enclosure Number 

6 
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Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

     

CQC Domains (Please ) 
Safe 

 
Effective Caring Responsive Well-Led 

     

Links to Board 
Assurance 
Framework 

BAF 1, BAF 3,  

Links to Board Risk 
Register 

Datix risk nos 1402, 243,  

Compliance / 
Regulatory 
Implications 

The Trust is obliged by regulation and contract to have effective governance 

arrangements in place. These support delivery of the highest quality of clinical 

care, including patient experience. 

Quality Impact 
Assessment 

PATIENT EXPERIENCE: Major – Positive  

PATIENT SAFETY: Moderate  – Positive 
CLINICAL OUTCOME: Minor – Positive 
OPERATIONAL PERFORMANCE: Moderate – Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Minor – Positive  
ACCESSIBILITY / WAITING TIMES: Major – Positive  
STAFF: Major – Positive  

Equality Impact 
Assessment 

No equality implications. 
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ANNUAL REPORT 

 
Complaints, PALS (Patient Advice & Liaison Service) and Plaudits 2018/19 

 
1.  Introduction:  Portsmouth Hospitals NHS Trust continues to recognise the importance of 

feedback from those who use our services, both positive and negative, and how this is 
essential to ensuring that there is continuous improvement of the services we provide.  This 
report summarises the complaints and PALS activity and performance for the year 1 April 
2018 to 31 March 2019.   

 
Although Trust staff work very hard to provide the best possible care for our patients, it is 
recognised that at times things may not go as well as expected.  When this happens, the 
Trust tries to encourage patients, relatives and visitors to share their views with staff as this 
allows the opportunity for early resolution of any failure or error that may have happened.  
This also provides the Trust with an opportunity to learn where there may be areas that are 
failing to meet the standards expected and appropriate action can be taken to improve the 
experience of our patients, relatives and visitors as we continually strive to exceed 
expectations.  

 
This report also highlights the improvements to services that have been implemented as a 
direct result of the complaints and concerns received. 
 

2.  Complaints Management Process:  The Trust’s complaints handling process and policy 
are compliant with the overall framework for NHS complaint handling as laid down in the 
Local Authority Social Services and National Health Service Complaints (England) 
Regulations 2009, and the CQC (Care Quality Commission) Regulation 16 (Receiving and 
acting on complaints), and the PHSO (Parliamentary and Health Service Ombudsman) 
“Principles of Complaints Handling, Remedy and Administration” (2009): 

 Getting it right  
 Being customer focused  
 Being open and accountable  
 Acting fairly and proportionately  
 Putting things right  
 Seeking continuous improvement 

 
3.  National Standards:  The Trust has reported 99.7% compliance with the Department of 

Health standard for complaints acknowledged within 3 working days.   Unfortunately 2 
complaints were received at Trust Headquarters, but not acknowledged within the required 
deadline.  New processes have been put in place as a result to ensure that this does not 
happen again. 
 

4. Contract Requirements:  The Trust has complied with the requirement to provide the 
Clinical Commissioning Groups with monthly, quarterly, and annual numbers of complaints 
and PALS contacts by category and outcome and how complaints have led to service 
delivery improvements. 
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5. Complaints Activity 
 

a) Trust wide position:  Following another busy year for the Trust, it is noted that there has 
been a 15% increase in the number of complaints received compared with last year (from 
614 complaints to 704).   
 
The table below shows that although Medicine and Urgent Care Division received the most 
complaints, Surgical and Outpatients Division saw the biggest increase (22%) in complaints 
compared to last year’s figures.  Of note, Corporate Services saw a 26% reduction in 
complaints. 

 
Division 2016/17 2017/18 2018/19 Variance  

Medicine & Urgent Care Division 296 238 279 ↑41 (17%) 

Networked Services Division  122 108 121 ↑13 (12%) 

Clinical Delivery Division 42 40 37 ↓3 (7%) 

Surgical and Outpatients Division  236 205 250 ↑45 (22%) 

Corporate Services Division 3 23 17 ↓6 (26%) 

Total 699 614 704 ↑90 (15%) 

 
b) Quarterly Comparison:  There was a gradual increase in complaints over each of the four 

quarters of this year, returning to similar figures of that seen back in 2015/16. 
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c) Monthly Comparison:  Although more complaints were received this year, the monthly 
pattern was fairly consistent compared with previous years. 
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d) Complaints per Care Group:  Due to increased demand on both the Urgent Care and 
Audiology Services, the Trust saw an expected increase in complaints/concerns involving 
delays in treatment at these areas.  The table below shows that Head and Neck Care Group 
saw the number of concerns double since the previous year – this increase is almost 
certainly connected with the significant amount of pressure that has been on the service due 
to the high number of vacant audiologist posts.   

 
In order to address this problem, the Trust agreed to recruit additional locums, with the aim 
of reducing the maximum wait for patients to 52 weeks, which was achieved by the end of 
March.  For the year ahead, the Trust has agreed with our Commissioners to have an 
additional £420k funding to retain the additional locums with the system wide agreement to 
achieve and maintain 35 weeks maximum wait time for routine patients (this cost also 
includes hearing aid devices). 

 
CARE GROUPS 2015/16 2016/17 2017/18 2018/19 Variance 

Critical Care, Theatres, Anaesthetics 18 12 9 15 ↑06 

Corporate Services 7 3 23 17 ↓06 

Clinical Support Services 35 29 30 22 ↓8 

Medicine   128 139 98 113 ↑15 

Urgent Care 103 121 106 127 ↑21 

Older Persons Medicine 31 35 34 39 ↑05 

Women & Children 62 76 73 70 ↓03 

Renal & Transplant 10 17 8 16 ↑06 

MSK 86 76 66 75 ↑09 

Head & Neck 43 62 43 87 ↑44 

Surgery & Cancer 123 122 124 123 ↓01 

TOTAL 648 692 614 704 ↑90 
 

6. Deadline for making formal complaints:  As per the statutory NHS Complaints 
Regulations, 2009, the time limit for making a formal complaint, is 12 months from the date 
the complaint occurred or the date on which the matter came to the attention of the 
complainant.  In total, 148 (21%) of the complaints received in 2018/19 involved incidents 
which occurred in previous years.  Despite this, the Trust carried out an investigation as 
there was still sufficient information available to provide a helpful response. 

 
7. Targets:  This year 193 complaints (27%) met the 30 working days local deadline.  This is a 

13% reduction from the year before.   
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ongoing
10%

Within 30 w/d
27%

31-50 w/d
32%

51-80 w/d
23%

Over 81 w/d
8%

Response timescales (2018/19)
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In the majority of complaints, the response breached because of the pressure on the 
hospital causing the Care Group staff to have less time to complete a thorough investigation 
and draft a written response.  Work is underway with the Divisional Nurse/AHP Directors 
and Governance Leads to ensure that this performance is improved in the year ahead. 

 
8. Re-opened Complaints:  Once an investigation is complete the Trust provides a written 

response. If the complainant is unhappy with the outcome or would like to meet with staff to 
discuss in more detail, they are encouraged to contact the Complaints Team. This to allows 
us to re-open the complaint and request further comment from the Care Group, or make 
arrangements for a local resolution meeting.   
 
In total this year 124 (18%) complaints were re-opened. This is very similar to 2017/18 
(17%).  When breaking down the reason for a second response, it is noted that in  
- 38 cases (31%) the complainant accepted the Trust’s offer of a meeting with staff  
- 86 (69%) raised new issues, disagreed with the Trust’s findings or felt that some issues 

had not been addressed. 
 
To support a robust and comprehensive response to patients and families making a 
complaint, the Trust continues to encourage all complainants to meet with staff to discuss 
their complaint face to face.  The offer of a meeting is made in the initial acknowledgement 
letter, in the written responses to complex complaints, and also at the evaluation stage.    
 
Offering meetings from the outset, followed by a written response, helps to provide 
assurance that the Trust has a robust and flexible complaints handling process. 

 
9. Subjects:  The data charts below demonstrate that ‘Aspects of Clinical Treatment’ remains 

the category with the largest number of complaints (275 – 39%) which is a reflection of the 
variety of sub-categories recorded under that subject code on the Trust’s database (Datix) 
system.  

 
The table below also shows increases in 4 of the top 5 subjects, particularly “Outpatient 
Appointment Delay/Cancellation” which is in keeping with the rise in complaints about the 
Audiology Service.  
 
As a result of focussing on this area for the last two years a reassuring reduction in 
complaints about patient’s being discharged, transferred and admitted was seen this year. 
 

Category 2015/16 2016/17 2017/18 2018/19 Variance 

Aspects of Clinical Treatment 242 295 262 275 5%↑ 

Communication (Written/Oral) 92 86 58 87 50%↑ 

Admission, Discharge, Transfer 71 94 77 61 21%↓ 

Staff Behaviour and Attitude 56 66 76 81 7%↑ 

Outpatient Appointment Delay/Cancellation 53 57 32 52 62%↑ 
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10. Breakdown of subject ’Aspects of Clinical Treatment’:  The diagram below shows the 
top 5 categories under this subject.  A significant increase is seen in concerns about 
“delay/failure to diagnose” and on review of the data it appears that a large number of 
concerns were registered under Medicine and Urgent Care Division. 
 
Although there was a significant reduction in the number of complaints recorded as “Poor 
Nursing Care” this may be attributed to the change in the recording of complaints on Datix 
as other subjects have been created over the last two years which used to be under this 
subject heading (e.g. food and hydration, falls, poor aftercare).  
 

 
 

11. Outcome of investigations:  Following investigation of the 704 new complaints received, 
the following outcomes were agreed: 

 

Outcome Total 

Upheld 231 

Partially Upheld 224 

Not Upheld 222 

Withdrawn 16 

On-going 11 
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12. Continuous improvement:  The following are examples of some of the changes and 
 improvements made as a result of complaints received during 2018/19: 

 
You said We did 

Diagnostic Imaging:  Tumour was not 
picked up on MRI scans done in 2011 and 
2014.  Recent MRI scan shows tumour and 
states it was evident in the previous scans. 
 

 
Confirmation given that whilst the lesion is now clearly visible on post-
contrast imaging in 2018, it was less conspicuous on non-contrast scans 
in 2011 and 2014, and was only detected in retrospect.  Change now in 
place which means that all follow-up patients receive post-contrast scans 
to improve visibility.   

 
Bereavement Service:  Bereavement 
Officer contacted family, post-cremation, 
and advised them that their baby was still in 
the hospital's mortuary so family questioned 
whose baby had been cremated. 
 
 
 
 
 
 
 

Additional checks have now been made by the Bereavement Team’s 
processes to ensure that this does not happen again; 
 

• Any delayed paperwork received in the Bereavement Office will be 
checked with the Mortuary Team before contacting any parents 
about funeral arrangements.  

• The Patient Administration System will now be used by the 
Bereavement Service staff to double check admission and discharge 
for patients.  

 The Mortuary Service has now reinstated the procedure for daily 
updates of babies that are received by the Mortuary.  

Medicine Care Group: Relatives felt there 
was a lack of good nursing care; reporting 
that a patient was encouraged to soil self, 
no assistance given when going to 
bathroom, poor discharge arrangements 
and general lack of basic care. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Reminder given to all Ward staff that they must: 
 be aware of procedures and good practice for measuring a patient’s 

fluid output. 
 always check a patient’s dietary status and ensure that the 

information above the patient’s bed is kept accurate and up to date. 
 review Trust policy on ensuring that patient wristbands are checked 

and renewed on admission to new wards.   
 be aware of the importance of effective communication with families 

in future.    
 ensure that all patients have clean beakers and straws at least once 

a day. 
 review the Trust’s Medicines Management Policy and the process 

for appropriately managing the drug trolley has been discussed at 
their Team Meetings.  

 
Ward staff have now reviewed their processes on how they ensure that 
Agency staff are kept informed and communicated with to ensure they 
know how to appropriately refer a family member who has questions or 
concerns. 

Older Persons Medicine: Patient was 
discharged in unfit state, no aftercare 
provided, GP received no information about 
mental health and DOLS alert placed, also 
staff giving information to family member 
who was not next of kin. 
 
 
 
 

 
Senior Lead Nurse informed complainant of the training that is going on 
within the Trust regarding mental health care and treatment and  that 
there are now Mental Health Liaison Officers available to aid and advise 
staff within the hospital. 
 
Care Group Director contacted the Patient Experience Team regarding 
the suggestion of training for family members and shared complaint with 
Lead Nurse for Dementia to ensure that lessons are learned from 
patient’s experience and shared with staff to help improve our standards 
of care. 

 
Acute Medical Unit:  Patient suffered a fall 
on the unit which family believe led to their 
death.  
 
 
 

 
Recommendations; 
1. The Falls Policy and post-falls care plan/sticker were reviewed to 

consider specific guidance about anticoagulant use.  Personal 
feedback to admitting SHO regarding clinical reasoning and rationale 
for ACS protocol in this individual patients along with consideration of 
renal impairment influencing prescribing practice.  
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2. Trust staff offered additional training on recognition and management 
of delirium, especially linked to inpatient falls.  

3. Staff asked to help empower family members to raise specific 
concerns relating to changes in their loved ones’ condition, however 
subtle.  These concerns should inform the ongoing assessment 
process and plan of care. 

4. The reliability of feedback through the governance framework for 
delayed diagnosis of harm due to an incident reviewed and improved 
(i.e. if an injury such as fracture or subdural haematoma is identified 
in another area the mechanism for updating the incident report needs 
to be more robust). 

5. Training now incorporates pain assessment and management in 
patients with intermittent confusion, delirium and fluctuating capacity.  
Individual feedback to ACP who assessed patient’s pain, regarding 
prescription of analgesia. 

Breast Screening Service: 5 month delay 
in any action being taken following MRI 
scan.  
 
 
 
 

 
Shortcoming identified in the design of how examination reports were 
communicated and acted upon.  Procedures were consequently reviewed 
and modified to reduce the likelihood of this happening again.  
Radiologists reporting MRI scans now refer urgent/significant abnormal 
findings for Multidisciplinary Team meeting discussion directly, rather than 
waiting for individual clinicians to pick up the reports subsequently until 
such time as this can be automated. 

Renal Unit: Concern that due to lack of 
fistula monitoring, patient had to undergo 
emergency surgery. 
 
 
 
 
 
 
 
 
 
 
 
 

 
Staff have all been reminded to clearly document in the communication 
diary and the patient’s notes when transonic readings are due to be 
undertaken.  Senior staff will continue to roll out training on transonic 
monitoring and liaise with the Access Team as indicated.   
 
On-going liaison with the Access Specialist Nurses to ensure that once a 
new standard operative procedure is agreed then it must be implemented 
and communicated to all staff.  Staff will support the access monitoring 
programme across all sites. 
 
Until this new standard operating procedure is in place, the Trust have 
implemented a specific patient documentation to record transonic 
readings, these will be submitted to the Access Team for review, data 
download is currently undertaken by the Access Team and not routinely 
disseminated with any plans/instructions/actions. 

 
13. Severity of Complaints: The Trust has a standardised process for assessing and grading 

risks to patient safety which come to light after incidents, complaints and claims are 
received.  This grading is only used as an aid to decision making and is not meant to 
replace clinical or management judgement in regard to the significance of an event.   

 
 During last year the majority of complaints (71%) were graded as Moderate Risk, this is a 
 10% increase from last year’s figures, but it is reassuring to note that the number of high 
 risk (Major) complaints reduced by 6% since last year. 
 

GRADE OF SEVERITY 2015/16 2016/17 2017/18 2018/19 % 

Negligible/Minor 158 182 74 121 17% 

Moderate  402 425 452 500 71% 

Major 88 85 88 83 12% 

 
ESCALATIONS No. % 
PALS escalated to Formal Complaints 47 7% 
Complaints linked with SLE (Safety Learning Event) 27 4% 
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14. PATIENT ADVICE AND LIAISON SERVICE (PALS) 
 

a) Performance:  A total of 5,186 PALS contacts were received during 2018/19 which is a 6% 
increase from the year before.  The majority of concerns were resolved within 5 working 
days and only 1% of concerns (47) had to be escalated to a formal complaint. 

 
b) Yearly and monthly comparison:  PALS contacts appear to have been consistent each 

month, but due to staffing difficulties resulting in the PALS desk having to be closed for 
some time, figures reduced more significantly in December during this year.   

 

 
 
15. Method of contact: PALS aim to be accessible to all through a range of means and this 

year there were similar amounts of people using the telephone service as well as presenting 
to the PALS desk which helps with the Trust’s objective of resolving concerns with minimum 
formality and where possible with a single telephone/e-mail conversation.   
 
A total of 365 (7%) people contacted PALS through social media platforms (e.g. Care 
Opinion, NHS Choices, Twitter and Facebook). 
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16. Trustwide themes for 2018/19: Below are the top 5 themes coming from the contacts 

received through the combination of Complaints and PALS.  PALS saw a large number of 
concerns about outpatient appointment delays and cancellations (ENT, Ophthalmology and 
Gastroenterology). 
 

 
 

17. Parliamentary and Health Service Ombudsman (PHSO):  The Trust received notification 
of 4 complaints which were referred to the PHSO during 2018/19; a continued reduction 
from the previous years.   
 
The summary table below shows that all 4 complaints have now been reviewed and not 
upheld by the Ombudsman as they were satisfied with the Trust’s handling of the complaint 
at local level. 
 

PHSO 
Total 
rec'd 

Under 
review Upheld 

Part 
upheld 

Not 
upheld 

2016-17 13 0 0 3 10 
2017-18 12 0 1 7 4 
2018-19 4 0 0 0 4 

 
18. Plaudits/Compliments:  The Trust has set out the standard operating definition of a plaudit 

as set out below: 
 

 A formal communication of thanks in the form for example of a letter, note, card or e-mail 
 The provision of a gift, including chocolates, biscuits or other food or refreshments 
 The donation of a sum of money 

 

For the reporting period 2018 to 2019 the Trust received 4,997 compliments.  Although staff 
are always extremely grateful to receive compliments from patients or their relatives, these 
also provide an opportunity for the Trust to learn where things have gone well so that we 
can try to share the good practice to other areas that may need improvement.  Examples of 
plaudits received include the following: 
 
Orthopaedic Unit:  “Couldn’t fault the staff for all there help with my son and his surgeon 
and team when he had a knee reconstruction he’s only 15yrs old. Thanks everyone”. 
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Emergency Department:  “I would like to thank all the people from the ED and especially 
all the people in ward C7 for the great care to help me overcome my operation. Such 
excellent and caring people, thank you”. 
 
ENT Department: “I had an ear repair operation, staff were amazing the whole time right 
through from Anaesthesia who put me at ease; through surgery who fixed a hearing 
problem I'd had for a decade; to the recovery team on the day surgery ward who treated me 
like Royalty. Fantastic experience, huge thanks”. 
 
Urology Department:  “I was referred to this department following a high psa test. I 
received excellent treatment very quickly and my consultant went the extra mile to get quick 
results to tests to put my mind at rest”. 
 
Breast Screening Service:  “After working as a junior doctor in this hospital for many 
years, I was treated from the other side today. Having insight into the stresses staff are 
under, I wanted to thank the amazing HCAs, nurses, receptionist, surgeons and volunteers 
and lovely recovery team today at QAH. An amazing breast service from the 2 week wait 
until the surgery the service and staff have been world class”. 

 
19. Complaints Evaluation:  Two weeks after a written response has been sent, the Complaints 

Team will send an evaluation questionnaire to all complainants either by post or by e-mail, or 
make a telephone call, depending on the method of contact used by the complainant.  Below 
is the percentage of positive responses received: 
 

5 Key Questions - percentage of positive responses 2016/17 2017/18 2018/19 

1. I felt confident to speak up 80% 91% 86% 

2. I felt that making my complaint was simple 86% 82% 73% 

3. I felt listened to and understood 74% 59% 59% 

4. I felt that my complaint made a difference?  48% 51% 44% 

5. I would feel confident to make a complaint again 
in the future 88% 83% 81% 

 
Examples of some of the feedback received from complainants: 
 

"There were a couple of delays but I was kept updated via email" 

"More work needs to be carried out on explaining why complaining is so important when something 
doesn’t feel right!" 

"The complaint process could be done quicker and an outcome carried out. The whole thing takes to 
long and is distressing"   

“I think everyone should get a form when they are discharged so people have the information of how 
to make a complaint" 

“A face to face discussion with impartial representatives would be beneficial. Also by the time we 
received a response my father had been discharged so quicker turnaround would improve the 
process” 

"My complaint took longer than the 30 days stated. However I was mostly satisfied with the 
response" 

"Your process for dealing with complaints is fine it is the fact that I felt that I needed to complain is the 
problem. Improved communication and an understanding by staff that the patient comes before the 
system will help" 

"I found the complaints procedure was very good I can't see anything to improve"  
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a) Questions 3 and 4:  From the review of the feedback received on the complaints 

process, we saw similar responses to Questions 3 and 4; it should be noted, however, 
that although the Trust will always apologise for any distress caused by an incident 
involving staff of services, it may be that following an investigation, allegations were not 
felt to merit a change in process which can cause people to feel that their complaint was 
not understood or would make a difference.  

 
b) Question 2:  It is disappointing to see that only 73% of people felt that making a 

complaint was simple and the Complaints Team are liaising with PALS to try to ensure 
that this is improved.  It should be noted, however, that the following methods are 
available for people to share their concerns: 

 
- Comprehensive details of the complaints process or contacting PALS on the Trust’s 

website, with “contact us” form available for people to complete and contact either Team 
direct. 

 
- Freephone and contact numbers and dedicated e-mail addresses are available and 

displayed on the Trust website, as well as posters and leaflets throughout the hospital  
 
- PALS also have a drop in office (Monday to Friday) in the main atrium of the hospital. 
 
- Social medial is monitored every day by PALS to respond to any concerns or comments 

left on social media (including Care Opinion, NHS Choices, Twitter and Facebook). 
 
- Copy of the PALS Charter is displayed on every ward and leaflets and posters are 

available in all areas.   
 
- PALS are also advertised in the Patients’ Guide  
 
- The Head of Complaints & PALS met with Fareham Talking News to record an interview 

about how to raise concerns which was shared with a large group of local residents who 
have visual impairments. 

 
- Volunteers work alongside PALS by visiting inpatient areas and speaking to patients 

about their admission and taking note of any concerns or offering a PALS leaflet to allow 
them or their relatives to get in touch and discuss any concerns. 

 
- Complaints Handling and Customer Care workshops are provide for all staff which offers 

training on how staff can ensure that people’s voices are heard and that they are 
listened to and respected while under our care.  Staff attending these two hour 
workshops have commented that they found the time helpful to reflect on their behaviour 
and that of their colleagues and consider how they might make changes at their 
workplace to ensure that people feel welcome and supported, which in turn we hope will 
avoid the need for people to have to complain about their experience. 

 
20. Conclusion:  The Trust will continue to monitor feedback of the complaints process and 

identify ways of improving people’s experience of having made a complaint or raised a 
concern.   
 
It is important for Trust staff to ensure that people feel confident to speak up when they 
have concerns, that they feel confident that they will be listened to and that appropriate 
action will be taken by the Trust to avoid this happening to others. 

 
 
Marion Brown, Head of Complaints and PALS  
(July 2019) 
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Executive 
summary 

This paper provides a summary of the outcome of Portsmouth Hospitals NHS 
Trust Emergency Preparedness, Resilience and Response (EPRR) annual 
assurance self-assessment submission to NHS England in 2019. 
 
All NHS Organisations are required to prepare for and respond to a wide range of 
incidents or emergencies that could impact on health or patient care. This is 
underpinned by legislation contained in the Civil Contingencies Act 2004 and the 
NHS Act 2006 (as amended).  This work is referred to in the health service as 
‘Emergency Preparedness, Resilience and Response’ (EPRR). 
 
The minimum requirements which commissioners and providers of NHS funded 
services must meet are set out in the current NHS England Core Standards for 
EPRR.  The Trust is required to submit an annual compliance self-assessment to 
their lead CCG against the EPRR Core Standards utilising the compliance ratings. 
In the 2019 EPRR Core Standards there are 64 standards that an acute trust must 
assess its level of compliance against Annual National Assurance Process. 
 
On 12th September 2019 a meeting with the Clinical Commissioning Group 
discussed the Trust’s self-assessment. This found the Trust to be fully compliant 
with 53 of these standards, partially compliant with ten and non-compliant with 
one; this position is rated as partial compliance.  
 
The areas of partial compliance are: 
 

1. CS11 Critical Incidents 
2. CS12 Major Incident 
3. CS14 Cold Weather 
4. CS15 Pandemic Influenza Plan 
5. CS16 Infectious Disease Plan   
6. CS18 Mass Casualty Plan 
7. CS20 Shelter and Evacuation Plan 
8. CS21      Lockdown Plan 
9. CS52      Business Continuity Plan 
10. CS55     Business Continuity Plan 
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The area of non-compliance was CS40 (Executive LRHP Attendance) 
 
A work programme for these core standards is presented as Appendix 1 in the 
EPRR Annual Assurance Report.  
 
In addition the internal report has recently been finalised highlighting the same 
areas for improved compliance.  This will be presented at the next audit 
committee meeting.    
 

Appendices 
attached 

Appendix A – EPRR Annual Assurance Report 
 

Recommendations The Board is requested to note the Annual Assurance Report 

Next steps The actions arising from this work are included in the work programme in 
Appendix A. 
 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

  
 

   

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 



 
    

Links to Board 
Assurance 
Framework 

BAF 10 (There is insufficient evidence that the Trust’s emergency preparedness, 
response and resilience plans are embedded) 
 

Links to Board Risk 
Register 

1682 (Risk of service interruption if 2019/20 flu outbreak is severe and causes 
reduced staffing levels) 
1683 (Risk of patient harm or mismanagement of care if 2019/20 flu outbreak is 
severe and causes hospital to become overcrowded) 

Compliance / 
Regulatory 
Implications 

The full list of legislative and regulatory considerations applying to the EPRR 
Annual Assurance Report are set on in Section 1.1 of Appendix A. 

Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No equality implications. 
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Executive Summary  
 
This paper provides a summary of the outcome of Portsmouth Hospitals NHS Trust 
Emergency Preparedness, Resilience and Response (EPRR) annual assurance self 
assessment submission to NHS England 2019. 
 
 
Section 1 outlines the requirements on NHS organisations to have arrangements in 
place to prepare for and respond to a wide range of incidents and the legislation and 
guidance that govern that planning. 
 
Section 2 summarises the annual EPRR assurance process and the Trusts overall 
level of compliance. 
 
Section 3 details the progress the Trust has made in the last 12 months including 
the development of new plans and policies, training and exercising undertaken and a 
review of live incidents.  
 
Section 4 identifies the remaining areas of non compliance associated work 
programme to ensure compliance.  
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1.0 INTRODUCTION  
 
All NHS Organisations are required to prepare for and respond to a wide range of 
incidents or emergencies that could impact on health or patient care. These could be 
anything from extreme weather events, infectious disease outbreaks, terrorist attacks 
to major transport accidents. Furthermore, NHS Organisations must be internally 
resilient and be able to respond safely to such incidents, or other internal disruptions, 
whilst maintaining its services to patients.  This is underpinned by legislation 
contained in the CCA 2004 and the NHS Act 2006 (as amended). 
 
The CCA 2004 specifies that responders will be either Category 1 (primary 
responders) or Category 2 responders (supporting agencies).  Portsmouth Hospitals 
NHS Trust is classed a Category 1 Responder under the CCA2004. 
 
Category 1 responders are those organisations at the core of emergency response 
and are subject to the full set of civil protection duties:  
 

 assess the risk of emergencies occurring and use this to inform contingency 
planning  

 put in place emergency plans  
 put in place business continuity management arrangements  
 warn, inform and advise the public in the event of an emergency  
 share information with other local responders to enhance co-ordination  
 cooperate with other local responders to enhance co-ordination and efficiency  

 
This work is referred to in the health service as ‘Emergency Preparedness, 
Resilience and Response’ (EPRR). 
 
1.1 EPRR Guidance and Legislation 
 
The following legislation, regulation, conditions and guidance have been used to 
inform the trust’s EPRR work programme:  
 

 The Civil Contingencies Act 2004 (and its associated regulatory, statutory and 
non- statutory guidance)  

 The NHS Act 2006 as amended 
 Section 46 of the Health and Social Care Act 2012  
 NHS England Emergency Preparedness, Resilience and Response 

Framework Nov 2015  
 NHS Core Standards for Emergency Preparedness, Resilience and Response 

July 2019 
 NHS England Business Continuity Management Framework (service 

resilience)  
 National Occupational Standards for Civil Contingencies  
 BS ISO 22301 Societal security – Business continuity management systems  
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2.0 EPRR FRAMEWORK  
 
 
Under the EPRR Framework providers of NHS funded services are to:  
 

 Support Clinical Commissioning Groups (CCGs) and NHS England, within 
their health economies, in discharging their EPRR functions and duties, locally 
and regionally, under the CCA 2004  

 Have robust and effective structures in place to adequately plan, prepare and 
exercise the tactical and operational response arrangements both internally 
and with their local healthcare partners  

 Ensure business continuity plans mitigate the impact of any emergency, so far 
as is reasonably practicable  

 Ensure robust 24/7 communication “cascade and escalation” policies and 
procedures are in place, to inform CCGs and healthcare partners, as 
appropriate, of any incident impacting on service delivery  

 Ensure that recovery planning is an integral part of its EPRR function  
 Provide assurance that organisations are delivering their contractual 

obligations with respect to EPRR  
 Ensure organisational planning and preparedness is based on current risk 

registers  
 Provide appropriate director level representation at LHRP(s) and appropriate 

tactical and/or operational representation at local health economy planning 
groups in support of EPRR requirements  

 
2.1 EPRR assurance process  
 
The minimum requirements which commissioners and providers of NHS funded 
services must meet are set out in the current NHS England Core Standards for 
EPRR.  These standards are in accordance with the CCA 2004 and the NHS Act 
2006 (as amended).   The NHS Standard Contract Service Conditions require 
providers to comply with EPRR Guidance. Therefore commissioners must ensure 
providers are compliant with the requirements of the Core Standards as part of the 
Annual National Assurance Process. 
 
This process incorporates four stages:  
 
1. EPRR Self assessment  
2. Local Health Resilience Partnership (LHRP) confirm and challenge  
3. NHS England regional EPRR team confirm and challenge  
4. NHS England national EPRR team confirm and challenge  
 
Based on this process, NHS England will submit a national EPRR assurance report 
to the NHS England Board. The report is then shared with the Department of Health 

and Social Care (DHSC) and the Secretary of State for Health and Social Care 
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2.2 EPRR Self Assessment  
 
Under stage 1 the Trust is required to submit an annual compliance self assessment 
to their lead CCG against the EPRR Core Standards utilising the compliance ratings 
shown in figure 1. 

 

 

Fig 1. EPRR individual core standard compliance ratings  
 
In the 2019 EPRR Core Standards there are 64 standards that an acute trust must 
assess its level of compliance against, these are split into ten domains:  
 
1. Governance  
2. Duty to risk assess  
3. Duty to maintain plans  
4. Command and control  
5. Training and exercising  
6. Response  
7. Warning and informing  
8. Cooperation  
9. Business continuity  
10. Chemical Biological Radiological Nuclear (CBRN).  
 
An overall assurance rating will be assigned based on the percentage of Core 
Standards for EPRR which the organisation has assessed itself as being ‘fully 
compliant’ with.  The thresholds for each overall EPRR assurance rating are shown 
in figure 2. 
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Fig 2. EPRR Overall Assurance Rating   
 
2.3 PHT Assurance Rating  
 
On 12th September the Trust Director of Delivery & Performance, the Emergency 
Preparedness, Resilience and Response Interim Officer and the newly appointed 
Emergency Preparedness. Resilience and Response Officer attended a formal 
confirm and challenge meeting with the CCG and presented a self assessment 
demonstrating compliance with 53 of the core standards (refer to figure 3).   

Therefore the Trust considers itself to be a position of Partial Compliance 
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Core Standards 
Total 

standards 
applicable 

Fully 
compliant 

Partially 
compliant 

Non 
compliant 

Governance 6 6 0 0 
Duty to risk assess 2 2 0 0 
Duty to maintain plans 14 6 8 0 
Command and control 2 2 0 0 
Training and exercising 3 3 0 0 
Response 7 7 0 0 
Warning and informing 3 3 0 0 
Cooperation 4 3 0 1 
Business Continuity 9 7 2 0 
CBRN 14 14 0 0 
Total 64 53 10 1 

     
Deep Dive 

Total 
standards 
applicable 

Fully 
compliant 

Partially 
compliant 

Non 
compliant 

Severe Weather response 15 15 0 0 
Long Term adaptation planning 5 5 0 0 

     Total 20 20 0 0 
 

Figure 3. PHT EPRR Assurance  
 
In addition each year a ‘deep dive’ is conducted to gain additional assurance into a 
specific area. This year the deep dive was focused on Long Term Adaptation 
Planning.  The self assessment against the deep dive standards does not contribute 
to the organisation’s overall EPRR assurance rating and was reported separately.  
 

3.0 EPRR PROGRESS 2018/19 
 
The Trust has gone through a number of changes since late 2018 when the 
appointed EPRR Officer left the organisation so went through a recruitment process 
and appointed a new EPRR Officer in early 2019 however this appointment was 
short so the Trust sort a consultant to take up this role as Interim until a new EPRR 
Officer was appointed in September of this year. To add to these changes the 
support for the EPRR Officer with regards a part time trainer moved to another 
position within the Trust and the Chief Operating Officer left the Trust so the portfolio 
has been stretched appointed a full time EPRR Officer in November 2017. 
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It should be acknowledged that this turmoil within the portfolio could have resulted in 
the Trust having a position as Non Compliant would it have not for the hard work 
carried out by the interim EPRR Officer.   
 
3.1 EPRR Plan and Policy Review  
 
As part of the EPRR Core Standards a full review of the existing Emergency Plans 
and Policies was undertaken and it found all plans were up to date and well written 
however they haven’t been exercised to ensure they actually are correct and having 
not exercised them, no learning could be identified.   
 
In addition to overarching generic plans and policies the Trust is required to have 
effective arrangements in place to respond to the risks the Trust is exposed to, 
including emergency plans that cover specific risks and threats. A Trust Lockdown 
Plan has been produced in line with the National Guidance that outlines 
arrangements for the Trust to ensure patients, visitors and staff, is as safe as 
reasonable practical if a person/s were to have weapons that they were intending to 
use against the public.  This plan has been exercised and further exercises are 
planned to enhance the work already completed.  
 
Taking into account lessons learned during winter 2018/19 and the associated 
pressures in the Trusts Mortuary, the Trust Mortuary Capacity and Excess Deaths 
plans have been matured to incorporate mutual aid arrangements with neighbouring 
Trusts and triggers for requesting NHSE support. This has also included identifying 
mortuaries that can support a Mass Casualty Incident similar to the Manchester 
Bomb as specific mortuaries would be used just for that incident and this Trust has 
been asked to consider if it would be the specific mortuary for this area. 

3.2 Training and Exercising  
 
In line with the new EPRR Plans and Policies a Training Needs Analysis and 
Training Programme have been completed with key roles identified and tailored 
training packages produced in line with the Skills for Justice (SFJ) National 
Occupational Standards (NOS) for Emergencies 
 
EPRR and Incident Response Plan Training have been delivered to the EPRR 
Responsible Persons, Duty Hospitals Managers, On Call Managers and On Call 
Directors.  Training sessions for Loggists are delivered on a monthly basis and 
continue to be well attended to ensure the Trust has access to a large pool of trained 
volunteers to support the Trust during an incident. 
 
The Emergency Department have identified lead trainers that have completed an 
Ambulance Service Hazardous Area Response Team (HART) train the trainer 
programme qualifying them to deliver HAZMAT / CBRN training in house.  Full day 
session are delivered quarterly to Emergency Department staff and incorporate 
HAZMAT / CBRN equipment including setting up the decontamination tent.    
 
In addition a training package for Initial Operational Response (IOR) to self 
presenting patients that may have been contaminated but which the cause is 
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unknown, has been produced and sessions are ongoing with Reception Staff, 
Security and Volunteers.   
 
The Trust is required to hold a live exercise (LIVEX) every three years, a table-top 
exercise every year, and a communications cascade every six months.  The focus in 
the last year has been on producing the necessary plans and polices and training to 
those plans in line with the EPRR Core Standards.  The next phase is to embed the 
plans and training through a programme of exercising. 
 
The Trust is now overdue a full LIVEX, however has demonstrated effective 
command and control processes through the management of a series of Business 
Continuity Incidents, Critical Incidents and a declared Major Incident in the last year.  
The Trusts LIVEX is scheduled for Nov 2019.   
 
3.3 Live Events / Incidents 
 
In the last year the Trust has responded to a number of internal and external 
incidents that weren’t necessarily Major Incidents but the Trust was prepared to 
manage them if they were to be escalated. 
 
Following a period of severe cold weather there was a risk of heavy snow fall on the 
31st January so the Trusts sent out information to staff of what preparations were 
being done including rest areas for staff that may not be able to get home and 4X4 
provision however the forecast was slightly wrong and no snow arrived.   
 
On the 25th February the Trust experienced a suspicious vehicle at the front entrance 
so this caused some senior managers to respond and manage the incident. Once 
staff and patients/visitors were moved away from the entrance and staff in working 
areas were informed, it was found not be a concern so all areas were stood down. A 
mini de-brief was held to identify any learning and this was documented.  

In June there was the D-Day 75th Anniversary and Portsmouth was the focal point for 
world leaders to gather and remember the sacrifice given those years ago so the 
Trust was involved in the planning to manage any incident that could have 
happened. This included having the American Secret Service visiting the hospital on 
a number of occasions to ensure an incident involving the Presidents party would be 
dealt with privately and professionally. On the day a Special Agent was located 
within the Trust to support all eventualities and the Trust was commended for its 
planning and readiness. 
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4.0 WORK PROGRAMME 2018/19 

 
The Trust has identified itself to be Fully Compliant with 53 of the 64 EPRR Core 
Standards Partially Compliant with 10 and Non Compliant in 1 which are: 

Partial Compliant 

1. CS 11 Critical Incident 
2. CS 12 Major Incident 
3. CS 14 Cold Weather 
4. CS 15 Pandemic Influenza Plan 
5. CS 16 Infectious Disease Plan 
6. CS 18 Mass Casualty Plan 
7. CS 20 Shelter & Evacuation Plan 
8. CS 21 Lockdown Plan 
9. CS 52 Business Continuity Plan 
10. CS 55 Business Continuity Plan 

 

Non Compliant 

1. CS 40 Executive LRHP Attendance 

It is noted that a lot of hard work has been done by the interim EPRR Officer to get 
the Trust up to Partial Compliant and this self assessment has been done to be 
stringent so not to paper over the cracks. Last years assurance, if done in the same 
stringent way, may have given a different compliance that was achieved. 

A work programme has been produced to progress those core standards currently 
assessed as partially compliance to a position of full compliance, as shown below.
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Appendix 1: EPRR 2019/20 Action Plan:  
 
V1 – September 2019 
 
Portsmouth Hospitals NHS Trust has been required to assess itself against the NHS Core Standards for Emergency Preparedness, 
Resilience and Response (EPRR) as part of the annual EPRR assurance process for 2019/2020. This improvement plan is the 
result of this self-assessment exercise and sets out the required actions that will ensure full compliance with the EPRR Core 
Standards. 
 
This is a live document and it will be updated as actions are completed. 
 
Core standard Current self-

assessed level of 
compliance (RAG 
rating) 

Remaining actions required to be fully 
compliant 

Planned date 
for actions to 
be completed 

Lead name Further comments 

Duty to maintain plans  

 
CS11 Critical Incident 
 

 
Partial 

 
Exercising of plan required 
  

 
Nov 2019 

 
EPRRO   

 
Exercise booked for 
Tuesday 5th Nov 

 
CS12 Major Incident 
 

 
Partial 

 
Exercising of plan required 
 

 
Nov 2019 

 
EPRRO  

 
Exercise booked for 
Tuesday 5th Nov 

 
CS14 Cold Weather 

 
Partial 

 
Plan used but no de-brief conducted. 

 
April 2020 

EPRRO and 
Estates and 
Facilities 

 
To de-brief once 
plan is used 

 
CS 15 Pandemic Flu 

 
Partial 
 

 
Plan due for ratification Oct 2019 

 
Nov 2019 

 
Infection Team 

 
Plan will be live by 
Nov 2019 

 
CS 16 Infectious Disease 

 
Partial 

 
Plan to be exercised 
 

 
March 2020 

 
Infection Team 

 
Exercise to be 
planned by EPRRO 

 
CS 18 Mass Casualty 

 
Partial 

 
Exercising of plan required 
 

 
Nov 2019 

 
EPRRO 

 
Exercise booked for 
Tuesday 5th Nov 

 
CS 20 Shelter & Evacuation 

 
Partial 

 
Trust to liaise with LRF colleagues to 

 
June 2020 

 
EPRRO 

 
Work with LRF 
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 identify buildings which can be used 
locally 

colleagues and 
PHT Fire team 

  
CS 21 Lockdown 
 

 
Partial 

 
Lockdown plan requires further testing 

 
March 2020 

 
PHT Security Team 

 
More testing 
required 

Co-operation  
 
CS 40 LHRP Attendance 

 
Non Compliant 

 
AEO requires to attend 75% of meetings 
 

 
Sept 2020 

 
AEO  

 
Requires 
attendance at 
Executive LHRP 
meetings 

Business Continuity  
 
CS 52 Business Continuity  

 
Partial 

 
PHT Business Continuity Plans required 
for most areas of the Trust + exercising 
 

 
Sept 2020 

 
EPRRO 

Request for BC 
plans from leads. 
Little or no 
response 

 
CS 55 Business Continuity 
  

 
Partial 

 
Assurance of providers requires more 
work to ensure plans are robust 

 
Sept 2020 

 
EPRRO 

 
Plans are being 
exercised due to 
EU exit but more 
required 
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5.0 CONCLUSION  

In summary the Trust has may not have demonstrated significant improvement 
against the EPRR Core Standards since last year but it’s in a very good position to 
rectify the Partial and Non Compliant  points, which will support the Trust to be 
Substantive, if not Fully compliant for next years assessment . What has been 
identified is once the Trust has carried out its live exercise, a majority of the Non 
Compliant points will be acted on and will support embedding de-briefs after 
incidents. 

Over the last year the Trust has shown its resilience and ability to respond to 
Business Continuity Incidents and Critical Incidents and once the live exercise has 
taken place, this will demonstrate it can manage a Major Incident in the same 
resilient way. 

A work plan is in place to progress the remaining areas of Partial and Non 
Compliance ahead of the EPRR Assurance Process in 2020. 
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Committee: WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE  

Date of Meeting: 24TH SEPTEMBER 2019 

Meeting Receiving 
Report: 

TRUST BOARD – 30TH OCTOBER 2019 

Chair: GARY HAY 

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

Agenda Item 
Number: 

241.19 

 
 

Appendix 1: Agenda 

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

 
Agenda 
item 

Items of particular note: 

102.19 
 

Workforce Integrated Performance Report  
 
The Director of Workforce and OD presented the IPR for August 2019 for consideration by the 
committee before submission to the Board. Bank fill rates continued to rise, with over 50% of 
temporary positions now staffed through this means. Substantive and bank pay had risen as a result, 
with wages paid to agency workers continuing to decline; Staff turnover had declined for the 11th 
consecutive month, whilst sickness absence was stable at 3.8%. Appraisal compliance rose to 83.5%, its 
highest level in the last two years but still 1.5% under target. However, essential skills compliance had 
fallen although remained above target.  

 

103.19 Workforce Strategy Quarterly Update  

The Director of Workforce and OD provided an update on the strategy and supporting governance 
structure. Individual work streams report into the Workforce Performance and Governance Meeting 
which then informs the subsequent quarterly updates to the WOD Committee. A tracker is maintained 
to monitor progress, breaking each of the three objectives down into more specific areas of focus. For 
each of these focuses, a lead officer, start & achievement dates and actions for the next quarter had 
been identified. Most of these activities were now underway and on target. The committee requested 
that, in future, the tracker  separate previous activity and future activity together identifying 6 monthly 
milestones. 

104.19 Recruitment and Retention   

The Deputy Director of Workforce introduced the report providing a quarterly update on recruitment 
and retention. She reported that an audit of agency use was underway, which would report in the next 
quarter. International nurses had increased in number, with sponsorships and certificates also rising as 
a result. In terms of domestic nurse recruitment, the Trust had a target of 28.5 full time equivalent 
posts for band 5 nurses over this quarter and had managed to recruit 24.9  Over 30 offers had been 
made to newly qualified nurses. 

Enclosure Number 

8 
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COMMITTEE GOVERNANCE REPORT 
TO THE GOVERNANCE AND QUALITY COMMITTEE 

Committee Report to Trust Board  P a g e  | 2 

Agenda 
item 

Items of particular note: 

The Ward Development Programme had been launched on 12th September 2019 and had piloted over 
two days for a cohort of 14. Initial feedback had been positive and focused on future improvements 
and how the higher staffing levels would operate within their areas. All attendees would measure 
progress via a personal development plan over the course of the coming year. The importance of the 
Trust’s commitment to flexible working was also understood in the context of recruitment and 
retention, as was wellbeing.  

The nursing retention rate was currently stable.  

The committee had a discussion regarding time to recruit metrics. The workforce team would continue 
to consider the most appropriate metrics for this area whilst recognising the available functionality of 
reporting through NHS Jobs.   

 

105.19 Workforce Race Equality Standard  

The Organisational Development Practitioner reported on the standard which had been introduced in 
April 2015. The Trust produced an annual report on race equality demonstrating progress against the 
nine indicators included in the standard. The relevant data had been submitted on 23rd August 2019 
and would be published by the end of September 2019. At the time of reporting, 15.98% of the 
workforce was from a black or ethnic minority (BAME) background, an increase of 2.38% in 2018. The 
highest level of representation was amongst band 5 nurses; the recruitment of overseas staff had been 
a significant factor in this trend. The levels of staff harassment were also now comparable amongst 
white and BAME staff. 

Areas brought to the attention of the committee for further action included the facts that white staff 
were still more likely to be appointed after being shortlisted whilst BAME staff were disproportionately 
the subject of disciplinary proceedings. Conversely, BAME staff were more likely to access non-
mandatory training and continued professional development; nevertheless, they were also more prone 
to abuse from patients, families or the public. In addition, BAME staff were less likely to believe the 
Trust provided equal opportunities for progression and were more likely to experience discrimination 
from their manager or colleagues. Whilst some of the negative areas had improved, further progress 
was required; there was also no voting BAME member on Trust Board. 

Actions put in place to date were discussed including the ‘Beyond Boundaries’ campaign for leaders, 
which had generated very positive feedback and would see the second tranche of candidates start in 
January 2020. Those who had taken part in the first programme would continue to be supported. The 
Passport to Manage programme now included unconscious bias training. The coming year would see 
the annual appraisal audit include analysis of personal development plans by ethnicity, the adoption of 
A Model Employer (a national strategy for improving BAME representation in leadership) and closer 
links with the Trust Police Liaison Officer.  

 

106.19 Workforce Disability Equality Standard  

The Organisational Development Practitioner presented the first report on this standard, which 
featured 10 metrics and had been submitted on 25th July 2019. As with WRES, this would be published 
on 30th September. In total, 5.3% of the workforce had declared a disability; however, the proportion 
identified as disabled in the staff survey was nearly double this. Key finding s to come out included the 
facts that disabled staff were less likely to be appointed after shortlisting, more likely to enter a formal 
capability or disciplinary process and more likely to face abuse from patients, families, public or 
managers. They were also less likely to believe that there were equal opportunities at the Trust, whilst 
76% stated that management had made suitable arrangements to accommodate them. They had a 
lower engagement score and no representation at the Trust Board. 
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COMMITTEE GOVERNANCE REPORT 
TO THE GOVERNANCE AND QUALITY COMMITTEE 

Committee Report to Trust Board  P a g e  | 3 

Agenda 
item 

Items of particular note: 

Actions to address these included a Listening into Action event in June 2019, which had been well 
attended and received. A Disability Staff Network had been launched in September 2019, with a 
Disability Passport and Reasonable Adjustments Policy to be developed in conjunction with this group. 
A campaign to improve declaration rates and educate all staff on visible and hidden disabilities would 
be launched. 

 

107.19 GMC National Training Survey 

The Director of Medical Education presented the report which had previously been considered by Trust 
Leadership Team. Two surveys had been undertaken; one for trainees (deanery trainees rather than all 
junior doctors) and a separate one for trainers 

The survey had been held between March and May 2019 and was supposed to be based on a snapshot 
of perceptions at that precise moment. Despite this, the inclusion of views and experiences from a 
longer historical timeframe could not be discounted. For the trainees, dermatology, surgery, 
rheumatology and neurology had performed significantly above average; for trainers, this applied to 
oral and maxillofacial surgery. The areas performing below average were gastroenterology, 
ophthalmology, some surgery departments and the Acute Medical Unit.  

The two themes identified from the report were the need for trainers to be given time to fulfil that role 
and the provision of general internal medicine training and work was underway to address these.  

 
 
Agenda 
item 

Items for escalation to the Trust Board: 

 None  

 
Agenda 
item 

Recommendations: 

 None 
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WORKFORCE & ORGANISATIONAL DEVELOPMENT COMMITTEE 
 

Thursday 19th September 2019 
14:30 – 17:00 

B Level Meeting Room, Rear of Restaurant, QAH 
 

A G E N D A    
 

Item 
No. 

Time Item Enclosure 
(Y/N) 

Presenter 
 

 
099.19 

 
14.30 

 

 
Welcome, Apologies and Conflicts of Interest 
 

 
N 

 
Chair 

100.19 14.35 Minutes of the last meeting – 21st August 2019 Y Chair 

101.19 14.40 Matters Arising/Summary of Agreed Actions Y Chair 

102.19 14.50 
Workforce Integrated Performance Report and 
Metrics 

To follow DWOD 

103.19 15.10 Workforce Strategy – quarterly update Y DWOD 

104.19 15.30 Recruitment and Retention Y DWOD 

105.19 15.50 Workforce Race Equality Standard Y ODM 

106.19 16.10 Workforce Disability Equality Standard Y ODM 

107.19 16.30 GMC National Training Survey  Y DME 

108.19 16.45 

 
Board Assurance Framework and/or Risk Register 
and referrals to the Audit Committee 
The committee is asked to identify any further additions 
that should be made to the Board Assurance Framework 
and/or Risk Register and to consider if there are any 
referrals to the Audit Committee 
 

N All 

109.19 16.50 
 
Items to be raised with Trust Board 
 

N 
Chair / 
DWOD 

 
110.19 

 
16.55 Any Other Business 

 
N 

 
All 

 
111.19 

 
17.00 Record of Attendance 

 
Y 

 
Chair 

 
 

 
 

Date of Next Meeting 
To note the date of the next meeting is scheduled for 
Wednesday 23rd October 2019 at 09:30, in Room 6, 
Education Centre, Level E, QAH 

 
N 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report FREEDOM TO SPEAK UP 
Board / 
Committee 

TRUST BOARD – 30TH OCTOBER 2019 

Agenda item 
number 

243.19 

Executive lead Lois Howell – Director of Governance and Risk 

Author Jenny Michael – Freedom to Speak Up Guardian 

Date report 
written 

21st October 2019 

Action required Discussion / Noting 

Executive 
summary 

This report will outline the progress, successes and challenges of the FTSU 
agenda for Q1 (April – June 2019) in line with DATA submission for the national 
Guardians Office. 
 
The Freedom To Speak Up Guardian and advocates continue to undertake 
regular activities across the organisation including training for a variety of staff 
groups across the organization (1.0). 
 
A total of 41 concerns were raised during this period which was slightly higher 
than the same period last year, with a higher level of concerns being raised by 
AHPs. Of these concerns 17 are closed; 24 are considered ongoing/open (2.2 f). 
 
Six anonymous concerns were raised via DATIX during this period. 
 
Four concerns were raised relating to patient safety, however these were 
predominantly related to resourcing that individuals felt impacted on the delivery 
of patient care. In all of these cases information was shared with the relevant 
areas for review and feedback to individuals/teams concerned. 
 
Due to changes to data collection by the National Guardians office quarter one 
data has not yet been submitted for general publication. It is likely that both 
quarter one and quarter two data will be requested for submission in the last 
week of October 2019. 
 
A number of new documents / publications have been release by the National 
Guardians office, which include, a revised Self review tool for boards, a Freedom 
to Speak Up index and the prescribed persons report 2019 (4.0). The FTSUG will 
review these and ensure that any identified recommendations or key learning  
forms part of the  ongoing action plan and 2019 priorities 
 
Benchmarking FTSU against other Trusts of similar size is challenging because of 
the nature and set up of FTSU arrangements in each organisation differs greatly, 
however a small selection of Trust have been compared based on Q4 DATA(3.0). 
There is no significant indication that PHT falls outside of any figures reported as 
comparison. 

Enclosure Number 

9 

 

Page 99 of 131



  

Appendices 
attached 

Appendix A – Freedom to Speak Up – background and arrangements for 
Portsmouth Hospitals NHS Trust 
 

Recommendations The Board is requested to support the following key recommendations: 
 

 Review of the updated self review tool for boards from NHSi (4.0) 

 Review of Freedom to Speak up index (4.0) 
 

Next steps Subject to Board comments, the following actions will be taken after 
consideration of this report: 
 

a) Review of the updated self review tool 
b) Review of Freedom to Speak Up index 

 

Links to Corporate Objectives (Please ) 

 

 

 

 

 

 

 

 

 

 

  
 

   

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

 

 
   

Links to Board 
Assurance 
Framework 

There are no matters reported to Freedom to Speak Up which require additions 
to the Board Assurance Framework. 

Links to Board Risk 
Register 

There are no matters reported to Freedom to Speak Up which require additions 
to the Board Risk Register. 

Compliance / 
Regulatory 
Implications 

Freedom to Speak Up was initiated in 2014 following a review by Sir Robert 
Francis and is overseen by NHS Improvement. 

Quality Impact 
Assessment 

No additional impact on quality arising from this quarter’s report. 
 

Equality Impact 
Assessment 

No additional equality implications arising from this quarter’s report. 
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Glossary    

 

1. FTSU Activities Q1 

The FTSU Guardian continues to provide support and guidance across the organisation to a variety of 

staff groups and teams. Periodical walkabouts are undertaken throughout the Trust by both the 

Guardian and Advocates to raise awareness. 

 FTSU sessions at new Consultants induction 

 FTSU stand at International Nurses day celebrations 

 FTSU sessions delivered at 7 corporate induction days for new starters 

 FTSU session delivered to Hospital at Night team 

 Regional FTSU meeting 

 FTSU drop in session MOPRS 

 FTSUG meeting with Ombudsman 
 

 

2. Speaking up DATA 

FTSUG’s are required to keep records of all cases with which they have had dealings in their role as 

Guardian. This includes those that have raised concerns with advocates. Data is collected from the 

FTSUG’s on a quarterly basis, collated and publicised on the CQC website. 

 2.1 National DATA  

The National Guardians office is currently changing their DATA collection provider alongside 

refreshing and updating their web pages. In light of this FTSU DATA for Q1 has not been requested 

for submission. It is likely that this will be completed and we will be required to submit Q1 & Q2 by 

the end of October 

2.2 PHT DATA Q1 

Throughout the year communication of the FTSUG and Advocates and the promotion of the service 

has been influential on the number of cases that have been seen to date. 

The figures detailed below are representative of those that have been recoprded for Q1 (April – June 

2019). These figueres will be submitted to the NGO once the new DATA submission process is 

complete. 

A total of 41 concerns have been raised via Freedom to Speak Up. Of these 6 were received as 

anonymous concerns via DATIX.  
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2.2 a) Cases by staff group 

 

2.2 b) Cases per division 

 

2.2 c) Anonymous cases per division 
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2.2 d) Cases by type 

 

2.2 e) Case status Q4 

 Closed 17 

 Open/ongoing 24 

2.2 f) Key DATA points: 

 Large number of AHP’s recorded for this quarter – 16 members of the same team all came to 

raise concerns. In line with NGO requirements for reporting although they all shared the 

same concern they need to be recorded as individual contacts. These form part of the cases 

that are still open. The department is currently undergoing a consultation period around 

hours change that will support the needs of the service and hope to relieve pressures on 

staff within this area. 

 

2.2 g) Total cases to date seen by FTSUG & Advocates 

Whilst the FTSGU sees a significant number of the cases the FTSU Advocates provide a crucial role in 

providing support and guidance at a local level. Currently there are 20 Advocates within the team. 

 

Whilst the FTSGU sees a significant number of the cases the FTSU Advocates provide a crucial role in 

providing support and guidance at a local level. Without the network of Advocates the additional 

workload for the FTSUG would be significant. 
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2.2 h) Percentage of cases based on headcount of staffing groups 

Staff Groups Headcount % 

Add Prof Scientific and Technic 164   

Additional Clinical Services 1909 0.05% 

Administrative and Clerical 1404 0.07% 

Allied Health Professionals 529 3.59% 

Estates and Ancillary 9   

Healthcare Scientists 195   

Medical and Dental 1042   

Nursing and Midwifery Registered 2323 0.55% 

Grand Total 7575 0.54% 

 

Like many Trusts the cases that go through the FTSU route to raise concerns are very broad. The 

numbers of patient safety concerns, raised via this route continues to remain low in comparison to 

those that are related to behaviours or other organisational factors. 

Those that are classified as other vary in their nature with the top themes being: 

 Sickness absence management 

 Role clarity 

 Work- life balance 

 Environment/working conditions 

Almost all of these concerns are either appropriately managed with support at a local level or given 

appropriate support and guidance in line with relevant trust policies. 

Of the patient safety concerns that have been raised one was resolved, two are being managed as 

part of a wider scope of safer staffing and the fourth is undergoing a clinical audit. 

Incidents relating to behaviours are managed in line with PHT bullying & harassment and grievance 

policies. 

3.0 Benchmarking 

It is difficult to benchmark FTSU DATA against other Trusts because Trusts throughout the country 

will have different set ups for their FTSU agenda. For example: 

 Some may have full time FTSUG’s 

 Others will like us have a network of FTSU champions / advocates 

 There are differences in number of sites FTSUG’s have to work across 
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The table below gives a brief indicator of a selection of NHS Acute Trusts that are deemed as 

medium in size. The figures were taken from Q4 DATA submission to the NGO. 

NHS Acute Trust 
Based on medium between  
5,000 & 10,000 staff 

Total 
Cases 

Raised 
Anonymously 

Element of 
patient 
safety 

Element of 
bullying or 
harassment 

Suffering 
detriment 

Brighton & Sussex 14 0 7 1 0 

Dartford & Gravesham 20 0 2 2 0 

East Lancashire 51 3 2 23 0 

Hampshire Hospitals 12 0 1 4 0 

Northwest Anglia 17 1 6 10 0 

Plymouth 13 3 2 10 3 

Portsmouth Hospitals 19 3 4 7 0 

 

4.0 Recent publications for review from NHSi and national Guardians Office 

The following publications have recently been released from the national Guardians office and NHSi: 

 Updated self review tool and Guidance for Boards on Freedom to Speak Up 

 Freedom to Speak Up Index Report 

 Prescribed Persons report 2019 

 National Guidelines for the delivery of FTSU training in the Health sector 

All of these will be reviewed and subsequent recommended actions required will form part of the 

ongoing FTSU action plan for the year. 

5.0 Key priorities for 2019 

 To review and support the board to complete the updated FTSU self review tool 

 To analyse the FTSU index produced by the National Guardians office 

 To review the training recommendations as set out by NHS 

 To ensure that the FTSU agenda does not lose momentum and that staff continue to be 

encouraged and supported to raise concerns within the workplace 

 To review the points of access to raising concerns with a view to one centralised point if 

agreed 

 To ensure that there is better triangulation of information between FTSU, HR, BAME, Aquilis, 

patient safety to enable the Trust to identify specific areas or departments of concern – 

FTSU now forms part of the quality heatmap 

6.0 Challenges 

There have been no significant challenges to note over this period. General challenges that all FTSUG 

have include: 

 Ensuring there is adequate support and guidance for staff who do not hold union 

membership for matters related to their employment. 

 Empowering staff to take forward concerns of poor behaviour 
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6.1 One item of challenge for our staff that has been raised in many of our drop in sessions or 

awareness days is that we appear to have a number of means across the trust where staff can raise 

concerns outside of their normal reporting lines. 

For example: 

 FTUG contact details 

 Respect me line 

 Whistleblowing hotline 

Many staff that have come to the Guardian have stated that they were not sure where they should 

go first for support. The FTSU Guardian has discussed this at regional and national meetings and the 

general consensus is that all of these channels are ports for raising concerns however to provide 

ease of access many Trusts have moved towards having one central point of raising concerns – via 

the FTSUG, who can then monitor and field out to relevant area for support as required. 

7.0 Feedback on the use of FTSU service 

Feedback from those that have access the service continues to be positive, with no negative 

responses to date. Examples of feedback include: 

 ‘’I just wanted someone to listen to me – thank you’ 

 ‘I felt really well supported’ 

 ‘I feel more positive that our culture is changing’ 

 ‘I feel like a weight has been lifted from my shoulders’ 

 ‘I have been really well supported’ 

 ‘I was given confidence to take some actions forward’ 

 

8.0 Other progress to date 

On the commencement of post the FTSUG developed an action plan to promote the service and 

insure that PHT is in line with recommendations from NGO and NHSI, progress against the plan has 

remained well on target. 

8.1 FTSU training/awareness 

FTSU Training continues to be delivered to all new starters as part of our induction training, is also 

included in the setting direction sessions for new nursing staff and is part of the annual essential 

update. The FTSUG and advocates continue to deliver awareness sessions to all staff groups within 

departments as requested. FTSU is not yet included within junior doctors induction however the 

FTSUG attempts to attend as many of the induction days as possible to introduce herself and the 

team. 

PHT current compliance with FTSU is 93% 
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8.2 Networking 

Excellent links have been made and continue with a variety of relevant groups including JCNC, trade 

union representatives, the BAME network group, culture change group and diversity & inclusion 

lead. 

8.3 Access to FTSU 

Staff can access FTSU by confidential email or by phone/mobile. In addition to this a means of 

reporting has recently been included within DATIX. This allows staff to raise a concern direct to the 

Guardian through the DATIX portal. This system gives the option to raise a concern anonymously. 

Concerns via DATIX are just starting to be raised with the majority of these being anonymous. 

8.4 Contribution to cultural change 

The role of Freedom to Speak Up forms part of a wider move across the Trust to create an open and 

honest culture and as such the FTSUG and Advocates will continue to support and have input into 

the culture change programme. Many of the items that are brought to the FTSUG or Advocates are 

similar to those that were identified within phase 1 of the culture change programme EG: Work life 

balance, flexible working, HR policies and processes. 

8.5 Monitoring progress against best practice 

Alongside both regional and national FTSU meeting the FTSUG continues to share and learn from 

best practice across other organisations. 

The NGO over the past year has undertaken a number of case reviews within other NHS Trusts over 

the past year. 

When these reviews are published the recommendations are reviewed by the FTSUG to ensure that 

PHT are working towards or have in place items that have been identified as requiring improvement 

or action. Further details of case reviews and outcomes can be seen on the NGO web pages 
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9.0  FTSU Action Plan 2019 

 

Action Target  Date Measure of 
Success 

Update January Update June/July Update September/October 

To review and support the 

board to complete the updated 

FTSU self review tool 

 

January 2020 Self review 
completed and 
actions identified 
form part of 
2019/2020 action 
plan 

   

To analyse the FTSU index 

produced by the National 

Guardians office 

 

January 2020 Key 
recommendations 
identified and 
included within 
2019/20m action 
plan. 
Improvements 
within key staff 
survey questions 

   

Review National Guidelines for 

the delivery of FTSU training in 

the Health sector 

 

July 2020 Evidence that 
FTSU in 
incorporated into 
all levels of 
training – 
particularly 
leadership & 
management 
across the 
organisation 

   

To continue to raise the profile 
of FTSU. working towards 

Continuous 
but reviewed 

Evidence of 
increased 
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raising concerns being business 
as usual 
 

alongside 
next staff 
survey 
results 

reporting of 
concerns via 
guardian and 
other means such 
as DATIX. 
Improvement in 
staff survey key 
themes. Increase 
in key indicator 
scores within staff 
survery 

To further review the Raising 
Concerns Policy  
 

November 
2019 

Reviewed & 
ratified policy 
available to all 
staff 

Policy meets 
the 
requirement of 
NGO and is in 
line with NHSI 
standard 
template 

Policy will be 
reviewed in 2019 

As required 
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Appendix A 

FTSU Background 

Following on from the Mid Staffordshire NHS Foundation Trust public inquiry Sir Robert Francis 

made recommendations designed to make the culture of the NHS patient focused, open and 

transparent – one in which patients are always put first and their safety and the quality of their 

treatment are the priority. For this to succeed there needs to be recognition of the contribution staff 

can make to patient care through speaking up. 

In his speaking up review published in 2015 it set out 20 key recommendations that would enable 

organisations to foster a culture of safety with openness and transparency, where staff are valued 

and their concerns are listened to and acted upon. To support this NHS trusts were required, as part 

of the NHS standard contract, to have Freedom to Speak up Guardians in post by October 2016. 

 

The freedom to Speak Up (FTSU) Guardian works alongside Trust leadership teams to support the 

organisation in becoming a more open and transparent place to work, where all staff are actively 

encouraged and enabled to speak up safely. 

The Guardian provides independent, impartially and objective advice to all staff groups about the 

process of raising concerns at work, at any stage of raising a concern. 

 

Freedom to Speak Up Guardians help: 

 Protect patient safety and the quality of care 

 Improve the experience of workers 

 Promote learning and improvement 

By ensuring that: 

 Workers are supported in Speaking up 

 Barriers to speaking up are addressed 

 A positive culture of speaking up is fostered 

 Issues raised are used as opportunities for learning and improvement 

 

 

Portsmouth Hospital NHS trust (PHT) appointed its first Guardian to the role in late 2016. The post 

holder continued until stepping down in January 2018. 

Following an open application process the Trusts current Guardian was appointed in January 2018.   
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FTSU Arrangements PHT 

FTSU accountability arrangements and structure 

In line with NHSi and NGO recommendations the FTSU Guardian has direct access to both the Chair 

and the CEO. The Trust has a named executive lead and NED. 

CEO & Chair – Are accountable for ensuring that FTSU arrangements meet the needs of the staff 

within the Trust, that the annual report contains information about FTSU. Both the CEO and chair 

are key sources of advice and support for the Guardian and should meet with them regularly. The 

FTSUG and CEO meet on a monthly basis and the Guardian has access to meet with the chair as 

required. 

Exec Lead – Provides leadership and oversees the supportive arrangements for speaking up within 

the Trust. The FTSUG and named exec meet on a monthly basis. 

NED – Acts as an independent advisor and is available to the FTSUG and the CEO to seek second 

opinions and support in progressing complex matters. The independent NED also acts as an 

independent route between the Trust and any party who raises concerns. 

 

 

Other executive members and leads - The FTSUG has open and supported access to all other board 

members and Divisional Executive Leads as required. 

 FTSUG – In line with NGO recommendations was selected following an open application process and 

is responsible for: 

 Supporting any worker to raise concerns.  

 Collating and recording details of those that raise concerns for the purpose of learning and 

data collection 

 Provide a quarterly FTSU report to the Board and Workforce and Organisational Committee 

 Liaising with managers, human resources, staff bodies and union representatives as required 

ensuring that where workers raise concerns relevant to their employment that they are 

provided with appropriate guidance and support.  

 Sending quarterly data to the NGO office 

Freedom to 
Speak Up 
Guardian 

Trust Chair 

CEO 

Director of integrated 
Governance 

NED 

Freedom to Speak up 
Advocates 
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 Ensuring that the board are informed of areas of significant concerns or concerns that may 

have direct impact on patient safety or staff wellbeing. 

 Maintaining and developing mechanisms for raising concerns. 

 Proactively promoting a culture of speaking up 

 Undertake FTSU educational and awareness programmes throughout the organisation 

 Provide support and guidance to the FTSU Advocates 

FTSU Advocates 

To support the role of the FTSUG, a network of FTSU advocates have been developed across the 

organisation. There are currently 20 advocates in post from a variety of clinical and non-clinical 

backgrounds across a selection of grades, including our BAME staff group. A selection of the more 

experienced advocates are confident, with support, to oversee cases that come to them where as 

others hold more of a signposting role. The Advocates undertake these posts in a voluntary capacity 

and whilst they do not have protected time to undertake the role they are supported to participate 

by the departments in which they work, allowing them time to fulfil the role as required. 

The Guardian holds monthly meetings for the Advocates. These meeting provide opportunities for 

information sharing and learning alongside guidance, peer and emotional support. 

FTSU Regional Meetings 

The FTSUG attends the South East (west) regional meetings when they are held. These meetings 

provide the FTSUG with an excellent opportunity to form supporting links with other FTSUG’s within 

the region along with a mechanism for sharing ideas and best practice. Outcomes from these 

meetings are shared with the FTSU Advocates.
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Committee: FINANCE AND INFRASTRUCTURE COMMITTEE 

Date of Meeting: 24TH SEPTEMBER 2019 

Meeting Receiving 
Report: 

TRUST BOARD 

Chair: CHRISTINE SLAYMAKER 

Lead Officer: JO GOOCH – FINANCE DIRECTOR 

Agenda Item 
Number: 

244.19 

Appendix 1: Agenda 

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

Agenda 
item 

Items of particular note: 

121.19 Month 5 financial position 
The Committee reviewed the financial position, noting the continued positive progress, and the 
Trust currently remaining £0.2m better than the planned deficit as at the end of month 5. The 
risks were scrutinised in the following areas: 
Pay: positive assurance on agency spend continues, as expenditure is below planned levels. 
However, the pay bill overall exceeds the budget due to the increasing workforce overall, other 
temporary staff costs and the impact of the medical and dental pay award. A more detailed 
analysis on the overall pay spend will be undertaken at month 6. 
AIC activity: questions were raised regarding the application of the AIC risk reserve within the 
Trust’s financial position, given that activity against contract is below plan in some areas. It was 
explained that the urgent care pressures evident in the non-elective and A&E activity was 
driving costs within the Trust due to the high MFFD numbers and high bed occupancy and 
CCGs are content that the AIC risk reserve can therefore be utilised. 
Winter: costs of meeting activity and operational demands throughout the winter are a key risk 
to managing the financial position. 

Capital: The Committee requested further assurance from the Capital Priorities Group that the 
full capital allocation will be spent within the year. A quarterly forecast and brief commentary 
against each scheme was requested in future. 

Update on the Long Term Plan and Budget Setting: The Committee received an update on 
the development of the Financial Recovery plan as part of the response to the NHS Long Term 
Plan. Each Trust has been asked to model financial assumptions in line with the agreed STP 
approach to meet the draft plan submission deadline 27 September. This work is underway 
and would be compared to the Trust modelling and used to inform the final plan submission 
due in early November. The Committee noted that this would inevitably create differences and 
potential risks in balancing a HIOW approach to the Trust’s planning requirements.  
The Committee asked to see the STP financial position reported to future meetings. 

Service Line Reporting/PLICs: The 19/20 quarter 1 report was presented. These are now 
being routinely produced. Examples were given regarding the use of the information. The 

Enclosure Number 

10 
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Agenda 
item 

Items of particular note: 

Clinical Director of Finance explained how a small number of clinical reviews are being 
undertaken to understand the data, assure its quality and generate clinical discussion 
regarding opportunities for change and improvement. In addition, PLICS data has been used 
as part of developing emerging business cases to assess effective use of resources. The need 
to improve the recording of information and associated benefits was highlighted. The regular 
production of SLR day can be sued in the future to enable the Trust to plan strategically and to 
inform clinical service reviews, giving clearer understanding of costs and income streams and 
assessment of positive financial contribution. 
The Committee asked that the next quarterly update should focus on how we are using the 
information to support service improvement.  

122.19 Investment 
The latest summary of business cases considered at BCRC was presented, describing the 
process of review and challenge undertaken on each case. The Committee was advised that 
further work is to be undertaken with divisions and care groups regarding the information 
required in business cases, and the governance needed at Divisional level before it is 
considered at BCRC. 
An update was received regarding the progress of the Endoscopy washer business case. 

Where the Committee were asked to consider business cases it sought assurance regarding 
consistency with the Trust’s strategy, process, governance and value for money before 
recommending to the Trust Board for approval. The Committee considered the PACS and 
Transforming Emergency Care business cases. The Committee was content these could be 
recommended for approval. 

The Chair advised that a request had been received by the Committee from Quality & 
Performance Committee regarding the possibility to expedite the EPMA business case. It was 
noted that this would be considered by TLT instead. 

123.19 Infrastructure 

Estates strategy update. The draft Estates Strategy was reviewed by the Committee and 
noted the positive progress made to date. The Committee was advised that the finalised 
programme will be prioritised as part of the Trust’s planning processes to inform a longer term 
capital programme. Confirmation of the engagement process was sought and it was confirmed 
there will be a final opportunity to comment before its finalised. Committee members suggested 
the strategy should provide greater clarity on its scope, particularly with regard to soft FM 
services. Stronger reference to developing accessible facilities on site was requested. The 
inclusion of case studies to illustrate the ambition of the strategy was recommended.  
The implementation plan will ensure the strategy continues to evolve as a ‘live’ document, 
which can be reported to the Committee. 
The Committee received an update regarding future office accommodation which is being 
considered by the Trust Leadership Team. 

125.19 Review of the Board Assurance Framework 

BAF 26 Trust’s Year End Financial Forecast: the appropriateness of the current scoring was 
discussed. It was agreed to maintain at the current level and review again once the half year 
results are known.  
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Agenda 
item 

Items of particular note: 

126.19 Any Other Business 

The committee raised a question regarding the financial impact of being a PFI funded impact 
and the longer term strategy to improve the balance sheet. It was agreed this should be a focus 
for future work. 

Assurance regarding arrangements for collecting payments post EU Exit was sought. A paper 
on EU Exit arrangements is being prepared by the Chief Operating Officer to provide a positon 
statement. 

Agenda 
item 

Items for escalation to the Trust Board: 

None 

Agenda 
item 

Recommendations: 

The following business cases were recommended for approval: 
Picture Archiving Communication System 
Transforming Emergency Care  
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COMMITTEE GOVERNANCE REPORT 
TO THE TRUST BOARD 

 

FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Tuesday 24th September 2019  
1pm – 4pm  

E Level Boardroom, Education Centre, Queen Alexandra Hospital  
 

Agenda 
Item 
no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information  

Encl. Time Lead 

116.19 Welcome and Apologies 
 

Noting No 1.00 Chair 
 

117.19 Conflicts of interest  
 

Noting No 1.02 Chair 

118.19 Minutes from 27th August 2019 
 

Approval Yes 1.05 Chair 

119.19 Action Log from 27th August 2019 
 

Discussion/ 
decision 

Yes 1.10 Chair 

120.19 Lead Executive Summary  
 

Discussion/ 
Noting 

Yes 1.15 FD / 
DWOD 

121.19 
 

 

Finance 
1. Month 5 Integrated Finance Report 

(including CIP, cash & working capital and 
contracts update)  

2. Update on long term plan and budget 
setting 

3. Service Line Reporting / PLICS 
 

Discussion/ 
Noting 

 
 

 
 

 
Yes 

 
To 

follow 

Yes 
 

 

1.35 
 
 

 

 
FD 
 
FD/HOFP 
HOFP / 
CDF 
 

122.19 Investment 
1. Business Case Review Sub Committee 

a. Transforming Emergency Care 
(SOC) 

b. SWASH Re-procurement of Picture 
Archiving Communication System 

Discussion/ 
Noting 

 
Yes 
Yes 
Yes 

2.35  
DSP 
DSP 
COO 
 
 

123.19 Infrastructure 
1. Estates Update 

 Estates Strategy 
2. Committee papers for noting 

 Capital Priorities Sub-Committee  
 

Discussion/ 
Decision 

 
Yes 

 
 

Yes 
 

3.10  
DEF 
 
 
FD 
 

124.19 Committee Admin 
1. Work plan – to be reviewed and 

consideration given to the next agenda 

 
 

Decision 
 

 

 
Yes 

 
 

3.40 
 

 
Chair 
 

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

Decision Yes 3.45 Chair 

126.19 Any Other Business 
 

Discussion No 3.50 Chair 

127.19 Items to be raised with the Trust Board 
 

Decision No 3.55 Chair 

128.19 Date of Next Meeting: 
Tues 29 October 2019 (1pm – 4pm), Trust HQ 
Meeting Room 

Noting No 4.00 Chair 
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Committee: AUDIT COMMITTEE  

Date of Meeting: 14TH OCTOBER 2019 

Meeting Receiving 
Report: 

TRUST BOARD – 30TH OCTOBER 2019 

Chair: DAVID PARFITT 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE & RISK 

Agenda Item 
Number: 

246.19 

 
 

Appendix A: Agenda 

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

Items of particular note – Audit Committee: 

090.19 The external audit programme is on track. 

091.19 Progress report received on 2018/19 and 2019/20 Internal Audit Plans. No significant areas of 
concern with delivery of the audit plan and a few minor adjustments to the plan were agreed. It 
was agreed that the EPRR report will be circulated by email prior to the next Committee 
meeting in January. The time taken to finalise reports was queried and Executives were 
encouraged to ensure that delays are minimised. 

092.19 All bar three of the recommendations to close down internal audit actions were accepted. 
Further clarification on the actions required to address those three was sought, and will be 
provided by the Director of Governance & Risk.  

093.19 The GDPR audit recommendations update was noted. 

094.19 The Committee considered a request from the Workforce & Organisational Development 
Committee (W&OD) to add to the Internal Audit Programme an audit of the quality of staff 
appraisals.  The Committee agreed in principle, but asked the W&OD Committee to consider 
further whether the Internal Auditors are the most appropriate source of such a review. 

095.19 The review of the Clinical Effectiveness Committee was welcomed, as it has resulted in more 
suitable oversight of the Clinical Audit Programme. 

097.19 

098.19 

The Committee received clarification from the Director of Governance & Risk on its role in 
strategy and operational risk management and, in accordance with the Risk Management 
Strategy, received the approved Board Assurance Framework and Board Risk Register for 
reflection in future business planning. 

099.19 The review of whistleblowing arrangements was accepted, with a request for consideration, for 
future years, of whether the review and/or format was appropriate, given the Freedom to Speak 
Up Guardian’s quarterly reports to Trust Board via Workforce and Organisational Development 
Committee annually to the Board.. 

100.19 The Committee considered proposals for revision to the Standing Financial Instructions, the 
Standing Orders and the Scheme of Delegation. A number of further refinements was required 

Enclosure Number 

11 

 

Page 119 of 131



COMMITTEE GOVERNANCE REPORT 
TO TRUST BOARD 

 

Appendix A: Agenda 

and the Committee resolved to recommend to the Board that the life of the documents, due  to 
be considered by the Board in November, be extended until the end of January 2020 to allow 
for those changes to be made. 

101.19 The Committee expressed significant concern at the relatively high number of breaches of 
Standing Financial Instructions. The Committee requested the Executive Team to take action 
to reduce the number of breaches and to report on this to its next meeting. There were a 
number of the breaches are required by the Committee to be investigated in detail, and 
included in the next report. 

102.19 The Committee approved the write-off of £47,755.00 of unpaid debts related to patients from 
overseas and requested review on the processes for dealing with overseas patients. 

103.19 The Committee welcomed the update from the Local Counter Fraud specialist. No specific 
areas of concern were identified. 

104.19 The Committees’ Terms of Reference were approved and commended to the Board, subject to 
inclusion of a power to approve the Trust’s policy on the volume/value of non-audit work 
undertaken by the Trust’s auditors (removed from the terms of reference of the Audit Panel). 

Agenda 
item 

Items for escalation to the Trust Board – Audit Committee: 

101.19 The Committee is concerned at the number of breaches of the Standing Financial Instructions 
and has requested a report for its next meeting on how this matter is being addressed. 

Agenda 
item 

Recommendations from the Audit Committee: 

100.19 The current Standing Financial Instructions and Standing Orders, approved 01.02.18, be 
extended until 31.01.20 to enable further refinement in line with the Audit Committee comments 
and requests. 

104.19 That the Board ratifies the revised terms of reference, as attached to this report. 
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Committee: AUDITOR PANEL 

Date of Meeting: 14TH OCTOBER 2019 

Meeting Receiving 
Report: 

TRUST BOARD – 30TH OCTOBER 2019 

Chair: DAVID PARFITT 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE & RISK 

 

Appendix B: Agenda 

 
Please see attached agenda (Appendix B) for details of the matters considered at the meeting of the 
Auditor Panel. 
 
Agenda 
item 

Items of particular note – Audit Committee: 

03.19 The Panel noted the reason for the Panel to exist separately from the Audit Committee. 
 

04.19 

The Panel approved the Audit Committee’s earlier decision to remove from the Panel’s Terms 
of Reference the power to approve a policy on the volume/value of non-audit work that can be  
undertaken by the Trust’s external auditors, and to include that same power into the Audit 
Committee’s Terms of Reference.  
 

Agenda 
item 

Items for escalation to the Trust Board – Auditor Panel: 

03.19 

The Auditor Panel has asked the Director of Governance & Risk and Chief Financial Officer to 
consider whether the function of the Auditor Panel could be more effectively carried out by the 
Audit Committee following appropriate delegation from the Trust Board.  This will form part of 
the 2020/21 Audit Committee effectiveness review and, as necessary, be factored into the 
review of the Committee’s Terms of Reference in October/November 2020.    
 

04.19 

The Trust is required to appoint an External Auditor by 31 December 2019 for the financial year 
2019/20.  The appointment of the External Auditor is currently reserved to the Trust Board.  As 
the Trust Board will not be meeting in December, it is unlikely that the procurement process will 
be complete by the statutory deadline unless alternative arrangements are made (please see 
recommendation to the Trust Board, as set out below).   
 

Agenda 
item 

Recommendations from the Auditor Panel: 

 
That the Board delegates power to appoint the external auditor to the Chairman and Chief 
Executive, in consultation with the Chairman of the Audit Committee and the Chief Financial 
Officer  
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Audit Committee 
 

Monday 14th October 2019 
09:00 – 12:00 

E Level Boardroom, Education Centre, QAH 
 

  Encl Lead 

086.19 Welcome, Apologies for Absence, Declaration of Interests 
 

No Chair 
 

087.19 Any other business not raised in advance of the meeting 
 

No Chair 

088.19 Minutes from 15
th

 July 2019 
 

Yes Chair 

089.19 Action Log from 15
th

 July 2019 
 

Yes Chair 

090.19 External audit – progress report 
 

No Ernst & Young 

091.19 Internal audit – progress report 
 

Yes TIAA 

092.19 Internal audit – recommendations tracking 
 

Yes DGR 

093.19 General Data Protection Regulation readiness audit update 
 

Yes DGR 

094.19 Appraisals audit 
 

Yes DWOD 

095.19 Review of Clinical Effectiveness Committee 
 

Yes CAAM 

096.19 Clinical audit progress reports No CAAM 
 

097.19 Audit Committee – role in risk management Yes DGR 
 

098.19 Receipt of Board Risk Register and Board Assurance Framework Yes DGR 
 

099.19 Whistleblowing arrangements Yes DGR 
 

100.19 Standing Financial Instructions (SFI) review Yes HFA 
 

101.19 SFI compliance report Yes 
 

HFA 

102.19 Debt update and write off  Yes HFA 
 

103.19 Counter fraud – progress report (2019 – 20 quarter 2) 
 

Yes CFS 

104.19 Terms of Reference review and revised work plan Yes DGR 
 

105.19 Additions to the Board Assurance Framework and/or Risk Register – The 

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

No All 

106.19 Referrals from other committees and/or the Trust Board  
 

No DGR 

107.19 Any other business 
 

No All 

108.19 Date of Next Meeting: Monday 13
th

 January 2020 9:00am, E Level 
Boardroom, Education Centre, QAH 

  

 Meeting Close 
Opportunity for discussions with internal and external auditors 
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TERMS OF REFERENCE 
AUDIT COMMITTEE 

 
 
1. Constitution 

The Trust Board hereby resolves to establish a Committee to be known as the Audit Committee. The 
Committee is a non-executive committee of the Board and has no executive powers, other than those 
specifically delegated in these Terms of Reference. 
 

2. Membership and Attendance 
The Committee shall consist of the Chairs of the other committees of the Trust Board of Directors.  be 
appointed by the Chairman of the Trust from amongst its independent non-executive directors and 
shall consist of not less than three members.   The Chair of the Trust itself shall not be a member of 
the Committee but may attend meeting as s/he wishes to do so. 
 

3. Quorum  
A quorum is determined as being two of the appointed members in attendance.  One of the members 
will be appointed Chair of the Committee by the Board.  The Chair of the Trust itself shall not be a 
member of the Committee. 
 

4. Attendance at Meetings 
The Chief Finance Officer, the Director of Governance & Risk  and appropriate internal and external 
audit representatives, together with the local counter fraud specialist, shall normally attend meetings.  
The Accounting Officer (i.e., Chief Executive Officer) should be invited to attend meetings and should 
discuss, at least annually, with the Audit Committee, the process for assurance that supports the 
Annual Governance Statement.  He or she should also attend when the Committee considers the draft 
Annual Governance Statement and the Annual Report and Accounts. 
 
Other executive directors/managers should be invited to attend as appropriate, particularly when the 
Committee is discussing areas of risk or operation that are the responsibility of that director/manager.  
The attendance list is made up of the following: 

 

 Non-Executive Director (Chair of the Committee) 

 Chair of the Workforce & Organisational Development Committee 

 Chair of the Finance & Infrastructure Committee 

 Chair of the  Quality & Performance Committee 

 Non-Executive Director (Vice-Chair) 

 One further Non-Executive Director 

 Chief Executive (annual attendance required, but optional on other occasions) 

 Chief Finance Officer 

 Director of Governance and Risk 

 External Auditor 

 Internal Auditor 

 Local Counter Fraud Specialist 
 
Representatives from other organisations (e.g., NHS Counter Fraud Authority (NHSCFA)) and other 
individuals may be invited to attend. 
 
The Committee Secretary shall attend to take minutes of the meeting and provide appropriate support 
to the Chair and Committee members. 
 
At least once a year the Committee should meet privately with the external and internal auditors. 
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5. Access 

The head of internal audit and representatives of external audit have a right of direct access to the 
Chair of the Committee. 
 

6. Frequency of Meetings  
The Committee shall periodically consider the frequency and timing of the meetings needed to allow it 
to discharge all of its responsibilities and generally five meetings per annum will be held.  The Board, 
Accounting Officer, External Auditors or Head of Internal Audit may request an additional meeting if 
they consider that one is necessary. 
 

7. Authority 
The Committee is authorised by the Trust Board to investigate or approve any activity within its Terms 
of Reference. It is authorised to seek any information it requires from any employee and all employees 
are directed to co-operate with any request made by the Committee. 
 
The Committee is authorised by the Trust Board to obtain outside legal or other independent 
professional advice and to secure the attendance of outsiders with relevant experience and expertise 
if it considers this necessary.  
 

8. Responsibilities 
The Committee’s duties and responsibilities can be categorised as follows: 

  
8.1 Integrated governance, risk management and internal control 
The Committee shall review the establishment and maintenance of an effective system of 
integrated governance, risk management and internal control, across the whole of the 
organisation’s activities (clinical and non-clinical), that supports the achievement of the Trust’s 
objectives. In particular, the Committee will review the adequacy and effectiveness of: 

 All risk and control related disclosure statements (in particular the annual governance 
statement), together with any accompanying head of internal audit opinion, external audit 
opinion or other appropriate independent assurances, prior to submission to the Board. 

 The underlying assurance processes that indicate the degree of achievement of the 
organisation’s objectives, the effectiveness of the management of principal risks and the 
appropriateness of the above disclosure statements. 

 The policies for ensuring compliance with relevant regulatory, legal and code of conduct 
requirements and any related reporting and self-certifications. 

 The policies and procedures for all work related to counter fraud, bribery and corruption as 
required by NHSCFA. 

 
In carrying out this work the Committee will primarily utilise the work of internal audit, external 
audit and other assurance functions, but will not be limited to these sources. It will also seek 
reports and assurances from directors and managers, as appropriate, concentrating on the over-
arching systems of integrated governance, risk management and internal control, together with 
indicators of their effectiveness. 
 
This will be evidenced through the Committee’s use of an effective assurance framework to guide its 
work and the audit and assurance functions that report to it. 
 
As part of its integrated approach, the Committee will have effective relationships with other key 
Committees (for example, the Quality & Performance, Workforce and Finance & Infrastructure 
Committees) so that it understands processes and linkages. However, these other Committees must 
not usurp the Committee’s role. 
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8.2 Internal audit 
The Committee shall ensure that there is an effective internal audit function that meets the Public 
Sector Internal Audit Standards, 2017, and provides appropriate independent assurance to the 
Committee, Accounting Officer and Board. This will be achieved by: 

 Considering the provision of the internal audit service and the costs involved.   

 Reviewing and approving the annual internal audit plan and more detailed programme of 
work, ensuring that this is consistent with the audit needs of the organisation as identified in 
the assurance framework. 

 Considering the major findings of internal audit work (and management’s response), and 
ensuring coordination between the internal and external auditors to optimise the use of audit 
resources. 

 Ensuring that the internal audit function is adequately resourced and has appropriate standing 
within the Trust. 

 Monitoring the effectiveness of internal audit and carrying out an annual review. 
 

8.3 External audit 
The Committee shall review and monitor the external auditors’ independence and objectivity and the 
effectiveness of the audit process. In particular, the Committee will review the work and findings of 
the external auditors and consider the implications and management’s responses to their work. 
This will be achieved by: 

 Considering the appointment and performance of the external auditors, as far as the rules 
governing the appointment permit. 

 Discussing and agreeing with the external auditors, before the audit commences, the nature 
and scope of the audit as set out in the annual plan. 

 Discussing with the external auditors their evaluation of audit risks and assessment of the 
Trust and the impact on the audit fee. 

 Reviewing all external audit reports, including the report to those charged with governance 
(before its submission to the Board) and any work undertaken outside the annual audit plan, 
together with the appropriateness of management responses. 

 Ensuring that there is in place a clear policy for the engagement of external auditors to supply non-
audit services. 
 

8.4 Other assurance functions 
The Committee shall review the findings of other significant assurance functions, both internal and 
external to the organisation, and consider the implications for the governance of the organisation. 
These will include, but will not be limited to, any reviews by Department of Health arm’s length 
bodies or regulators/ inspectors (for example, the Care Quality Commission, NHS Resolution, etc.) 
and professional bodies with responsibility for the performance of staff or functions (for example, 
Royal Colleges, accreditation bodies, etc.). 
In addition, the Committee will review the work of other Committees of the Trust, whose work 
can provide relevant assurance to the Audit Committee’s own areas of responsibility. In particular, 
this will include any clinical governance, risk management or quality Committees that are 
established. 
 

 In reviewing the work of the Quality & Performance Committee, and issues around clinical risk 
management, the Audit Committee will wish to satisfy itself on the assurance that can be gained 
from the clinical audit function. 

 
8.5 Counter fraud 
The Committee shall satisfy itself that the Trust has adequate arrangements in place for counter 
fraud, bribery and corruption that meet NHSCFA’s standards and shall review the outcomes of work 
in these areas. In accordance with 3.2 of the NHSCFA’s Fraud Commissioners Standards, the Audit 
Committee has: ‘stated its commitment to ensuring commissioners achieve these standards and 
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therefore requires assurance that they are being met via NHSCFA’s quality assurance programme. The 
Committee will refer any suspicions of fraud, bribery and corruption to the NHSCFA.   

 
8.6 Management 

 The Committee shall request and review reports, evidence and assurances from directors and 
managers on the overall arrangements for governance, risk management and internal control.  In 
addition, the Committee may request specific reports from individual functions within the organisation 
(for example, clinical audit).  

 
8.7 Financial reporting 
The Committee shall monitor the integrity of the financial statements of the organisation and any 
formal announcements relating to its financial performance. 
 
The Committee should ensure that the systems for financial reporting to the Board, including those of 
budgetary control, are subject to review as to the completeness and accuracy of the information 
provided.  
 
The Committee shall review the annual report and financial statements before submission to the 
Board, focusing particularly on: 

 

 The wording in the annual governance statement and other disclosures relevant to the terms 
of reference of the Committee 

 Changes in, and compliance with, accounting policies, practices and estimation techniques 

 Unadjusted misstatements in the financial statements 

 Significant judgements in preparation of the financial statements 

 Significant adjustments resulting from the audit 

 Letters of representation 

 Explanations for significant variances. 
 

8.8 Whistleblowing 
The Committee shall review the effectiveness of the arrangements in place for allowing staff to raise 
(in confidence) concerns about possible improprieties in financial, clinical or safety matters and ensure 
that any such concerns are investigated proportionately and independently. 
 

9. Reporting 
The Committee shall report to the Board on how it discharges its responsibilities.  
 
The minutes of the Committee’s meetings shall be formerly recorded by the secretary and submitted 
to the Board, following agreement by the Committee.  The Chair of the Committee shall draw to the 
attention of the Board any issues that require disclosure or require executive action. 
 
The Committee will report to the Board at least annually on its work in support of the annual 
governance statement specifically commenting on: 

 The fitness for purpose of the assurance framework. 

 The completeness and embeddedness of risk management in the Trust. 

 The integration of governance arrangements. 

 The appropriateness of the evidence that shows the Trust is fulfilling regulatory 
requirements relating to its existence as a functioning business. 

 The robustness of the processes behind the quality accounts. 
This annual report should also describe how the Committee has fulfilled its terms of reference 
and give details of any significant issues that the Committee considered in relation to the 
financial statements and how they were addressed. 
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Audit Committee ToR 
Draft October 2019 

 
10. Administrative Support 

The Committee shall be supported by the Committee Secretary, whose duties in this respect will 
include: 

 Agreement of agendas with the Chair and attendees 

 Preparation, collation and circulation of papers in good time 

 Ensuring that those invited to each meeting attend 

 Taking the minutes and helping the Chair to prepare reports to the governing body 

 Keeping a record of matters arising and issues to be carried forward 

 Arranging meetings for the Chair – for example, with the internal/ external auditors or local 
counter fraud specialists 

 Maintaining records of members’ appointments and renewal dates etc 

 Advising the Committee on pertinent issues/ areas of interest/ policy developments 

 Ensuring that action points are taken forward between meetings 

 Ensuring that Committee members receive the development and training they need.  
 
11. Monitoring Effectiveness  

In order that the Committee can be assured that it is operating at maximum effectiveness in 
discharging its responsibilities as set out in these Terms of Reference and, if necessary, to recommend 
any changes to the Trust Board, the Chair will ensure that once a year a review of the following is 
undertaken and reported to the next meeting of the Committee: 

 

 The objectives set out in section 3 were fulfilled; 

 Members attendance was achieved 75% of the time; 

 Agenda and associated papers were distributed 7 days prior to the meetings; 

 The action schedule was circulated within 2 working days, on 80% of occasions 
 

12. Review 
The Terms of Reference shall be reviewed on an annual basis and ratified by the Board. 
 

13. Required Frequency of attendance by members  
Members of the Audit Committee must attend at least 75% of all meetings each financial year but 
should aim to attend all scheduled meetings. 

 
 

ToR agreed by: Audit Committee Date of agreement: 14 October 2019 

ToR ratified by: Trust Board Date of ratification:  

Review date: October 2020 
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Audit Panel 

Monday 14th October 2019 
12:00 – 13:00 

E Level Boardroom, Education Centre, QAH 

Encl Lead 

01.19 Welcome, Apologies for Absence, Declaration of Interests No Chair 

02.19 Any other business not raised in advance of the meeting No Chair 

03.19 Audit Panel Terms of Reference Yes Chair 

04.19 External Auditor Appointment Process Yes HFA/SPM 

05.19 Policy on Non-Audit Work Performed by the External Audit Firm No HFA/DGR 

06.19 Any other business No All 

007.19 Date of Next Meeting: TBC 

Meeting Close 
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Executive Directors

Mark Cubbon              

Nicole Cornelius      X      

Mark Power  

John Knighton           X   

Chris Adcock            

Theresa Murphy X      

Liz Rix X  X
Paul Bytheway           X 

Emma McKinney  X          

Lois Howell              

Penny Emerit              

Non-Executive Directors

Melloney Poole              

Christine Slaymaker      X        

David Parfitt        X      

Gary Hay              

Jon Watson X
Inga Kennedy   X X  X X  X   X  X
Martin Rolfe X X       X   

Roger Burke-Hamilton    X      X 



X

Attended

Apologies given

TRUST BOARD ATTENDANCE RECORD
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