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TRUST BOARD MEETING IN PUBLIC 
Wednesday 29th July 2020  

09:00 – 13:00 
via Microsoft Teams 

A G E N D A 

Item 
No. 

Time Item Enclosure 
Y/N 

Presented 
by 

087.20 09.00 Welcome, Apologies and Declaration of Interests 
(to ascertain whether any Member has a conflict of 
interest with any items on the Agenda) 

N Chair 

088.20 09.02 Minutes of the last meeting – 27th May 2020 1 Chair 

089.20 09.05 Matters arising/summary of agreed actions 2 Chair 

090.20 09.07 Notification of any other business N/A Chair 

091.20 09.10 Chair’s opening remarks N/A Chair 

092.20 09.15 Chief Executive’s report 3 CEO 

093.20 09.40 Staff story N DWOD 

STRATEGY 

094.20 10.00 
Implementing a workforce race equality 
response in the context of COVID-19 

4 DWOD 

095.20 10.10 
Development of Research and 
Education Partnerships 

N CEO 

096.20 10.25 Isle of Wight NHS Trust partnership 5 DSP 

097.20 10.40 Corporate Strategy update 6 DSP 

098.20 10.50 Board Assurance Framework 7 DGR 

099.20 11.00 Research and innovation 8 MD 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

100.20 11.10 
Workforce and Organisational Development 
performance report analysis 

N** DWOD 

QUALITY, SAFETY AND PERFORMANCE 

101.20 11.20 

Quality and Performance Committee feedback 

• 19th June 2020
o Reporting of Injuries, Diseases and

Dangerous Occurrences Regulations
o Board Risk Register
o Infection Prevention and Control Board

Assurance Framework

9 
Committee 
Chair 

Page 3 of 241



• 22nd July 2020 
o Safeguarding Annual Report 2019 – 20  
o Clinical Negligence Scheme for Trusts 
o Trust response to Paterson Inquiry  
o Care Quality Commission focused inspection 

102.20 11.30 
Safety, quality and operational performance 
report analysis 

 
N** 

 

MD / CN  
/ COO 

 
FINANCE AND INFRASTRUCTURE 
 

103.20 
 

12.20 
 

 
Finance and Infrastructure Committee feedback 

• 15th June 2020 

• 21st July 2020  
 

10 
Committee 
Chair 

104.20 12.30 
 
Financial performance report analysis 
 

N** CFO 

 
AUDIT AND GOVERNANCE 
 

105.20 12.30 

 
Audit Committee feedback 

• 15th June 2020 

• 13th July 2020 
 

11 
Committee 
Chair 

 
FOR NOTING / INFORMATION 

106.20 12.40 Record of attendance 
 

12 
 

Chair 

107.20 12.45 Any other business N Chair 

108.20 12.50 

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

N Chair 

 
109.20 

 
12.55 

 

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 

 
110.20 

 
 

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 30th 
September 2020 

 
N 

 
Chair 

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

Held on Wednesday 27th May 2020 
Via Zoom 

MINUTES 

Present: Melloney Poole Chairman  
Roger Burke-Hamilton  Non-Executive Director 
Gary Hay  Non-Executive Director 
Inga Kennedy  Non-Executive Director 
David Parfitt  Non-Executive Director 
Martin Rolfe  Non-Executive Director 
Christine Slaymaker  Non-Executive Director 
Mark Cubbon Chief Executive Officer (CEO) 
Nigel Kee  Interim Chief Operating Officer (COO) 
John Knighton Medical Director (MD) 
Mark Orchard Chief Financial Officer (CFO) 
Liz Rix Chief Nurse (CN) 

In Attendance:  Helen Bray Director of Communications and Engagement (DCE) 
Penny Emerit Director of Strategy and Performance (DSP) 
Lois Howell  Director of Governance and Risk (DGR) 
Nicole Cornelius Director of Workforce and Organisational Development 

(DWOD) 

Dave Gordon Committee Clerk (minutes) 

Observers: Sarah Ivory-Donnelly Care Quality Commission 
Claire Oakley Care Quality Commission 

Item No Minute 

067.20 Welcome, apologies and declarations of interest 

The Chairman welcomed everyone to the meeting, in particular the Director of 
Communication and Engagement, who was attending her first Trust Board since her 
appointment. The Care Quality Commission would be present for both this meeting and 
the private session as part of their regular review of governance at the Trust.  

No declarations of interest were made. 

068.20 Minutes of the last meeting – 25th March 2020 

The minutes of the meeting of 25th March 2020 were approved as a true and accurate 
record.  

069.20 Matters arising / summary of agreed actions 

The Director of Strategy and Performance advised the Board that the action regarding 
Maggie’s Centre (minute 007.19) may be suitable for removal. This resulted from the fact 
that the Maggie’s Centre charity had indicated that its business model had been affected 
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by the economic slowdown arising from COVID-19. Whilst the Trust would remain in 
contact with Maggie’s Centre, it would not be possible to provide a meaningful deadline 
for completion of the action. The Board agreed that this should be removed from the action 
log. The Trust’s response to the recommendations of the Paterson Inquiry (minute 033.20) 
was scheduled to be brought to Trust Board on 29th July 2020. 
 
The Board noted the summary of agreed actions.  

  

070.20 Notification of any other business 
 
No supplementary business was raised. 

  

071.20 Chairman’s opening remarks 
 
The Chairman thanked the members of the Trust Leadership Team on behalf of the 
Board’s Non-Executive Directors for their work thus far in response to COVID-19. In 
particular, the level of detail observed during operational and financial planning had been 
appreciated. The manner in which the requirements of the workforce had been met had 
also supported efforts to manage the pandemic effectively. The consideration of risks 
arising had been comprehensive and allowed Board members to be apprised as to the 
issues on which focus should be placed. Clear communication with staff had reinforced 
the work mentioned above. 
 
Having dealt with the initial phase of the response to COVID-19, the challenges of the 
future management of the virus were recognised. In particular, the potential volatility of 
COVID-19 related activity and the need to return to previous activity levels across all areas 
would create complex situations. The learning from the first part of the pandemic would 
be an inherent part of preparing for subsequent phases. The Board would be seeking 
assurance at this meeting regarding the work already undertaken and clear indications as 
to how the next part of the response to COVID-19 would be managed.  
 
The passing of Father Biji was the loss of a valued member of the Trust. His compassion 
and warmth had been noted throughout the organisation and the thoughts of the Board 
were with his family and congregation.   

  

072.20 Chief Executive’s Report 
 
The Chief Executive Officer focused on the organisation’s response to COVID-19; all 
involved in this were thanked and the way individuals and teams had risen to the 
challenges was noted. The support provided by the local community had also been 
valuable during this time.   
 
The Trust Leadership Team had developed processes and governance structures which 
allowed for rapid responses to the pandemic. COVID-19 Gold Command had been 
established to manage the national incident and had been meeting three times a day 
during the period in which a significant number of decisions were required daily. It had 
also considered national guidance and information presented to it from the central 
authorities. This had provided a line of sight on key issues across the organisation and 
allowed for clear and consistent messages to be disseminated across the Trust. It also 
ensured that any decisions were made with the involvement of appropriate clinical 
expertise, and that potential consequences were discussed. Clinicians had also been 
involved in Silver Command meetings which had reported to Gold Command to help 
inform decision making.   
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Whilst the number of patients receiving intensive care for COVID-19 had not been as high 
as some predictions had suggested, the impact on the Trust had been significant. In total, 
605 patients at the hospital had tested positive for COVID-19; at the time of this meeting, 
29 remained in-patients. The general trend of the number of COVID-19 positive patients 
had been declining in recent weeks. 

In total, 233 COVID-19 positive patients had sadly passed away. The impact of policies 
restricting visitors to the hospital had been recognised; in response, innovations had been 
introduced to support patients and relatives (e.g. Family Liaison Officers). The stress 
placed on staff had also seen the health and wellbeing of employees prioritised, with 
resources provided to staff members and managers to assist them. Absence rates had 
remained lower than at many comparable trusts throughout the first phase of the response 
to COVID-19 and were presently at similar levels to the period before the major incident 
was declared.  

Given the presence of COVID-19 in the hospital, procedures had been introduced to 
ensure the risk of the virus spreading was managed. Patient entry and exit routes for 
potentially COVID-19 positive patients were separate from other routes; for example, the 
Emergency Department had introduced two zones for those entering the facility. 
Processes to ensure patients could self-isolate and be tested for COVID-19 prior to 
admission for elective treatment had also been established.  

Planning for the second phase of managing the pandemic was underway across the NHS. 
One matter to be considered was the recommencement of treatment which had been 
paused during the first phase of the response. In addition, ensuring the workforce was 
sufficiently flexible to manage any surges in COVID-19 which may occur would be 
imperative. Meanwhile, policies to limit the likelihood of transmission of the virus within the 
hospital during any reconfiguration of services required implementation.   

Patients with minor treatment requirements were being referred to alternative sites, whilst 
discharges had been prioritised and supported. This had increased the hospital’s critical 
capacity and led to de-escalation of operational pressures throughout the period.  

Martin Rolfe referred to the possibility of regional variations in lockdown policies and 
sought guidance on the impact this may have on the Trust. The Chief Executive Officer 
informed the Board that the Trust Leadership Team had established the potential capacity 
the Trust could provide in a wide range of scenarios through modelling. This provided 
assurance that the organisation could respond in a flexible, rapid and appropriate manner. 
The Medical Director advised the Board that the R rate (measuring transmission of 
COVID-19) for Portsmouth and South East Hampshire was currently around 0.7. At 
present, it was not anticipated that this would rise to levels which would cause the worst 
case scenarios which had been modelled to occur. System wide planning had also been 
put in place which would ensure all healthcare providers were involved in a co-ordinated 
response to any future surges in demand.  

Regarding track & trace and the recent pilot on the Isle of Wight, data security had 
emerged as a significant issue. An effective system based on monitoring personal contact 
would be required to ensure that the system’s objectives were fulfilled. However, the 
increased level of testing, in particular the development of an antibody test, may lead to 
the app being deprioritised. The Trust would be a full and active participant in any review 
process for proposals on the track and trace app. 

The Board noted the report. 
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073.20 Board Assurance Framework 

The Director of Governance and Risk had reviewed the framework with other Executive 
Directors in the context of COVID-19. These discussions had not identified any additional 
risks since the last iteration presented to Trust Board. However, the review process would 
continue as the recovery phase unfolded; any proposed new additions would be reported 
to Board as required. The additions to the Board Risk Register would be discussed under 
minute 077.20.  

Dates for the completion of mitigation activity relating to some risks had been affected. 
Eight risks had moved, whilst the highest score assigned to any one area was presently 
12; this provided assurance that the actions the Trust was taking across a range of areas 
were having an impact. 

The Chairman noted the historic issues regarding IT within the Trust. Despite this, the 
organisation had been able to move towards remote working and the use of virtual 
processes during the pandemic. David Parfitt sought assurance that the current national 
funding arrangements and the eventual transition towards previously planned systems did 
not generate a new risk which required inclusion. The Chief Financial Officer replied that 
guidance on this matter was awaited and would be considered once presented.   

The Board adopted the Board Assurance Framework, including the removal of BAF 15 
and BAF 26. 

074.20 Financial performance report analysis 

The Chief Financial Officer highlighted the financial framework that had been imposed 
nationally in response to the major incident and the Trust’s current performance. The 
framework had been put in place after the 2020 – 21 Operational Plan had been 
suspended on 17th March 2020. Since this time, the Trust had prepared an interim budget 
and was operating in line with the national processes which had been implemented.  

These plans would mean that the Trust would be operating on a break-even basis whilst 
the current arrangements remained. Internal budgets had been revised accordingly, with 
COVID-19 costs presented as variances from the original plan. Meanwhile, projects such 
as the additional bed capacity presented to Trust Board on 25th March 2020 had been 
paused. The first two months of 2020 – 21 had seen a rise of £1.2 million in pay for the 
substantive workforce; this had been offset in part by a reduction in agency spend. Whilst 
these costs would be met, any potential long-term implications were being assessed as 
well as the impact annual leave could have. The Cost Improvement Programme was 
suspended during the response to COVID-19 although any related activity that was 
already underway was continuing and had thus far delivered £742,000 of savings. 
Divisional spending was being monitored and remained within reasonable tolerances of 
original trajectories.  

The Board noted the report. 

075.20 Finance and Infrastructure Committee feedback 

The Committee Chair (Christine Slaymaker) concurred with the observations made in 
minute 074.20. In addition, the 2019 – 20 out-turn figures had been taken at the meeting 
on 20th May 2020, with the achievement of year end forecast commended by the 
Committee. The interim budget and spending on COVID-19 against the plan had been 
triangulated with other trusts, providing assurance that the level of additional spending 
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was consistent with comparators. Meanwhile, the work being undertaken on Renal 
Services and Endoscopy after expenditure had been approved was proceeding.   

Inga Kennedy raised the issue of assessing the Trust’s current position against original 
plans for 2020 – 21. The Chief Executive Officer responded that the financial obligations 
of the organisation would continue to be met. However, any potential reconfiguration of 
services based on observations made during the response to COVID-19 would be 
reported to the Committee in Trust Board as appropriate. This would include analysis of 
any implications for the cost base.   

The Board noted the update. 

076.20 Safety, quality and operational performance report analysis 

The Medical Director provided an overview of quality at the Trust during the management 
of the pandemic, focussed on outcomes and patient experience in this period. On the 
former of these, benchmarking had been undertaken to ensure that any observations were 
based on sound comparisons. The initial rise in COVID-19 activity had occurred earlier in 
Portsmouth and South East Hampshire than most of the country. This had been reflected 
in an earlier peak in deaths with COVID-19; however, at the time of the meeting the Trust’s 
position was proportionate given the size of population it served.  

The limitations in the insight provided by the headline figures concerning the impact of the 
pandemic was acknowledged. Nevertheless, an analysis of 70 patients admitted to 
intensive care at Queen Alexandra Hospital (most of whom had subsequently been 
discharged) indicated that patient outcomes were better than national averages. In 
particular, survival rates amongst this group had exceeded norms (nearly two thirds, as 
against half across England). Despite this, the availability of comparative data was 
presently limited. Decision making was being monitored through a common framework 
across the region to ensure consistency in offering treatment.  

Teams within the Trust had collaborated throughout the response to COVID-19 to an 
extent which had a transformative impact on clinical decision-making processes. In 
particular, the Critical Care and Respiratory teams had worked together closely; they had 
fed back to Trust leadership that this had been a positive experience. It had also allowed 
for patient involvement from the start of the provision of treatment. Work to assess the 
learning to be taken from cases where individuals had died with COVID-19 without 
accessing a hospital had been commissioned for the region. Analysis as to the degree to 
which the number of people receiving care not related to COVID-19 had decreased was 
also underway. Early indications were that such individuals had been less likely to present 
themselves to hospitals, but the final findings and recommendations had yet to be 
produced.  

Governance mechanisms were returning to normal; however, to ensure appropriate 
oversight some processes had not been suspended at any stage. The Incident Review 
Panel continued to meet on a weekly basis throughout, whilst the daily Mortality Review 
Panel remained operational. As a result, all deaths during the response to COVID-19 had 
been reviewed whilst the Medical Examiner system had allowed relatives to receive 
detailed information regarding patients.     

The Chief Nurse thanked the clinical librarians for the support they had provided in 
reviewing the evidence emerging from the initial period of the pandemic. Rehabilitation 
services for recovering COVID-19 patients were being prioritised as the next phase was 
considered. Incident reporting levels had returned to previous levels after the drop in the 
previous month. Falls per 1,000 occupied bed days had risen; this had been a national 
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trend in recent months. 61% of these had occurred in side rooms, with none resulting in 
moderate or severe harm; the learning to be taken from this was being assessed.   
 
Regarding patient experience, policies had been reviewed given the substantial 
restrictions on visiting. A proactive position had been taken to managing contact with 
relatives, with the introduction of Family Liaison Officers a prominent element of this 
response. Individual messages from families were being printed and laminated for 
patients, whilst a drop off point for patient possessions had been established. Meanwhile, 
the complaints process had been reinstated.  
 
The Interim Chief Operating Officer reported that the volume of activity in emergency care 
had almost returned to pre-COVID-19 levels. The changes to service provision which had 
a positive impact and would be retained permanently were being embedded. Guidance on 
the three hour discharge standard was supportive and staff training on the guidance  has 
been introduced. Two week cancer referrals had reduced significantly during the initial 
stages of the management of the pandemic, but were returning towards their previous 
levels in recent weeks. However, lower and upper gastrointestinal pathways were the 
subject of particular focus given the slower recovery of referral rate in these areas. Regular 
contact was being made with those on the cancer patient tracker list. Urgent and time 
critical surgery had remained in place throughout the period; elective procedures were 
currently resuming.  
 
The Board noted the report. 

  

077.20 Quality and Performance Committee feedback  
 
The Committee Chair (Martin Rolfe) indicated that the Committee had paid particular 
attention to the issue of resuming normal services. This was with a view to ensuring that 
arrangements could be made to provide a mixture of COVID-19 and non-COVID services 
safely within the hospital. The issue of communicating to the public that they should return 
to use facilities after having been discouraged in respect of all but emergency situations 
was discussed. Innovations such as iPads to allow for remote contact between patients 
and relatives had been commended. 
 
The paper on the reporting of workplace incidents of COVID-19 to the Health & Safety 
Executive had been attached to the Committee’s feedback. This was to highlight the 
position the Trust had taken, which was supported by the meeting. The Committee had 
also supported the addition of five new entries into the Board Risk Register; these had 
been requested in response to COVID-19.  
 
The Board adopted the additions to the Board Risk Register and noted the Trust’s position 
with regard to Health & Safety Executive reporting.  

  

078.20 Workforce and Organisational Development performance report analysis 
 
The Director of Workforce and Organisational Development highlighted the reduction in 
spend on temporary staff, with agency numbers reduced across the organisation and bank 
fill rates continuing to increase. However, the increased establishment had led to a rise in 
the vacancy rate. Sickness absence had climbed at the start of the pandemic; however, 
this was to a lesser extent than many other trusts and had now fallen below the levels 
from mid-March 2020. In particular, the staff and management support lines had been vital 
in supporting this positive trend. Staff support handbooks had been provided, whilst mental 
health, wellbeing and financial support had also been considered.  
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Across the Trust, teams had managed to undertake actions to meet the changes required 
during the pandemic. This had included moves to seven day working and shift work 
patterns where appropriate. They had been supported by volunteers and NHS returners 
in this endeavour. A comprehensive training plan had been compiled to meet the reskilling 
required; this consisted of over 5,700 sessions. Workforce modelling had also considered 
the provision of one to one care in the worst case scenarios; this would assist with 
preparations for the next phase of the response to COVID-19. Plans were presently being 
completed with divisions to ensure the transition towards a wider range of service 
provision was co-ordinated.  

The Board noted the report. 

079.20 Workforce and Organisational Development Committee feedback 

The Committee Chair (Gary Hay) had raised compliance rates in respect of mandatory 
training and appraisals; these would be prioritised as standard work patterns returned. 
The Freedom to Speak Up Guardian had presented the 2019 – 20 Annual Report.   

However, whilst issues regarding Personal Protective Equipment (PPE) had been raised 
with the Freedom to Speak Up Guardian at the start of the response to COVID-19, these 
focused on conflicting messages and policies across a range of organisations and indeed 
countries. The Trust had not faced any incidents of complete depletion of stock for any 
items.  PPE Champions had also been appointed across the Trust, whilst the military had 
provided valuable assistance in managing stocks.  

The Board noted the report. 

080.20 Audit Committee feedback 

The Committee Chair (David Parfitt) informed Trust Board that the external auditors were 
making reasonable progress on their work for 2020 – 21 despite only being able to access 
the Trust remotely. Issues regarding disclosure were being resolved with NHS 
Improvement. A report on the environment arising from the management of the pandemic 
and its implications for counter fraud had provided assurance that this matter was being 
considered appropriately.  

The Audit Committee was scheduled to receive the final draft of the 2019 – 20 Annual 
Report and Accounts on 15th June 2020. 

The Board noted the report. 

081.20 Self-certification against provider licence 

The Director of Governance and Risk provided the report which reflected the annual 
requirement for trusts to provide self-certification statements. Assurance for the Trust’s 
submission had been provided by the Well-led Review undertaken by Deloitte and the 
Well-led Inspection completed as part of the Care Quality Commission’s review published 
on 29th January 2020. 

The Board approved the self-certification statements. 

082.20 Record of attendance  

The record of attendance was noted. 
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083.20 Any other business  
 
No other business was raised. 

  

084.20 Opportunity for the public to ask questions relating to today’s Board meeting 
 
No questions were raised by the public. 

  

085.20 Conclusions on key messages from the meeting  
 
The Chairman concluded the public session of Trust Board.    

  

086.20 Additions to Board Assurance Framework and Risk Register 
 
No additions were requested. 

  

 Date of Next Meeting: Wednesday 29th July 2020, 9.30am at the Oasis Centre, Queen 
Alexandra Hospital, Cosham, Portsmouth PO6 3LY* 
 
NOTE: this may be subject to change given public health guidance regarding COVID-19. 
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Minute Agenda Topic Summary of Action required Owner Due Date Update Status 

29th January 2020 

006.20 
Chief 
Executive’s 
Report 

The Interim Chief Operating Officer would 
share the revised operating model with 
Trust Board on 26th February 2020. 

COO 
Not 
applicable 

Superseded by planning for subsequent 
phases of the response to COVID-19.   

Closed 

26th February 2020 

033.20 
Chief 
Executive’s 
Report 

The Paterson Inquiry had recently 
produced its final recommendations; the 
Trust’s response to these would be 
reported to Trust Board when available. 

DGR 
29th July 
2020 

Included on agenda under item 101.20. Complete 

037.20 
Trust Guardian 
of Working 
Hours 

Martin Rolfe considered whether the 
quarterly reporting could be supported by 
data demonstrating longer terms trends. 
The Medical Director concurred with this 
observation, and would consider a move 
to annual reporting with the Guardian of 
Working Hours. 

MD 
30th 
September 
2020 

To be addressed in the Guardian of Safe 
Working Hours report presented to 
September’s meeting. 

Ongoing 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report CHIEF EXECUTIVE’S BOARD REPORT 
Board / 
Committee 

TRUST BOARD – 29TH JULY 2020 

Agenda item 
number 

092.20 

Executive lead Mark Cubbon – Chief Executive 

Author Mark Cubbon – Chief Executive 

Date report 
written 

21st July 2020 

Action required Noting 

Executive 
summary 

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

Appendices 
attached 

Appendix A - CEO’s Board Report 

Recommendations There are no recommendations arising from this report. 

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

Links to Corporate Objectives (Please ✓) 

✓ ✓ ✓ ✓ ✓

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓
✓

Links to Board 
Assurance 
Framework 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
Board Assurance Framework: 1, 21, 28, 29 

Links to Board Risk 
Register 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
Corporate Risk Register ID: 1401, 1682, 1683, 1869, 1915 and 1916 

Compliance / 
Regulatory 
Implications 

There are no direct regulatory implications to this report. 

Quality Impact 
Assessment 

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

Equality Impact 
Assessment 

No equality implications identified. 

Enclosure Number 

3 
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CEO Board Report 

My report focuses first on our response to the COVID-19 virus which has remained a 

significant priority for the Trust in the last two months and has a major influence on planning 

for the months ahead.  The pandemic has also impacted some aspects of our performance 

covered in later sections of my report. 

1. Summary of COVID-19 response

We have seen a welcome reduction in the local prevalence of COVID-19, in line with the

national picture. We are currently treating four patients for the virus and have discharged

more than 400 patients who responded well to treatment for the virus. We have not

reported the death of any patient with COVID-19 since 7 June, however since the start of

the outbreak, the number of patients who have sadly died is 244, and our thoughts

remain with their loved ones and with the teams involved in their care.

We continue to monitor and respond to emerging information about the virus, its 

prevalence and its impact, with good engagement across our teams and strong clinical 

leadership. Daily Gold command meetings of the Trust Leadership Team have remained 

a key feature of our response, supporting our clinically led decision-making. We continue 

to follow all national guidance and work with organisations from across the Hampshire 

and Isle of Wight Local Resilience Forum on the response to COVID-19 as well as 

working together with partners on plans to support recovery.    

1.1 Implementing national guidance 

 We have updated our practices and procedures since my last report in May as we 

continue to follow and implement all national guidance. The main changes are described 

below. 

• From 15 June, under new national guidance, members of staff have worn face masks

in all communal areas of the hospital. Risk assessments have been carried out and

measures put in place with social distancing, optimal hand hygiene, frequent surface

decontamination, ventilation and other measures where appropriate to meet existing

national workplace guidance. All visitors and outpatients are expected to wear face

coverings, with staff in place to provide support on arrival and clear signposting and

reminders throughout the hospital.

• In line with new national guidance on shielding, we extended the shielding period

until 31 July for our 183 colleagues affected. Following occupational health guidance

and individual conversations, staff who have been shielding are able to return to work

in COVID-secure areas from 1 August. Shielding colleagues who cannot return to

work in a COVID secure area will continue to be supported to work from home.

1.2 Staff at higher risk from COVID-19 

As national data has continued to emerge about disparities of risks and outcomes of 

COVID-19, we have taken action to support colleagues who are identified as being at 

higher risk from the virus. It is a high priority for us to understand and mitigate any 

specific risks to colleagues, for example through moving colleagues to work in a COVID-

secure area, homeworking or shielding. 
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In line with initial national guidelines we carried out risk assessments for groups of staff 

or individuals who are at higher risk due to pregnancy, age or underlying health 

conditions. 

A subsequent national data review published by Public Health England found (among 

other factors) that the risk of dying among those diagnosed with COVID-19 was higher 

for people from Black, Asian and Minority Ethnic (BAME) groups than for people in White 

ethnic groups.  

I have written to all staff from ethnic minority communities to explain the support we offer 

and met with colleagues through our BAME staff network and more widely to understand 

any concerns. 

  

Following discussions with our staff network and the requirements of national guidance, 

we asked colleagues from ethnic minority communities to complete a work health 

assessment with their manager. More than 92% of assessments have been completed, 

and additional support is being provided to help the remaining members of staff to 

complete their assessments with their line manager. 

  

1.3  Health and wellbeing support for colleagues 

We have a range of support available for all our staff covering emotional, social, financial 

and physical wellbeing. Our staff support line and manager support line are open 7 days 

a week to provide advice, guidance and access to professional occupational health 

support and welfare services. Colleagues raised the need for a more suitable multi faith 

prayer room and we have created an additional, bigger prayer room with an 

accompanying wash and change room. 

We asked colleagues about the support they would find most helpful and are prioritising 

short and longer term counselling and practical support such as additional locker space, 

outside benches, cycle storage and a fruit and vegetable stall. We continue to monitor 

the uptake of the services on offer and modify the support in response to feedback we 

receive. 

 

1.4 Testing  

We have continued to support the national testing strategy, providing antigen swab 

testing for patients, staff and their families. Our testing programme supports the track 

and trace strategy to identify individual incidences of infection. Anonymised results from 

the nationwide testing programme also provide information on the prevalence of COVID-

19 in different regions of the country and help better understand how the disease 

spreads. 

 

At the end of May, we also began antibody blood tests for PHT staff and for our 

healthcare system partners. The blood test demonstrates that someone has developed 

antibodies as a result of having COVID-19 in the past. In line with national expectations, 

all staff have been offered an antibody test and 82% have taken up the offer. We are 

participating in the SIREN study run by Public Health England, recruiting healthcare 

workers to the study which will help establish whether antibodies indicate immunity to 

COVID-19.  
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1.5 Clinical research trials  

The Trust is taking part in a number of COVID-19 clinical trials, providing the opportunity 

for patients to participate and increasing the potential to develop treatments that benefit 

patients quickly.  The RECOVERY trial is testing a range of potential treatments for 

COVID-19. The REMAP-CAP trial for critically ill patients with community acquired 

pneumonia uses an innovative trial design to evaluate multiple interventions 

simultaneously.  

 

In June we saw the announcement of the first positive results from the RECOVERY 

clinical trial, with the steroid Dexamethasone shown to reduce deaths by one third in 

ventilated COVID-19 patients and by one fifth in patients requiring oxygen. Our PHT 

team recruited 117 patients to the trial, giving our patients the opportunity for new 

treatments and making us the 7th largest contributor of the 176 UK recruiting sites. We 

have now incorporated the treatment into the clinical care of our patients. 

 

1.6 Support from colleagues, local communities and partners 

Throughout the pandemic, the entire workforce at PHT have been exceptional, changing 

shift patterns and working practices, undertaking additional training and redeployment, 

working from home and introducing essential new processes and procedures. Our 

volunteers supported patients, their families and loved ones, while continuing to play an 

essential part of our work every day.  

 

We have continued to receive very strong support for our staff from members of the local 

community, and we were able to begin to convey our thanks for all the support from local 

people and businesses during an online celebration of the NHS's 72nd anniversary on 4 

July. 

Our thanks go to our local communities for their positive response to the national 

lockdown measures, a crucial factor in preventing transmission of the virus in 

Portsmouth and South East Hampshire. 

 

Local cooperation between health and social care partners is also a fundamental part of 

our collective response to the virus. We appreciate the increased levels of support and 

collaboration that our partners have provided, and this will be key over the months 

ahead. 

  

2. Planning for recovery and reset  

 

2.1 Summary 

In this second phase of COVID-19, our priorities continue to be the delivery of urgent and 

cancer work while stepping up clinically determined routine work where capacity allows, 

and still maintaining our preparedness for additional COVID-19 patients especially in 

respiratory and critical care.  

 

Coupled with winter planning, this is a complex piece of work and under the direction of 

the Chief Operating Officer, we have asked Shaun Carr to take on additional 

responsibility as the Trust’s Lead Director for Recovery until the end of March 2021. 

Shaun will lead this work across all four Divisions and corporate areas. 
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We contributed to the development of the local outbreak plans created by Portsmouth 

City Council and its partners, and by Hampshire County Council. All of us have a role to 

play in guarding against the transmission of the virus, at work, at home and as we travel 

in between.  

  

2.2 NHS 111 

During the pandemic, patients have accessed care in different ways, choosing to seek 

alternatives to our Emergency Department (ED). People needing care have contacted 

NHS 111, or their GP, and we developed clinical pathways to reduce patients’ 

attendance where not absolutely necessary, working with partners across the system to 

treat those with minor injuries or illnesses at the Urgent Treatment Centre or Minor 

Injuries Unit. Patients have been supported to access appropriate care without visiting 

ED.  

We have an opportunity to maintain these changes and benefit our patients by providing 

an additional, more convenient way for our communities to access urgent NHS care, via 

an enhanced NHS 111 service. As part of a national pilot initiative we are working in an 

integrated project team with South Central Ambulance Service (SCAS), our local GPs 

and community partners.  

  

This new initiative which launched on 30 June provides an enhanced service for patients 

to get them to the right service the first time and help maintain social distance in waiting 

rooms by reducing numbers of patients waiting. Patients from our area who contact NHS 

111 in the first instance can be booked a time slot to attend the Emergency Department 

or directed to services outside the hospital including their GP, an urgent treatment centre 

or minor injuries unit. This helps to reduce the risk of crowding in the Emergency 

Department and the risk of transmission of COVID-19. 

  

Our Emergency Department does of course remain open 24hrs a day, 7 days a week 

and anyone who is experiencing a medical emergency should still attend or call 999. 

Patients who arrive at the Emergency Department without contacting NHS 111 first will 

receive our high- quality emergency care and treatment as usual, if they need it. 

  

This is a new way of working which will bring opportunities for further learning as we 

continue to build on the improvements we have made over the recent months, providing 

a better experience for our patients.  We are monitoring data regularly to understand how 

effectively the pathways are working and the experience of our patients, along with our 

partners in South Central Ambulance Service (SCAS). This is the first initiative of this 

kind to be run anywhere in the country.   

  

The number of patients arriving each day by ambulance is now higher than pre-COVID 

levels and the acute medical emergency activity has been at seasonal average levels for 

the past weeks. Changes introduced by the Urgent Care team and other clinical teams, 

have driven a sustained improvement in our performance for 15-minute ambulance 

handovers. In June we had the highest number of ambulance conveyances of any acute 

trust in the footprint covered by SCAS, and we were the second best performing acute 

trust for handovers, a significant improvement in our performance over previous years 
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and bringing significant benefits for our patients. Further details are given in our 

Integrated Performance Report (IPR). 

 

3. OPEL Status 

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

overview of our Operational Pressures Escalation Level (OPEL). This 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 May and June 2020. Further 

detail is provided by the Chief Operating Officer via the Integrated Performance Report 

(IPR): 

  

 

 

4. Constitutional standards 

Performance against constitutional standards is covered in detail in the operational 

performance report from the Chief Operating Officer within the IPR.  

 

I have described our COVID-19 response and recovery plans above. At the beginning of 

the pandemic and in line with national guidance we focused our non-COVID services on 

urgent and cancer care. COVID-19 has therefore had a significant impact on the delivery 

of some key constitutional standards, with key elements of this impact and our next steps 

outlined below. 

 

Our performance against the cancer standards has continued to improve, and we 

provisionally met all our waiting time targets for the diagnosis and treatment of cancer 

during June. We achieved 100% performance in three of the nine standards, reaching 

more than 97% performance against a further 3 standards.  

The Trust is working to increase capacity for routine elective patients. All patients waiting 

more than 40 weeks have been clinically reviewed and risk assessed, and treatment is 

being booked accordingly, and utilising capacity in the independent sector as 

appropriate. We are planning for further outpatient and theatre capacity to come online 

from July onwards.  

 

The 6 week diagnostic standard has also been affected by COVID-19. Capacity within 

national safe guidelines is now increasing and the Trust is using independent sector 

capacity where appropriate. For June 59.2% of patients had their diagnostic test within 6 

weeks, an improving position from May (50.9%), although below the national target 

which will take some time to recover.  
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As referenced above, our improved performance on ambulance holds has been 

maintained during May and June.  

 

5. Avoidable harm 

I have also committed to providing an overview of harm incidents monthly as part of my 

routine report to the Trust Board. Further detail is provided by the Medical Director and 

Chief Nurse in the IPR. 

 

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

One never event was reported in June in anaesthetics. By definition never events should 

not happen, and we treat this very seriously. We have taken steps to learn from this 

occurrence and created a multi-disciplinary safety team within theatres. The patient is 

progressing well with no evidence of harm. 

 

6. Care Quality Commission (CQC) inspection 

On 15 July the CQC carried out a focused, short-notice inspection to review the Trust’s 

medicine management. We await the inspectors’ formal report, however we have 

received a letter which confirms no significant concerns were identified. The inspectors 

found areas of good practice in medicines management across the areas they visited, 

and it was very encouraging that the inspectors noted colleagues had demonstrated how 

learning from incidents had been shared and understood. We look forward to the formal 

report, including feedback on areas in which we can continue to improve.  The positive 

tone of the inspection demonstrates the continued commitment of our staff to provide the 

best care for our patients.   

 

7. Isle of Wight partnership 

Our acute services partnership with the Isle of Wight is of strategic importance to both 

trusts. Since the partnership was announced in February, we have made progress 

  Monthly 

figure  

(June) 

Monthly 

trajectory 

Year to date 

position 

2019/20 

ceiling  

C Difficile 6 4 15 63* 

MRSA 0 0 2 0 

Ecoli  11 n/a 21 n/a* 

Community and 

hospital acquired 

category 3 and 4 

pressure ulcers   

2 0 6 n/a 

Falls which cause 

moderate, severe or 

catastrophic harm  

5 n/a 10 n/a 

Never Events  1 0 1 0 
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together in developing an acute services partnership framework. Working together to 

plan and deliver services we will ensure access to clinically sustainable services for the 

population of the Isle of Wight. This closer working will also bring benefits to Portsmouth 

patients and staff, through greater collaboration, additional support and shared 

investment in services. 

 

As a first step in joint planning, clinical leaders are working collaboratively to develop a 

plan for core emergency services, building resilience to meet future demand and 

changing needs. The COVID-19 pandemic accelerated change across the whole NHS, 

and we are building this experience into the next phase of joint planning for clinical 

models and enabling functions. As we shape the partnership there are significant 

opportunities for patients and colleagues with potential growth in clinical research and 

innovation in education, training and ways of working. We have provided more 

information in a separate progress update on the agenda.  

 

8. External accreditation and patient safety nominations 

We have received external accreditation across a number of areas during June and have 

also been recognised in the shortlist for two 2020 Patient Safety Awards sponsored by 

the Health Service Journal. 

 

8.1 Bliss baby charter 

The Neonatal Intensive Care Unit has been re-accredited by Bliss for high quality family-

centred care. Bliss is the charity for premature and sick babies and the PHT neonatal 

unit is the first in the country to be reaccredited, after first achieving the standard in 

2016.   

 

8.2 Joint Advisory Group (JAG) Accreditation for Endoscopy 

Our endoscopy service provided at Gosport War Memorial Hospital has been awarded 

accreditation for a year. JAG accreditation is awarded to endoscopy services which have 

demonstrated they meet best practice quality standards. 

 

8.3 2020 HSJ Safety Awards  

We are pleased to have been shortlisted for two patient safety awards 

• Our Time to Act Project in collaboration with Wessex Academic Science Health 

Network has been shortlisted for the Patient Safety Team of the Year award. The 

project focuses on the early recognition and response to deteriorating patients. 

• With Solent Trust we are shortlisted for the Clinical Governance & Risk 

Management in Patient Safety award. The initiative championed the use of 

aquatic physiotherapy in the ventilated critical care patient with Guillain-Barre 

Syndrome 

   

9. Executive team updates 

9.1 Director of Governance and Risk, Lois Howell, has taken on additional responsibilities to 

support the Isle of Wight NHS Trust. From 6 July, Lois is splitting her time between the 

Isle of Wight and Portsmouth, supported by teams in both trusts. Lois will join the Isle of 

Wight Trust Executive Team alongside her role on our PHT Executive which will 

significantly strengthen the partnership between the two trusts.  
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9.2  Professor Anoop Chauhan, Director of Research has been appointed to the Board and 

Executive team, recognising the strategic significance of the research carried out at PHT 

and our partnership with University of Portsmouth on which a separate paper has been 

prepared. Anoop is a Consultant Respiratory Physician and has successfully developed 

and led PHT’s Research and Innovation team for the last 11 years.  

 

9.3  Penny Emerit, Director of Strategy and Performance, has been appointed to the formal 

role of Deputy Chief Executive in addition to her existing areas of responsibility.  

9.4  After a competitive appointment process, Chris Evans has been appointed to the 

substantive role of Chief Operating Officer (COO). Chris will join us on 1 October from 

his current role as COO of Warrington and Halton Teaching Hospitals NHS Foundation 

Trust, building on his experience as Managing Director of Salford Integrated Care 

Organisation.  We are grateful to Nigel Kee for his enthusiasm and hard work as Interim 

Chief Operating Officer, supporting our response to this very challenging period and 

laying some good foundations for the future. Nigel will remain with us until Chris joins 

PHT to ensure an appropriate period of handover can take place.  

 

Leadership development 

9.5  We have continued our ongoing leadership development programme, with a well-

attended leadership summit for more than 200 of our leaders and some key external 

stakeholders from health system partners. Entitled the Resilient Leader, the summit built 

on previous leadership events and provided an opportunity to explore current challenges, 

sustaining energy levels under pressure and coping with disruptive changes setbacks. 

The event featured Aaron Phipps, Paralympian and Michael Caulfield, Sports 

Psychologist and participants reported the discussions had helped them to understand 

the importance of resilience techniques in work and home life.  

  

10. Top three concerns  

These are my three top concerns for the Trust 

10.1  COVID-19 may spike locally or nationally, requiring rapid escalation of provision for 

COVID positive patients. We have good plans in place to enable us to achieve this 

escalation, however many unknowns remain about the pace and scale of response that 

may be needed. 

10.2  There are space and capacity constraints that result from our preparations for a second 

wave of COVID-19 during winter, which will have an impact on admissions. We are 

mitigating this impact through the ongoing collaboration between the Urgent Care team 

and other departments to improve flow of patients through the hospital. There is a risk 

that urgent care activity continues to rise and due to spacing constraints, bed 

occupancy increases further, presenting challenges to flow on site. 

10.3  Members of staff have provided exemplary support during COVID-19, however the 

personal and collective impact on resilience, health and wellbeing is not yet clear. We 

have a strong support system in place and continue to engage with staff to identify 

additional means of support. 
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11. Top clinical risks  

The clinical risks I would like to bring to the Board’s attention are 

11.1 During COVID-19, although we continued to provide urgent and cancer care 

supported by clinically led decision making, fewer patients chose to present for 

diagnosis and subsequent treatment. We are therefore anticipating accelerating 

demand for diagnostic and elective services for patients whose condition may have 

progressed further than would otherwise have been the case. The ability to increase the 

capacity in some of these pathways of planned care may impact waiting times and 

consequent clinical risk to patients  

11.2 As the COVID-19 pandemic continues including the potential for a second wave, our 

primary concern is the safety of all our patients. We must manage the risk of COVID-19 

along all our pathways of care. We review and implement all guidance, following the 

approach set out in our Board Assurance Framework.  

11.3 The occurrence of a local surge, or a more widespread second wave, of Covid-19 

infection risks stretching existing resources and impacting on the delivery of other 

aspects of care. Learning from the first COVID-19 wave is influencing our bed capacity 

planning including planning for additional critical care and non-invasive respiratory 

support. 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report IMPLEMENTING A WORKFORCE RACE EQUALITY RESPONSE IN 

THE CONTEXT OF COVID-19 
Board / 
Committee 

TRUST BOARD – 29TH JULY 2020 

Agenda item 
number 

094.20 

Executive lead Nicole Cornelius, Director Workforce and Organisational Development 

Author Lucy Wiltshire, Head of Organisational Development 

Date report 
written 

17th July 2020 

Action required Noting  

Executive 
summary 

• Following the announcement of the Covid-19 pandemic, international 
data very quickly started to emerge suggesting that people from an 
ethnic minority background were disproportionately affected 

• NHS England issued a letter to all Health and Social Care organisations on 
29th April recommending staff at greater risk of Covid-19 be risk assessed 

• A series of robust actions have been undertaken in response which 
include; 

o Daily absence data reporting and monitoring by ethnicity 
o Enhanced engagement, communication and involvement of staff 

representing Minority Ethnic groups 
o Development and implementation of a Work Health Risk Assessment 

based on national best practice 
o Publication and marketing of Health and Well Being support for staff 
o Staff covid-19 testing and antibody testing 
o Working with national and regional partner organisations to adopt 

learning and best practice at a system level 

• NHE England and Improvement wrote to all NHS organisations on 24th 
June requesting Risk Assessments be completed for all Ethnic Minority 
staff by 22nd July (data submission window closes on 31st July) 

• As at 3rd July, PHT reported an 84% completion rate 

• Those outstanding are being contacted regularly by HR Professionals and 
Occupational Health and reminded of the importance of completing 
them whilst being offered support to do so 

 

Appendices 
attached 

Appendix A – NHS England/Improvement Assessment Data Return  
Appendix B – Board Checklist - workforce risk factors linked to Covid-19  
 

Recommendations The Board is recommended to note the report 

Next steps The following actions will be taken after consideration of this report: 
a) Continued focus on reaching 100% completion of risk assessments for 

Ethnic Minority staff, ensuring required adjustments are implemented 
accordingly 
 
 

Enclosure Number 

4 
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Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 
 

✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ 
 

✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

BAF 5 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

Not applicable. 

Quality Impact 
Assessment 

STAFF: Moderate– Positive  

Equality Impact 
Assessment 

RACE: Moderate– Positive 
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Implementing a Workforce Race Equality Response  

In the Context of Covid-19 

 

1.0 Introduction 

Following the announcement of a national pandemic on 11th March 2020, UK and 

international data very quickly started to emerge suggesting that people from minority ethnic 

backgrounds were being disproportionately affected by Covid-19.  Early analysis also 

identified an over-representation of health and care professionals from a minority ethnic 

background among fatalities. 

NHS England issued a letter (dated 29 April 2020) to all Health and Social Care 

organisations recommending employers should risk assess staff at potentially greater risk of 

Covid-19 and make appropriate arrangements accordingly.  A national enquiry was also 

launched to better understand the disproportionality.  

 

2.0 Organisational Response 

PHT has had a number of discussions and engagement with staff representing those from 

an ethnic minority background and has introduced a series of robust actions in response to 

the emerging evidence, national guidance and recommendations.  

 

2.1 Monitoring data of staff absence 

Since the pandemic started, daily absence data broken down by absence type has been 

produced and shared with Gold Command, Divisional leadership teams and NHS 

Improvement. 

Reporting on Covid-19 absence came into effect on 17th March 2020. The below table 

summarises the total episodes of absence relating to Covid-19 sickness, Covid-19 “other 

leave” and Non-Covid-19 sickness by ethnicity group during the period of 17th March to 13th 

July 2020.  
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Data Source: Health Roster 

 

Covid-19 Sickness 

To date there has been a total of 1,404 absence occasions relating to Covid-19 sickness 

absence of which; 943 absences (67.2%) were within our white workforce, 445 (31.7%) were 

within our ethnic minority workforce and the remaining 16 occasions (1.1%) within our ‘not 

stated’ workforce. 

It is important to note, that whilst staff from within our white workforce have a higher number 

of Covid-19 absence occasions compared to staff from an ethnic minority background, the 

943 occasions affected 875 of our white staff which equates to only 14% of our total  
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white workforce. Staff from an ethnic minority background demonstrate proportionately 

higher levels of absence with 408 staff affected, representing 26.4% of our workforce from a 

minority ethnic background. 

Further analysis shows the weekly trend of Covid-19 sickness absences. The data illustrate 

the number of Covid-19 sickness absence occasions each week between the dates above, 

by ethnicity group: 

 

The above graph is inclusive of Covid-19 Confirmed and Covid-19 Unconfirmed cases  

Covid-19 “Other Leave” 

To date there has been a total of 1,801 occasions relating to Covid-19 “Other Leave” of 

which; 1,281 occasions (71.1%) were from our white workforce, 497 (27.6%) from our within 

our ethnic minority workforce and the remaining 23 occasions (1.3%) represents our ‘not 

stated’ workforce. 

Again, it can be seen that although staff from our white workforce have a higher number of 

Covid-19 “Other Leave” occasions compared to our staff from an ethnic minority 

background, the 1,281 occasions affected approximately 1,047 of our white staff which 

equates to 16.8% of our total white workforce. Staff from an ethnic minority background had 

higher levels of absence with 421 affected representing 27.6% of our workforce from 

minority ethnic groups.  
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The graph below shows the trend of Covid-19 “Other Leave”. The data 

illustrate the number of absence occasions each week between the dates above, by ethnicity 

group 

 

The above graph is inclusive of all Covid-19 “Other Leave” Categories  

 

2.2 Communicating with Ethnic Minority Staff and Wider Organisation 

Regular engagement has taken place with the Trust Leadership Team, Trade Unions and 

Staff Side, the Minority Ethnic Staff Network, Freedom to Speak up Guardian, Workforce and 

Organisational Development teams and Divisional/Care Group Senior Leadership teams.  

The purpose of these interactions is to provide the latest national information and emerging 

evidence, provide direction on local intervention and actions required to maximise workplace 

safety standards, and prioritise health and wellbeing of staff whilst being responsive to 

individual needs.  The methods of information sharing and engagement are as follows: 

• The Chief Executive and Director of Workforce and Organisational Development met 

with the vice chair of the Ethnic Minority Staff Network on 29th April to discuss the 

national picture and local response. 

• A virtual staff network meeting, chaired by the Chief Executive, took place on 13th 

May to discuss the national and local position, outline the actions we were taken to 

keep staff safe whilst at work and consider what else may need to be done.  

Consideration was also given to the development of a workplace health assessment.  

Further network meetings took place on 27th May and 10th June. 

• A personal letter was sent to the home addresses of every member of staff from an 

ethnic minority background on 7th May outlining the steps being taken to support 

them, including personal protective equipment, absence reporting, staff testing, 

workplace health assessments and psychological support available 24 hours a day, 7 

days a week. 
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• Guidance for managers on completing workplace health assessments was sent to 

Divisional Leadership Teams on 21st May along with a list of staff requiring an 

assessment within their areas. 

• A further letter was sent on 30th June to staff who showed as having an outstanding 

workplace health assessment, requesting that they complete it with their manager 

immediately.  Contact details for Occupational Health and the Equality and Inclusion 

lead were included for support and guidance. 

• Discussions on the provision of staff support during Covid-19 have been discussed 

with the Joint Consultative Negotiating Committee as part of on-going monthly 

meetings with positive support. 

• The Chief Executive daily message and weekly virtual briefing for managers have 

kept staff informed on key information and local actions being taken.  

• A Staff Support Information pack containing information about the psychological 

support available 24 hours a day, 7 days per week has been made available to all 

staff on the intranet, via daily communication emails, placed on cars windscreens in 

staff car parks by the Culture Change Agents and posted to home addresses for 

vulnerable staff groups (those shielding, pregnant and from an ethnic minority 

background). 

 

2.3 Health and Well Being Support 

Within days of the announcement of a national pandemic, a centralised staff support and 

manager support line was introduced.  These services are provided by professional staff 

from Human Resources and Occupational Health as well as some staff deployed from 

elsewhere who were appropriately trained and supervised. 

The staff support lines provide a central point for all staff absence to be reported and 

recorded.  The team advises line managers of staff absences, books accommodation for 

staff where appropriate, escalates to Occupational Health or signposts staff to support 

available 24 hours, 7 days a week. 

In addition, the team facilitates a centralised deployment function for all non clinical staff and 

undertakes weekly welfare calls to absent and vulnerable staff such as those who are 

shielding or pregnant. 

The support line structure has been so well received by both staff and managers that a 

decision has been made to retain the model in order to sustain support for staff and enable 

more collaborative working across teams. 

 

2.4 Staff Testing 

Staff testing became available on 21st March and is organised for every member of staff, or 

household member, who is showing Covid-19 symptoms when they report their absence to 

the staff support line.  Staff have been made aware of the need to report absence and how 

to access staff testing through various means, including the Chief Executive’s daily 

message, briefings from managers, the staff support information pack, details contained 
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within the Covid-19 webpage and a number of ‘all staff’ text messages sent 

during April and May.  Since its introduction until 5th July 1589 staff swab tests have been 

undertaken with 11.8% testing positive.  Antibody testing commenced on 29th May.  Between 

then and 5th July, 7279 members of staff, including military, bank staff and Engie employed 

staff, have been tested.  Of those 13.4% were given a positive rate.  

2.5 Work Health Assessments 

On 30 April, NHS Employers published guidance for NHS organisations to take appropriate 

measures to mitigate the risk of Covid-19, including taking ethnicity and age into account 

alongside other factors.  This included a Risk Reduction Framework paper, published by the 

Faculty of Occupational Medicine, which highlighted enhanced mitigating actions such as 

access to counselling, health checks and deployment decisions. 

This framework was used as the principal guide to developing our own Work Health Risk 

Assessment which was done in collaboration with representatives of staff from an ethnic 

minority background, ensuring their involvement in decisions that affect them and their 

families.   

In a letter dated 24 June 2020, NHS England and NHS Improvement asked NHS 

organisations to make significant progress in deploying risk assessments within two weeks 

and complete them for all staff from an ethnic minority background within four weeks. 

Employers have also been asked to submit and publish a number of metrics via the intranet 

for staff and include as part of board assurance to enable board-level scrutiny and 

ownership.  All data submitted has been made available for staff on the intranet and can be 

found at Appendix One. As at 3rd July, a total of 84% of staff from ethnic minority 

backgrounds had completed and returned a Work Health Risk Assessment to Occupational 

Health.  Those outstanding are being contacted, along with their line managers, and 

reminded of the importance of completing an assessment whilst being offered support in 

doing so. 

The table below provides a breakdown of completed assessments by category following 

Occupational Health review. 

 

Data valid as at 3rd July 2020 
 

Completed Work Health Risk Assessments 
 

1176 (74%) 

Category Number Percentage 

No adjustment required 
 

890 57% 

Adjustment required, including deployment, shielding, working from 
home, pregnant 

286 19% 
 

Occupational Health follow up assessment underway 
 

128 8% 

Still to be completed and returned 
 

266 16% 

TOTAL 1570 100% 
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In addition to formal Work Health Risk Assessments, Occupational Health promote and 

provide staff health checks and screening for all staff. 

Regular monitoring of vulnerable staff requiring assessments and/or adjustments is 

undertaken by the Manager Support Line in partnership with Occupational Health and line 

managers.  

  

2.6 Working in Partnership 

Throughout the pandemic, regular formal meetings have taken place with system partners 

and the South East People Directorate team to ensure a consistent approach is applied 

based on best practice, latest information and merging evidence.  

 

3.0 Further Planned Actions  

Improving the experience of our staff through supporting their health and well-being remains 

a priority.  We will continue to work with the national and regional teams to ensure any new 

information is acted on accordingly. We will continue to seek feedback and involvement of 

staff representing those from a minority ethnic background, and beyond, to ensure we are 

listening and hearing about their lived experiences and work with them to improve their 

experience in the workplace.  We will use the technology available to us as an inclusive, 

accessible platform for conversations, feedback and a repository of information, data and 

actions. 

 

4.0 Board Assurance 

Progress will be monitored via the Workforce and Organisational Development committee, 

as part of Equality, Diversity and Inclusion reporting. 

A Workforce risk factors checklist linked to Covid-19 can be found at Appendix Two, 

providing further detail, which has been adapted from; South East Region, NHS England and 

NHS Improvement - Covid-19 BAME Mortality Disparity Advisory Panel (19th May 2020).  
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Appendix A:  

 

 

 

NHS Improvement/ NHS England Assessment Data Request
Data accurate as of 03/07/2020

1 Have you offered a risk assessment to all staff? Y/N

No

2 What % of all your staff have you risk assessed?

Risk Assessed? Headcount %

Yes 1845 23.0%

No 6188 77.0%

Grand Total 8033 100.0%

3 What % of risk assessments have been completed for staff who are known to be ‘at-risk’, with mitigating steps agreed where necessary? 

Headcount % Headcount %

Yes 1693 47.1% 1899 52.9% 3592 100.0%

No 152 3.4% 4289 96.6% 4441 100.0%

Grand Total 1845 23.0% 6188 77.0% 8033 100.0%

4 What % of risk assessments have been completed for staff who are known to be from a BAME background, with mitigating steps agreed where necessary? 

Headcount % Headcount %

BAME 1321 84.1% 249 15.9% 1570 100.0%

White 495 7.8% 5851 92.2% 6346 100.0%

Not Stated 29 24.8% 88 75.2% 117 100.0%

Grand Total 1845 23.0% 6188 77.0% 8033 100.0%

Ethnic Origin Group Yes No Total Headcount Total %

At Risk Staff Yes No Total Headcount Total %
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Appendix B 

Board Checklist - workforce risk factors linked to Covid-19  
Adapted from; South East Region, NHS England and NHS Improvement - Covid-19 Ethnic Minority Mortality Disparity Advisory Panel (19th May 
2020) 

 
Recent research has shown that specific groups of staff, notably Ethnic Minority staff, are more likely to have health conditions that make them vulnerable to 

Covid-19. We also know that Ethnic Minority staff may be vulnerable to adverse treatment within the workplace which may exacerbate other risks, so 

particular attention should be paid to the risks to these staff. 

The list of risk factors below ensures that risks to staff from Covid-19 are minimised.  

Risk 

 

Potential risk mitigation  Positive Assurance 

1. Governance    

1.1 Is the Board sighted on and has it put in place 

appropriate accountability and resource into 

Covid-19 workforce assessment and support? 

Spot checks on any areas where higher than 

expected infection rates indicated by data or soft 

intelligence including concerns to Speak Up 

Guardians.  

 

Approach to workforce assessment and 

support was discussed and agreed at Gold in 

May 2020. 

Centralised support established in March 

introducing Staff and Manager support lines 

resourced by HR professionals and 

occupational health staff. 

Regular reporting to Gold on process and 

progress 

Report to Trust Board in July outlining actions 

taken to date  

1.2 Does your organisation hold data 

(disaggregated by White/Ethnic Minority) that will 

demonstrate the effectiveness of engagement on 

Covid-19 and Ethnic Minority staff? 

 

 

Collect data (disaggregated by White/Ethnic Minority) 

on the following: 

a. Numbers of risk assessments as a proportion 
of the overall employed workforce  

b. Overall staff Covid-19 sickness absence 
(days)  

c. Proportion of staff (White/Ethnic Minority) high 
risk following a risk assessment 

  

Workplace Health Assessment for staff from 

minority ethnic backgrounds has been 

developed with engagement from 

representatives and based on national best 

practice.  Target to achieve 100% completion 

by 22nd July. As at 3rd July, 84% have been 

completed and returned to Occupational 

Health . 

Daily absence data by ethnicity is produced 
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and discussed at Gold by exception 

Assessment metrics have been published on 

the intranet and submitted to NHSI/E as 

required on 8th and planned for 22nd July.  

Summary provided to Trust Board for 

assurance in a paper on 29th July 

1.3 Is the Board clear on the additional risks Ethnic 

Minority staff face?   

 

1.4 Has the board considered the medium-term 

implications of the impact of Covid-19? 

 

1.5 Is Occupational Health centrally involved in 

oversight and support? 

Describe how your organisation and system have 

used this data to influence your preparations for 

restoration and recovery planning? 

Paper on workforce risk assessments 

discussed at Gold in May and in a Board paper 

29th July. 

Workforce absence data considered daily 

Workplace assessment developed with 

representatives from ethnic minority 

backgrounds, occupational health and based 

on national best practice 

Individuals who are identified in a high risk 

category have a 1-1 appointment with 

occupational health to discuss adjustments 

required to keep them safe whilst at work 

Occupational Health and manager support is 

available Monday to Sunday from 0600-1930, 

in addition an Employee Assistance 

Programme launched in April  

Staff information support booklet distributed to 

all staff 

PHT has invested in resources to deliver  

longer term psychological support which is 

currently being developed  

1.6 Is there Ethnic Minority representation in 

senior decision making/oversight? 

1.7 Is your Ethnic Minority Network fully involved in 

decision making around the risks to staff? 

Collect information on demographic make up of Gold 

Command.  

Gold command does not have a  

representative from an ethnic minority 

background 

Ethnic Minority network members (and beyond 

the network) are fully engaged and involved in 
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decisions affecting them, as is the Associate 

non-executive Director on the Board 

1.8 Is there an emphasis, wherever possible on 

strong staff engagement to both receive 

suggestions and hear concerns, before significant 

changes in working practices? 

 

Bear in mind research,  for example, the Francis 

Freedom to Speak Up report 2015 and recent 

reports indicate some groups of Ethnic Minority 

staff are less likely to raise concerns either 

because they don’t believe they will be heard or 

because of possible adverse consequences for 

them.  

Clear, repeated messages from Chief Executive  

 

Minimise redeployment of Speak Up Guardians. 

Ensure staff are signposted to them if they have 

concerns. 

 

Highlight examples where concerns were raised and 

have been were addressed. 

 

Where necessary, remind professional registrants that 

requirement to raise concerns remains in place. 

Daily Chief Executive message to all staff via 

email 

Twice weekly virtual meeting with tiers 1-4 

Letter sent to all staff from an ethnic minority 

background  7th May 2020 

Virtual staff network meeting took place on 13th 

May with follow up on 27th May and 10th June.  

Further organisational wide conversation 

planned for July/August to capture anything 

else staff feel would help to support them 

Freedom to Speak up Guardian (F2SU) 

working with Inclusion lead and networks and 

is available and accessible to all staff.  Report 

provided to Workforce sub committee in May. 

F2SU Information contained within the Staff 

information support booklet and intranet.  

F2SU Information contained within the Staff 

information support booklet and intranet.  

FTSU guardian has good links with Minority 

Ethnic network leads and members and has 

representation from the network as part of the 

FTSU advocate team 

FTSU concerns can also be raised through a 

confidential portal within DATIX. 

When considering the 2019 National Staff 

Survey data, there is no disparity (73%) 

between Ethnic Minority and White staff 

reporting they would feel safe raising concerns. 

Staff have been asked to raise any concerns 

directly to the Covid-19 command team or the 
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staff support line 

1.9 Does your organisation hold data on staff 

Covid-19 sickness and staff Covid-19 deaths by 

department, grade, and protected characteristic?  

 

1.10 Are you being proactive in using such data to 

triangulate with soft intelligence from areas of 

concern – and with other workforce data e.g. 

Workforce Race Equality Standard and Workforce 

Disability Equality Standard - especially data for 

reported bullying? 

 

Such data, used effectively, can enable early 

interventions to listen, support and act on concerns 

A breakdown of workforce absence data, 

including covid-19 related, is produced daily for 

Gold/TLT.  No hotspots identified 

No hot spots identified.  Workforce Race 

Equality Standard and Workforce Disability 

Equality Standard data to be submitted in line 

with national requirements with improvements 

being aligned to our overall equality and 

inclusion improvement plan.  Data is 

considered by staff networks, the Equality, 

Diversity and Inclusion Group (EDI) and 

presented with improvements to the Workforce 

and Organisational Development sub 

committee throughout the year. 

2.0 Risk assessment and deployment   

2.1 Is there a focus to ensure some staff groups 

are specifically included in risk assessments e.g. 

returners, agency staff, newly qualified staff, 

staff returning from sick or annual leave, and 

night shift staff? 

   

It is important to ensure these groups are assessed 

as they may be especially vulnerable (e.g. RCN 

survey indicates temporary agency nurses are 

currently much less likely to be offered tests). 

Is there clarity about the role of the agency in risk 

assessments and the role of the Trust in ensure safe 

working arrangements? 

All new staff including returners and newly 

qualified are risk assessed by Occupational 

Health.  Employees report absence to staff 

support line and when returning to work.  If still 

unwell they are informed not to return and 

welfare calls are made during the absence 

period by the manager support line team.  All 

staff, including bank and agency, are offered 

Covid tests. 

2.2 Is there effective management and governance 

to follow up risk assessments both for individuals 

and at employer wide basis?  

 Risk assessments are submitted to 

occupational health for an occupational health 

assessment. If any underlying health 

conditions are identified following a telephone 

consultation a report outlining any adjustments 

or recommendations is sent to the manager 

and managers support line and the staff 

member. Follow up risk assessments would be 
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undertaken if appropriate, following any 

changes in government guidance, new 

emerging evidence, changes to the individuals 

underlying health condition(s) or a change in 

the individual’s role. 

Reporting on risk assessments to workforce 

sub committee for governance assurance to 

the Board 

2.3 Do deployment decisions correlate with risk 

assessments i.e. done fairly and proportionately? 

 

There is growing evidence that Minority Ethnic staff 

may be disproportionately redeployed to Covid-19 

wards.  

Monitor such decisions and ensure concerns raised 

are addressed – especially if deployment is not 

accompanied by safe Personal Protective Equipment 

and working practices 

 

Some trusts have been collecting such data. You may 

want to do so going forward. 

Risk assessment and deployment decisions, 

including any adjustments to ensure safe 

working practice and environment is done with 

Occ Health, line managers and individuals with 

the support of the management support line 

team (HR advisors).  Daily clinical workforce 

meetings take place to monitor safe staffing on 

wards and any deployment decisions are 

based on safety of patients and staff 

2.4 Are specific steps being taken proactively to 

ensure Ethnic Minority staff are specifically 

being risk assessed not just for health risks but 

for exacerbating workplace treatment factors? 

 Health Work Assessment developed with staff 

involvement.  Letter to staff from ethnic 

minority background on 7th May explaining the 

process for assessments and support 

available, including how to raise concerns.  

Assessment along with guidance for managers 

to support staff to complete them was issued 

on 27th May.  All assessments will be reviewed 

by Occupational Health and any necessary 

adjustments to roles will be discussed with the 

individual.  Any member of staff who falls 

within any other vulnerable group i.e. pregnant, 

over 70, severe health condition requiring 

shielding has been assessed and adjustments 

made such as home working or deployment or 

a non covid patient area  

3.0 Protection   

3.1 Is the PPE Fit process effective without Monitoring should specifically include Ethnic Minority As at 9th July, a total of 47 staff had failed a FIT 
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disproportionate impact on some staff groups, 

notably Ethnic Minority and female staff?  

Note: HSJ reports that younger female workers are 

twice as likely to die as other staff 

NHS Confederation, has published guidance about 

the use of PPE for staff, which includes information 

about cultural considerations. 

staff 

Be clear on consistent response if a staff member 

‘fails’ a fit test  

test for all type of masks.  An inclusive 

approach has been taken to securing 

alternative masks or hoods to all with support 

from the infection prevention team, which 

includes 23 PerSO 3 hoods. If no suitable 

alternative was available deployment to a low 

risk area would be considered. 

3.2 Are managers clear that social distancing 

must be observed in role/function including in 

spaces such as rest areas? How is that validated? 

 Following government advice issued on 11th 

May, a communication was issued to all 

managers to risk assess the space they 

occupy and follow government guidelines to 

ensure social distancing is observed.  More 

than 110 completed risk assessments are 

retained centrally. Hand sanitiser, spacing, 

floor markings are visible in all areas 

throughout the estate with clear information 

about the requirement to wear face masks 

4. Removal from risk areas   

4.1 Is the default position for staff who could 

effectively work from home or who have 

vulnerable family members at home that they work 

from home? 

Ensure clarity in policy and monitor A working from home protocol is hosted on the 

covid webpage and has been cascaded to 

managers.  The government guidelines clearly 

state those you can work from home should 

work from home and this has been considered 

by all departments as part of their office risk 

assessments.  More than 1000 staff are now 

working from home in some capacity. 

All staff regularly working from home are 

recorded on health roster 

Office based working government guidelines 

and risk assessments re in place 

4. 2 In reaching decisions about working from 

home or site, is there an acknowledgement of risks 

from travelling on public transport which should 

Revisit whether additional staff could work from home 

all or part of the time or be enabled to travel at quieter 

Government guidelines have been 

implemented to provide free car parking for 

staff.  The Estates team have been in regular 

Page 42 of 241



avoided wherever possible? periods? contact with local public transport providers 

who have adapted timetables to support staff 

travel.   

Working from home protocol published on 

intranet and managers have been encouraged 

to ensure as many staff who are able to work 

from home can and are provided with the 

appropriate equipment.  This was considered 

as part of the government guideline change on 

11th May 

4.3 Is social contact with co-workers minimised 

with audit of open plan offices, shared workstations 

or hub environments and maximum use of 

homeworking? 

Are all possible similar steps taken in Outpatient 

clinics and reception areas? 

 See response to 3.2 

5.0 Tests   

5.1 Is there a transparent policy of prioritisation to 

include all staff identified by risk assessment as 

being at greater risk and any staff with additional 

exposure e.g. travelling to work?  

 Staff testing began on 21st March.  Between 

21st March and 5th July there have been 1,589 

swab tests have been completed of which 

11.8% have tested positive.  All staff who 

report their absence to the staff support line 

showing covid-19 symptoms (or their 

household members) are booked in for a test. 

All staff from an ethnic minority background  

were written to on 7th May explaining the 

process for reporting absence and accessing a 

test as a priority if they or a household member 

are displaying covid symptoms. 

5.2 Do all staff know about rapid access testing for 

symptomatic staff and household members?   

5.3 Are testing arrangements in place for staff in 

isolation or working from home? 

 All staff testing is done on the hospital site as 

there is adequate capacity. 
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5.4 Are all staff aware of the voluntary screening 

programme for asymptomatic staff? 

Have managers reviewed whether the staff member 

has a means to access this testing programme and 

support them with this? 

Between 29th May and 5th July there have been 

7279 members of staff who have had an 

antibody test.  This number is made up of PHT 

permanent staff, Bank Staff, MOD, Engie and 

other PHT associated people.   

Of those tested, 973 were positive giving a 

13.4% positivity rate. 

6.0 Engagement, communications and support   

6.1 Are managers confident (and do they get 

support) in having honest and difficult 

conversations with Ethnic Minority staff about 

their circumstances? 

Specific support should be offered to managers 

wherever possible 

A Staff and Manager support line in place 

which includes HR professionals and 

Occupational Health advisors. 

Managers have been briefed on the 

importance of communicating with their staff 

from an ethnic minority background and a 

managers’ guidance document was issued on 

22nd May, specifically focussed on completing 

work health assessments. Trust wide 

communications via daily message and weekly 

briefings have reinforced the importance of 

conversations required and signposted 

managers to support available  

6. 2 Are Ethnic Minority staff prominent in decision 

making on COVID 19 both through staff networks 

with access at Board level but also via other means 

e.g. senior managers? 

 Although senior leadership teams are not 

representative of staff from ethnic minorities, 

broader communication and involvement of 

staff representing all staff groups and levels 

have occurred through virtual briefings, Q&As 

and network conversations.  This has informed 

decision making e.g. work health assessment 

process and document  

6.3 Is there a clear narrative about this work, 

including Equality, Diversity and Inclusion 

implications, owned by leaders and managers who 

are confident in sharing it? 

 Paper discussed at Gold in May  

Board paper outlining approach to workforce 

assessment presented 29th July 

EDI group meets regularly to monitor progress 
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and set improvement plan which reports into 

the Workforce sub committee 

6.4 Are arrangements in place through STPs and 

more widely to identify, understand and share 

better practice? 

 Regular regional and local meetings with 

Directors of Workforce and Organisational 

Development take place to share and learn  

Inclusion networks across the systems meet 

regularly 

Regional wellbeing networks, NHS Employers’ 

advice and South East people directorate team 

established as part of national People 

Directorate 

7.0 Mental and other health support   

7.1 What steps have been taken to understand the 

staff needs during and after the Covid-19 pandemic 

with particular attention to Ethnic Minority staff? 

 Chief Executive and Director of Workforce and 

Organisational Development met with vice 

chair of Ethnic Minority staff network 29th April 

Virtual meeting for network staff on 13th May 

with Q&A including involvement to design a 

work health assessment and process.  Follow 

up meeting 29th May and Virtual network (10th 

June) 

Staff and Manager support line established 

along with staff and managers support 

booklets hosted on the intranet 

Occ Health support integrated as part of staff 

support line, Aquilis counselling services 

available, introduction of an EAP drop in 

session with a mental health nurse on Friday at 

shift beginning and end in Oasis. Wellbeing 

appointments offered to all staff 

Chief Executive daily briefings (initially) for 

managers inc Q&As now moved to weekly 

Trained mental health first aiders and adoption 
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of a ‘defuse’ model, led by team leaders 

Health and well being survey sent to all staff 

leading to interventions such as fruit and veg 

stall, well being room and additional lockers 

being installed 

Culture change agents/F2SU Guardian and 

advocates accessible to staff and out of a 

trolley dash providing well being information 

7.2 What support is in place for staff in self-

isolation or who are or have been ill with Covid 

19? 

 As above plus regular wellbeing calls from 

manager support line team (HR professionals) 

7.3 Are staff aware that psychological support is 

available for any staff member concerned about 

their vulnerability to Covid 19? 

  Staff Information Support Pack issued to all 

staff contains a comprehensive pack of support 

available.  In addition, signposting to support 

has been referenced during daily 

communication briefings by the Chief 

Executive and to managers via virtual briefing.  

Received very well by staff and managers, 

staff representatives and trade unions. 

7.4 Staff who do not wish to be withdrawn from 

an area contrary to their risk assessment. 

Should there be any staff who have been advised 

to not work in their current role or location, but who 

then wish to continue working in a role or location 

deemed unsafe for them, then the employer’s duty 

of care is likely to be that such an outcome of their 

risk assessment would result in an instruction to 

follow the outcome.  

 In this situation and following a comprehensive 

conversation to understand why, Occupational 

Health may consider recommending medical 

suspension, if appropriate, to ensure 

individual’s safety 
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Enc. 3a 3b 4   

 
Title of report ISLE OF WIGHT PARTNERSHIP PROGRESS UPDATE   
Board / 
Committee 

TRUST BOARD – 29TH JULY 2020 

Agenda item 
number 

096.20 

Executive lead Penny Emerit – Deputy Chief Executive 

Authors IOW/PHT Partnership Planning Board members: 
 
Penny Emerit – Deputy Chief Executive PHT,  
John Knighton – Medical Director PHT 
Nikki Turner – Director of Transformation, IOWT 
Alistair Flowerdew – Medical Director, IOWT 
 

Date report 
written 

21st July 2020 

Action required Noting 

Executive 
summary 

 
Joint progress made in the partnership between the Isle of Wight NHS Trust and 
Portsmouth Hospitals NHS Trust includes: 

• The principles of the partnership and key priority areas have been agreed. 

• Joint planning for core emergency services by clinical teams is underway. 

• Work planned over the next few months will take account of learning and 
changes made throughout the response to COVID-19. 

 
This progress update has also been presented to the Isle of Wight NHS Trust 
Board. 
 
Next steps to be undertaken include: 

• The appointment of a Programme team to help support the implementation 
of the strategy, once finalised.  

• Careful consideration of the governance aspects of the partnership to ensure 
safe implementation, while recognising we remain two separate 
organisations.  

• A financial analysis is being undertaken in parallel to support the 
implementation. 

 

Appendices 
attached 

Appendix A – Isle of Wight Partnership Progress Update  

Recommendations The Board is asked to note progress and further plans for the development of the 
partnership with the Isle of Wight NHS Trust. 

 

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

Enclosure Number 

5 
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Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ ✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ 
✓ 

Links to Board 
Assurance 
Framework 

The paper links to the Board Assurance Framework BAF 4 

Links to Board Risk 
Register 

There are no direct links to the Board Risk Register 

Compliance / 
Regulatory 
Implications 

There are no direct regulatory implications to this report. 

Quality Impact 
Assessment 

Impact on quality will be assessed as part of the core emergency service planning 

and before implementation of change 

Equality Impact 
Assessment 

Equality impact will be carefully assesed as part of the core emergency service 
planning and before implementation of change 
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Isle of Wight NHS Trust

Acute Services Partnership

Update for Trust Boards
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The Acute Partnership was established in 2019

▪ The Acute Partnership enables the two Trusts to work together to tackle the 
challenges faced by acute services on the Isle of Wight and to improve care for people 
who live in Portsmouth, South East Hampshire and on the Isle of Wight

▪ A Memorandum of Understanding was agreed in November 2019.  Both Boards are 
committed to a lasting, strategic partnership. A Partnership Board was established to 
provide executive leadership and teams from the two Trusts started working together 
to:

- Identify the most critical risks in Island services and agree immediate or short term action 
the partners could take to increase resilience and address the challenges

- Develop a joint framework and strategic direction for acute services, and begin the work to 
translate this into practical action

▪ These slides provide an update on progress with the development of the Acute 
Partnership.

▪ They take account of the learning and transformation through the COVID-19 
pandemic, and how the partnership is focussed on delivering increased resilience, 
sustainable services and improved performance.
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Provide acute services to a local population of c800,000 
people across the Isle of Wight, Portsmouth & SE Hampshire
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Key principles of the partnership

The Acute Services Partnership set out the key principles which describe a strategic 
direction for acute services delivered by PHT and IWT.

Working together to plan and deliver services we will ensure clinically and 
financially sustainable services for the population of the Isle of Wight. This closer 
working will also bring benefits to Portsmouth patients and staff too, through 
greater collaboration, additional support and shared investment in services.

This commitment is underlined by three key principles:

• The maximum possible proportion of healthcare should be delivered on the 
Island

• Where services are not of sufficient clinical scale to be delivered sustainably by 
Isle of Wight NHS Trust they should be delivered in partnership with Portsmouth

• Patients will continue to receive specialist care on the mainland where necessary
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Learning from the COVID-19 pandemic

▪ The partnership developed key areas to focus on between in January – March 2020. 
The pandemic led to significant changes in the way services are delivered, for example 
the increased use of video calls for outpatient appointments and technology enabled 
care supporting remote monitoring of patients.

▪ The Partnership Board met again in May 2020 and confirmed that the principles and 
direction of travel set out in the MOU remain valid and robust.

▪ Work planned over the next few months will take account of learning and changes 
throughout the response to COVID-19, and help make those changes sustainable 
where it is appropriate to do so.

▪ The partners are now focussed on the following objectives:

- Working together to increase service resilience and bringing forward changes to ensure 
that services are better prepared for winter and/or a second surge in COVID-19 demand

- Delivering tangible short and medium term benefits in quality and operational 
performance, for example in cancer services and managing elective activity

- Translating the overarching strategic direction into clear and deliverable strategic plans at a 
local level, beginning with the core emergency services
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Acute Services Partnership: key themes (1) 

As services begin to plan acute service provision in more detail for the future, this should be undertaken in 
the context of two hospitals providing one acute service to a combined population of 800,000 people.

▪ St Mary’s Hospital (SMH) in Newport is the local emergency and elective care hospital for the Isle of 
Wight with its Emergency Department, acute medicine and surgery, obstetric unit, critical care unit and 
paediatric service.  The overwhelming majority of acute care for island residents is provided at St 
Mary’s Hospital

▪ Queen Alexandra Hospital (QAH) in Cosham is the local acute hospital for people living in Portsmouth 
& South East Hampshire and the centre for most complex care for the 800,000 population. QAH is also 
a regional cancer centre and provides some tertiary services to a catchment of 2 million people, 
including the Wessex Kidney Service.

Planning and 
delivering 
acute care 
for an 
800,000 
population

Local 
Integrated 
Care

Organising 
differently 
to sustain 
emergency 
and elective 
services on 
the Island

As well as staff at the two hospitals working more closely together, in future, acute services delivered from 
both St Mary’s Hospital and from Queen Alexandra Hospital should be planned to be more integrated with 
the primary, community, mental health and social care services in their local area. Both hospitals are 
integral parts of the respective local health and care systems.

A key objective of the partnership is to sustain safe, high quality emergency and elective services for the 
Island population at St Mary’s Hospital.

This will be achieved by continuing to redesign the way acute services are organised at St Mary’s Hospital 
(with working arrangements which are increasingly inter-disciplinary, team based and built increasingly 
around the skills, expertise and experience of clinicians rather than around professional boundaries) and 
with the input and support of clinical teams at Queen Alexandra Hospital.  Capital investment will be 
required to enable changes to the physical estate at St Mary’s Hospital and to create additional capacity at 
QAH to support the delivery of the Acute Partnership.

❶

❷

❸
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Acute Services Partnership: key themes (2) 

The direction of travel is towards greater collaboration between the clinical workforce at Queen 
Alexandra Hospital & St Mary’s Hospital and jointly planning the workforce across the two hospitals and 
jointly delivering new roles and workforce transformation in future.  This could mean working together 
on training and research, rotating staff to support their professional development and shared out-of-
hours rotas to improve access to specialist advice.

Clinical 
workforce 
transformation 
& collaboration 
across SMH
and QAH

Digital 
transformation

Joint Quality 
Governance

There is a significant opportunity to harness technology to reduce the need for patients to travel to SMH 
or to QAH, and to reduce the need for staff to travel between the two hospital sites. Capital investment to 
support digital transformation will be required. Many new approaches have been developed during the 
COVID-19 pandemic.  Future planning includes, through digital transformation:

▪ Enabling clinicians at St Mary’s Hospital to easily seek specialist advice from colleagues at Queen 
Alexandra Hospital when needed, without the need for the patient to necessarily travel to Portsmouth

▪ Enabling patient consultations via video conference, reducing the need for patients to travel

Quality governance processes and systems should be aligned across the two hospitals.  This will support 
the improvement and levelling up of the quality of care at the two hospitals.  The approach should take 
the best of each of the current approaches and provide a shared understanding of best practice, areas of 
improvement and variation.

The Trust Quality Teams could work together to align quality governance and quality improvement in 
ways that support the aims of the partnership and help the specialities improve care together.

❹

❺

❻
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Translating the our ambition into 
practice – core emergency services

▪ In parallel with work to establish a strategic 
direction, work began with clinical teams at SMH & 
QAH to develop a joint plan for the core emergency 
service at SMH.

▪ This will examine what sustainable, high quality 
services look like at SMH, the support needed from 
QAH and the implications for workforce, technology 
and local integrated services.

▪ This work – which was paused in March – has now 
restarted and began by taking account of learning 
and changes during the last 2 months.

▪ The process of bringing clinical teams together aims 
to develop practical plans and to support them to 
implement them in a systematic way during 2020. 
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Summary and next steps

▪ The principles and key priority areas have 
been agreed and provide an important 
foundation for the partnership.

▪ Working Groups have restarted, and have 
reviewed the learning from COVID-19. 
Core emergency services were the first 
priority – and we will look at other acute 
services during 2020

▪ Focus on delivering benefits: improved 
resilience, improved quality and 
performance, greater sustainability.

▪ Re-launch enabling workstreams in July 
2020 to support clinical working groups.

JUNE 
2020

JULY 
2020

SEPT 
2020

OCT-DEC 
2020

Key milestones 2020
▪ Clinical teams restart planning 

together for core emergency 
services – beginning by reflecting 
on covid-19 learning & changes 

▪ Re-launch work programme 
focussed on enabling workstreams

▪ Begin implementation of core 
emergency services changes –
strengthening services ahead of 
winter/future surges in demand

▪ Agree next 2 service areas to work 
together to undertake detailed 
planning together 

▪ Initial outputs of enabling work 
programmes considered by 
Partnership Board & agree action

▪ Implementation of agreed changes 
in next 2 service areas
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report QUARTERLY CORPORATE STRATEGY UPDATE: Q1 2020/21 
Board / 
Committee 

TRUST BOARD – 29TH JULY 2020  

Agenda item 
number 

097.20 

Executive lead Penny Emerit – Director of Strategy & Performance 

Author Penny Emerit – Director of Strategy & Performance 
Graham Terry – Head of Strategy 

Date report 
written 

17th July 2020 

Action required Discussion / Noting 

Executive 
summary 

This paper provides an update to the Trust Board on the progress of the Working 
Together strategy as we commence the third year of implementation. The paper 
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Trust Board Strategy Update – Year 3 (2020/21): Working Together 

1. Purpose
This paper provides an update to the Trust Board on the progress of the Working Together strategy 
as we commence the third year of implementation. The paper sets out the approach to refreshing 
the strategy implementation plan, reflections on progress to date with implementing the strategy 
and an objective review of performance and risk in the context of the strategic aims.  

2. Implementation Plan refresh
It was noted in the last update to Trust Board that at this point in the Working Together strategy the 
implementation plan would be reviewed and refreshed where appropriate. This is in the context of 
the core elements of the strategy; vision, values and strategic aims remaining constant: 

• Our Vision in setting the ambition of the organisation remains “Working together to drive
excellence in care for our patients and communities”

• Our Values stay at the core of all that we do. Working together…
o For Patients
o With Compassion
o As One Team
o Always Improving

• Our Strategic Aims (and objectives) to support the delivery of the strategy continue:
o Fulfil our role for the communities we serve
o Support safe, high quality patient focused care
o Take responsibility for the delivery of care now and in the future
o Invest in the capability of our people to deliver on our vision
o Build the foundations on which our team can best deliver care

When the strategy was developed, the implementation plan was more fully developed in the first 
two years than the latter three. At this midpoint in implementation it is appropriate to reflect on our 
progress and achievements to date as well as any changes in context that might require a different 
set of actions to achieve our vision and strategic aims. It was acknowledged that the initial phases of 
implementation would focus on getting the basics right and building the foundations to allow us to 
take a different approach to implementation in the latter stages of the strategic planning period. T 
chart below (created at the time the strategy was written) illustrates this. The intent now (not 
withstanding the consequences and responses to Covid-19), is to allow us to focus on increased 
transformation activities and to change the way we work. 

Source: Working Together 2018-23 (July 2018)
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We have made significant investment in the organisational structure, systems, processes and 
people.  Whilst this has provided the structural foundation for teams, services, care groups and 
divisions to organise, plan, deliver and improve care, we have not yet realised the full potential.  The 
intention over the final three years of the strategy to is to build on the significant improvements to 
stabilise our operational, quality and financial performance and governance so far, and to now 
embed an approach that supports us to achieve the level of ambition articulated in Working 
Together. 
 
Moving forward into this next phase of strategy implementation, further and different interventions 
and approaches are required to create the long term conditions, capabilities, structures and 
processes for sustainable improvements in our services.   This requires a more systematic approach 
to how we plan, deliver and sustain high quality services across the Trust, that ensures that 
ownership of the planning and delivery of the strategy is embedded and owned through out the 
organisation. 
 
‘Delivering Excellence’ has been developed as the PHT framework for embedding a Quality 
Management System as our core operating model for a whole organisational approach.  This 
framework includes: 

• Deliberate strategic planning, deployment and delivery of Trust priorities (strategy in 
action) 

• A daily focus on continuous improvement of quality for patients 

• A clear approach to making step-changes to overall quality through the use of 
improvement science. 

 
For our staff and services this will mean: 

• Clarity of purpose, alignment to priorities and that all staff ‘know what is expected of 
them’ 

• Services are in control and staff are empowered to make choices that fit with the wider 
organisation and strategy so feel that they ‘know how they’re doing every day and can 
fix things in their own workplace’ 

• There is a consistent approach to improvement where improvements are sustained and 
embedded into everyday work, led by the teams responsible for service delivery. 

 
Central to the model is a strategy deployment approach (strategy into action); a structured approach 
to the definition and delivery of strategic priorities throughout the Trust.  This approach will support 
all divisions, care groups and corporate functions to define how they support and deliver against the 
Trust priorities through clear activity expectations, performance measures and agreed delivery 
milestones.  This will be developed from Board to Ward, using iterative and collaborative 
approaches, to ensure that everyone in the organisation understands their role and their 
responsibilities, and leadership and accountability for delivery is clearly identified. 
 
This process will be informed by the initial review of the strategy implementation plan, set out at 
Appendix I, which will be further enhanced by the strategy into action process through which we will 
agree our key priorities and identify areas of focus in which we intend to make step change 
improvements. 
 

3. Progress with implementing the strategy; 19/20 into 20/21 
 
In looking forward to the next three years, it is important to be able to reflect on the prior year 
achievements. Additionally, through a period of significant challenge and change in responding to 
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the Covid-19 pandemic, there have been a number of developments and learning on which we must 
build. The summary below provides a headline overview by strategic aim: 
 

i. Fulfil our role for the communities we serve 

• Access standards : 
o RTT waiting list size within 1000 of the 19/20 plan, representing good in-year 

recovery 
o Diagnostic (DM01) demonstrated the improvement forecast to recover to 98.5% 

in February (with March falling to 87.5% as the impact of Covid started to be 
seen for the 6 week standard) 

o Cancer performance was strong across all the key measures for the latter part 
of 19/20, and continues to perform well despite the context at the time  

o Ambulance handover delays saw in year improvement as a consequence of the 
improvement plan, with a reduction from October of 929 60 min holds, to 124 
in March and zero since then 

• Strategic Outline Case for Building Better Emergency Care capital programme 
approved by Trust Board and recommended for consideration by NHSE/I 

• PHT and IOW Acute Partnership MOU signed in November 2019, with both Trusts 
starting to work together to: Identify the most critical risks in Island services and 
agree immediate or short term action the partners could take to increase resilience 
and address the challenges; and, develop a joint framework and strategic direction 
for acute services, and begin the work to translate this into practical action 

• During Q1 there has been significant increase in the use of alternatives methods of 
service delivery, such as Same Day Emergency Care, non- face to face outpatients 
(through use of digital solutions), accessing independent sector capacity, putting 
diagnostics at the front of the pathway 

 
ii. Support safe, high quality patient focused care 

• Achieving the Care Quality Commission rating of Good for the first time as an 
organisation was a significant achievement for the Trust  

• Continued partnership working with the University of Portsmouth’s School of Health 

• Implementation of Family Liaison Officer (FLO) role during Covid 
 

iii. Take responsibility for the delivery of care now and in the future 

• The Trust reported a final surplus position of £235k for 2019/20 (including £17.3m 
FRF support) a significant achievement for the Trust 

• Agency spend in 19/20 decreased by £6 million compared to 2018/19 

• Financial improvement Plan underway (as outlined later) 

• Commercial activities underway (as outlined later) with the Commercial Strategy 
due for completion in October 2020 
 

iv. Invest in the capability of our people to deliver on our vision 

• Nurse Recruitment: 272 nurses joined from 15 countries – against a plan of 250 

• Vacancy rate reduced from 8.6% (Apr 19 = 625 FTE) to 5.4% (Mar 20 = 398 FTE) 

• Turnover decreased from 12.4% (Apr 19) to 10.7% (Mar 20) 

• More than 90 top leaders (Tiers 2&3) completed a bespoke development 
programme during 19/20 
 

v. Build the foundations on which our team can best deliver care  

• Estates strategy signed off by Trust Board in January 2020, and improvement plan in 
development 
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• Digital strategy in year 2 of implementation with significant benefit delivered in 
supporting teams to work differently with a focus on collaboration and access to 
systems at anytime, anywhere on any device (both clinical and non-clinical) 

• Delivering Excellence recognised as a priority through 20/21 operating plan and 
work commenced in the new financial year 
 

4. Enabling Strategies 
As reported previously, underpinning the main Trust strategy are a number of key enabling 
strategies focusing in more detail on the deployment of specific aspects. Much of this is reflected 
within the implementation plan however the following information seeks to highlight these under 
their specific headings and to identify their oversight arrangements: 
 

• Workforce and Organisational Development Strategy –considerable progress has been made and 
is planned to deliver the vision to ‘support and develop current and future staff; working 
together as one team for the benefit of our patients and the community’. This is being overseen 
by the Workforce Committee. 

 

• Digital Strategy – This strategy is overseen by the IT Committee, reporting into Finance & 
Infrastructure Committee (FIC). Headlines from the strategy include: 

o Progress of the HSLI led initiatives 
o Key system enhancements / deployments 
o Through Covid-19, a number of tactical deployments implemented 
o Managed Print Services Business Case supported by BCRC 
o Progress Digital Maturity rating 

 

• Estates & Facilities Strategy – As referenced above, the strategy was signed off by Trust Board in 
January and the Improvement Plan is being developed. Ongoing oversight will be through the 
Estates Committee and into FIC 
 

• Commercial Strategy – A Procurement Improvement Plan is being completed to be ready by 
August 2020 aimed at providing tangible oversight of the Trust’s key procurement deliverables 
and lead to improved efficiency and value for money. The Plan will set the ambition for the Trust 
as a forerunner to the wider Commercial Strategy. The Trust is currently out to recruit for a 
substantive Commercial Director (with as reported previously an Interim Commercial Director is 
currently in post advancing key aspects of this portfolio – these are contained within the 
appended implementation plan). Oversight of this work feeds into FIC. 

 

• Finance Strategy – Financial Strategy for Improvement development has commenced with the 
intent for the first substantive draft in August 2020. This will describe the Trust’s ambition for 
finance focused around sustained financial delivery, through improved financial awareness and 
translation of financial information across the whole Trust.  The Financial Strategy for 
Improvement is scheduled for completion for November 2020. Oversight of this is being 
provided by FIC. 

 
5. Key Messages from the Balanced Scorecard 
The balanced scorecard (Appendix II) summarises the key performance metrics against the five 

strategic aims and the associated risks to delivery as set out in the Board Assurance Framework 

(BAF).  
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As referenced in the previous update many of the decisions (underpinned by the Trust strategy) are 

being delivered through the operational plan. Each of the operating plan areas are reviewed in turn 

and linked to the scorecard, with the underlying performance and links to the BAF.  

 

Strategic Aim 1: “Fulfil our role for the communities we serve”: 

• A number of the performance metrics set in line with the Trust operating plan are shown in 

the balanced scorecard (e.g. Ambulance Handovers, RTT performance, DM01 and Cancer). 

Delivery up to June has been affected during the pandemic, and reflect the recovery 

challenges 

• Of those amber risks identified in the BAF attributable to access standards, a number of 

mitigating actions are in place (through the Phase 2 Operational Covid plan), which is 

showing in particular positive impact on Cancer and ambulance handover performance. 

Actions are in place internally and with system partners with regard diagnostic and RTT to 

improve in these areas where possible. 

 

Strategic Aim 2: “Support safe, high-quality patient focused care”: 

• As is evidence from the scorecard, there are no red risks on the BAF under this strategic aim 

2, and of the measurable performance indicators only one of these is reported as red, which 

is associated with one Never Event during this period 

• Of the BAF risks associated with this aim, focus and action remain in regards to reducing and 

learning from incidents, and to improve patient experience (and these were identified as key 

areas as part of the Trust operating plan for 20/21).  

 

Strategic Aim 3: “Take responsibility for the delivery of care now and in the future”: 

• From the balanced scorecard all risks are highlighted as amber and of those metrics aligned 

to this aim, associated both either a  financial and a sustainable (efficiency and productivity) 

component (associated with length of stay), are either amber or green 

• Notably both stranded patients with more than 21 days and bed days lost during this period 

are reporting positively. 

 

Strategic Aim 4: “Invest in the capability of our people to delivery on our vision”: 

• Under this aim there is only one red performance indicator which is associated with straff 

sickness (triggered with the Trust target being 3.5%). It is important to note however that for 

the period we have just been through this represents a significant achievement at the levels 

reported (and an improvement from original levels at the outset of Covid) [Note this is May 

reported position at this time] 

• There continues to be (in line with the Workforce strategy) a positive position regarding 

recruitment & retention (much as a consequence of International Nurse recruitment) 

 

Strategic Aim 5: “Build the foundations on which our team can best deliver care”: 

• Under this aim the risks associated with BAF2 (regarding the Information management and 

technology (IM&T) specifically focusing on its IT systems and reporting) are being addressed 

and mitigated through the implementation of the digital strategy. 

• The risks associated with the ED physical environment, the Building Better Emergency Care 

Programme and Business Case will address this in the medium term, and this is continuing to 
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progress. As with the entire hospital, the physical environment is constantly under 

assessment wit the impact of Covid-19 and the additional requirements being placed on it. 

 
6. Conclusion 

As we enter the third year of the strategy implementation plan, this paper summarises the actions, 

impact and learning to date from implementing our Trust strategy and identifies the need for a 

further phase of implementation to ensure we deliver on our strategic intentions. We intend to use 

a considered approach to strategy deployment using the principles of our Delivering Excellence 

framework to ensure the strategy is understood and owned through the organisation. This next 

phase of implementation is in the context of also planning and delivering a recovery from the impact 

of Covid as well as building on the positive improvements we made during a period of rapid change 

as well as building on the firm foundations from the efforts during the first two years of the strategy. 
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Appendix A:  Strategy Implementation Plan 

The strategy implementation plan set out below is based on an initial review, which will be further enhanced by the strategy into action process through 
which we will agree our key priorities and areas of focus in which we intend to make step change improvements. 

Aim #1: Fulfil our role for the communities we serve 

Objective Refresh for next 3 years (20/21 – 22/23) 

1.1  Fulfil our role as the provider of 
 timely, accessible care to the PSEH 
communities 

 
Outcomes as per the implementation plan 
include: 
1.1.1 Understanding how our clinical 

specialties will best provide care for our 
local catchment 
 

1.1.2 Enable seamless, patient-focused care 
across the system 

 
1.1.3 Work with primary and community 

partners to make hospital capability 
available to help optimise care delivery 
in the community, so patients get the 
right care in the right place, with a 
focus on frail and elderly, and those 
experiencing long term conditions 

 
1.1.4 Optimise all aspects of flow of patients 

through the hospital from ED to 
discharge that are within our control to 
create seamless care between services 

Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
outcomes over the course of the next three years. 
 
 
2020/2021: 

• Continue developing role within the local PSEH Integrated Care Partnership (ICP) and where 
appropriate to do so across the HIOW Integrated Care System (ICS). This is inclusive of focus on key 
work-streams centred around: Managing flow in the system; Place Based Care; Healthy Communities 

• Continue to develop relationships with the local Primary Care Networks (PCNs) 

• Plan for services across a population of circa 800,000 with the Isle of Wight partnership 

• Deliver optimum access to District General Hospital and Specialist Services – through the outcomes of 
constitutional standard delivery, system working and /or key transformational value streams (such as: 
Outpatients; Urgent Care and Flow ) 

• Robust internal & system Winter Planning 

• Learn from the outcomes of 111 First to influence future service / pathway design 

• Incorporate learning (and requirements) from Covid-19 into service delivery (now and future state) 
 
2021 – 2023 (final two years): 

• Enhance roles within the local PSEH ICP & HIOW ICS 

• Progress priority areas including; Outpatients, Urgent Care and Flow. Key outcomes and outputs to be 
mapped and delivered through the Trust and system operational plans 

• Building Better Emergency Care – ED build business case and delivery plans progressed 

• Continued planning and service implementation for a population of 800,000 
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1.1.5 Deliver system-wide initiatives to 

improve urgent care 
 
1.1.6 Rebuild capacity for elective 

procedures 
 

1.2  Work with partners, leading in  the 
provision of the right specialist 
services in the region 

 
Outcomes as per the implementation plan 
include: 
1.2.1 Complete clinical service assessment 

for each service identifying where 
greater support can be provided, and 
opportunities for transformation and 
collaboration  
 

1.2.2 Support and enhance our regional 
services 

 
1.2.3 Drive system service planning across 

Hampshire and the Isle of Wight 
identifying which partner is best placed 
to provide services and supporting our 
partners to succeed 

 

Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
outcomes over the course of the next three years. 
 
 
2020/21: 

• Scope and outline the framework to support the development of the Trust’s Clinical Strategy – this 
will incorporate outputs from 1.1 and also the inclusion of the specialist and regional services 
delivered to a much broader population (to shape and influence system wide working within PSEH, 
HIOW and beyond)  

• Continue the development and implementation of the Cancer and Renal Services strategies  

• Private Patient Unit strategy progressed 
 
2021 – 2023 (final two years): 

• Develop and implement Clinical Services strategy – the scope and framing during 20/21 will outline 
the key outcomes and deliverables for 21/22 and 22/23. The date for coming to Trust Board for sign 
off to be confirmed 

 

1.3 Strengthen our relationship with 
Defence Medical Services 

 
Outcomes as per the implementation plan 
include: 

Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
outcomes over the course of the next three years. 
 
2020/21: 

• Through the relationship with the Commanding Officer and Officer in Charge of Nursing agree key 
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1.3.1 Work with Defence Medical Services to 
determine our strategic role 
 

1.3.2 Enhance and strengthen our existing 
relationship 

 

priorities for the forth coming year 

• Launch quarterly recruitment drives for ex or soon to ex-military (including partners / spouses) as part 
of the Trust Veteran Aware Programme  

• Deliver the annual Veteran Covenant Hospital Alliance (VCHA) Objectives to maintain ‘Veteran Aware 
Hospital’ status  

• Continued membership of key networks, such as: VCHA, South Central Armed Forces, Hants and Isle 
of Wight Social Prescribers, Solent Trauma High Intensity 

• Hold a number of key engagement events including: monthly Veteran Road show to actively engage 
with the community and staff; quarterly event for the local tri service recruitment office to engage 
and actively recruit reservists; host PHT Veterans Support Quarterly meeting 

• Applied for: Defence Employer Recognition Scheme (ERS) Gold Award; HSJ ‘Military and Civilian 
Health Partnership Award’; and NT ‘Integrated Approaches to Care Award’ 

 
2021 – 23 

• Continued strategic alignment with the Commanding Officer and Officer in Charge of Nursing  

• Ongoing delivery of the engagement activities as outlined above 

• Maintain Defence ERS Gold status 

• Hold the first Veterans conference in Portsmouth (2023) 
 

 

Aim #2: Support safe, high quality patient focused care 
 

Objective Refresh for next 3 years (20/21 – 22/23) 

2.1         Get the basics right - deliver high 
quality care across all clinical service 

 
Outcomes as per the implementation plan 
include: 
2.1.1 Shape and deliver the Quality 

Improvement Plan 
 
2.1.2 Replicate high standards and best 

Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
outcomes over the course of the next three years. 
 
2020/21: 

• Quality Improvement Plan 

• Reduce Avoidable Harm and Never Events 
 
2021 - 23: 

• Deliverables as defined within the Quality Improvement Plan 
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practice to reduce unnecessary clinical 
variation 

 
2.1.3 Identify and support services to meet 

quality standards 
 
2.1.4 Embed safety priorities throughout the 

Trust to reduce variation 
 
2.1.5 Tailored quality of care targets 

embedded and understood in each 
service 

 

• Deliverables as defined within the forthcoming Clinical Strategy 
 

2.2 Build an environment and culture 
where patients, families and carers can 
take the lead in meaningful care 

 
Outcomes as per the implementation plan 
include: 
2.2.1 Work with partners to support 

community wide programmes to 
enhance self care models of care and 
preventative models of care 

 
2.2.2 Support patients to make decisions and 

own their healthcare 
 
2.2.3 Build capability in staff to support 

discussions on appropriate care 
 
2.2.4 Enhance end of life care strategies in 
 Portsmouth and South East Hampshire 
 

Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
outcomes over the course of the next three years. 
  
 
2020/21: 

• Compassionate Care Framework progress 

• Real Time Patient feedback implementation 

• Continue development of EOL care strategy 
 

2021 - 23: 

• Deliverables as defined within the Quality Improvement Plan 

• Deliverables as defined within the forthcoming Clinical Strategy 
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2.3 Utilise research, development and 
 academic opportunities to support our 
 core purpose 
 
Outcomes as per the implementation plan 
include: 
2.3.1 Embed research into everyday practice 
 
2.3.2 Identify unmet needs in the pathway 
 and provide research support to 
 develop and test solutions 
 
2.3.3 Partner with academic and research 
 institutions to support improvement 
 and innovation 

Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
outcomes over the course of the next three years. 
 
 
2020/21 

• Ongoing research programme  

• Continued joint partnership working with the University 
 

2021-23 

• As above 
 

 

Aim #3: Take responsibility for delivery of care now and in the future 

Objective Refresh for next 3 years (20/21 – 22/23) 

3.1  Be financially sustainable, 
 identifying opportunities for non-
 clinical income where appropriate 
 
Outcomes as per the implementation plan 
include: 
3.1.1 Shape and deliver on the 'Finance 
 Strategy', deliver on the 'Financial 
 Improvement' and 'Cost 
 Improvement Programme' Plans both 
 internally and system wide 
 
3.1.2 Provide business principles and 

Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
outcomes over the course of the next three years. 
 
 
2020/21: 

• Financial Strategy for Improvement development. Scope of work to include: 
- Demonstrable year on year improvement in our run-rate; 
- Significant improvement in how our output translates into action; 
- Simplification of business enabler tools; and 
- Influencing movement towards a mature financial framework for the emerging HIoW integrated 

care system. 

• First Substantive Draft August 2020 describing the Trust’s ambition for finance focused around 
sustained financial delivery, through improved financial awareness and translation of financial 
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 support, and commercial acumen, to 
 secure best value, and deliver on key 
 initiatives 
 
 
 
 

information across the whole Trust 

• Financial Strategy for Improvement completion scheduled for November 2020 as part of a rolling 
quarterly update 

 
2021 – 23: 

• Set quantifiable deliverables for the Financial Strategy for Improvement (for the above outputs as a 
minimum 

• Review and implement appropriate Financial infrastructure (e.g. roles) to deliver the Financial 
Strategy 

• Implement outputs of HIOW ICS financial framework as defined 

• Further deliverables as defined by the forthcoming Financial Strategy for Improvement 
 

3.2  Empower staff to be responsible for 
 service  sustainability 
 
Outcomes as per the implementation plan 
include: 
3.2.1 Establish a framework for an 
 innovation agenda including decision 
 making at each level of the Trust 
 
3.2.2 Deliver strategic activities that are 
 aligned to achieve operational and 
 financial sustainability 
 
3.2.3 Provide the cost based information and 
 tools for all staff to inform decision 
 making 
 
3.2.4 Embed the accountability and 
 performance framework to monitor 
 and hold account for service 
 performance 

Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
outcomes over the course of the next three years. 
  
2020/21: 

• Ensure planning is implemented throughout the organisation and owned at every level (this will be 
through support from strategic deployment and service planning – linked to the clinical strategy 
scoping and HIOW ICS focus) 

• Continue to embed the use of tools to allow for services to be sustainable – such as Model Hospital, 
Service Line Reporting, NHS Benchmarking, GIRFT 

• Procurement Improvement Plan by August 2020 aimed at providing tangible oversight of the Trust’s 
key procurement deliverables and lead to improved efficiency and value for money. The Plan will set 
the ambition for the Trust as a forerunner to the wider Commercial Strategy 

• Mobilising a number of commercial developments to the next stage of market potential and where 
possible, contract. Namely, the North Entrance and related projects, Outpatient Pharmacy and 
Vendor Neutral Managed Services 

• Cost Improvement Programme: delivering efficiency requirements in the second half of the financial 
year to operate within Phase 3 allocations and an exit run-rate that will enable ongoing delivery 
during Phase 4 (21/22) 

 
2021 - 23 

• Deliverables as defined within the forthcoming Financial Strategy for Improvement 
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• Deliverables as defined within the forthcoming Procurement Improvement Plan 

• Deliverables as defined within the forthcoming Commercial Strategy 
 

 

Aim #4: Invest in the capability of our people to deliver on our vision 

Objective Refresh for next 3 years (20/21 – 22/23) 

4.1  Embed a culture that supports  the 
 achievement of our vision  
 
Outcomes as per the implementation plan 
include: 
6.1.1 Re-launch and embed our values within 

the Trust 
 

6.1.2 Deliver our Culture Change Programme 
 
4.1.3 Develop system and processes that 
 support and reward collaborative 
 working within the Trust and with 
 partners, and publicise existing 
 innovation and success 
 

Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
outcomes above over the course of the next three years. 
 
2020/21: 

• Phase 1 'Diagnostic' of our culture change programme sets out our vision for collective leadership in 
service of our strategic priorities and values. This work programme is now in Phase 3 'Deliver' 

• Response to national model employer strategy integrated into wider EDI improvement plan. Beyond 
boundaries internal development programme cohort 2 commenced 

• The Board Development programme continues to focus on developing key strengths and addressing 
gaps in response to regulator feedback.  A review of content and focus was agreed in February 20 
which aligns to the role of the Board in leading our 'Delivering Excellence' approach. 

• A second cohort of our internal 'beyond boundaries' leadership development programme launched 
for 26 staff from an ethnic minority background 

• Work continues with the SE NHS Leadership Academy team to contribute to the development of a SE 
talent approach.   

 
2021 - 23: 

• Fully implement change programme and measure impact 

• Continuation of development as a Board in response to changing strategic context and regulator 
feedback. 

• Continuation of the senior leadership programme and roll out to Tier 4 and 5 (middle 
managers).  Strengthen our offer for ethnic minority staff across PSEH system in support of 
developing a representative workforce at every level 

• Design and implement a whole Talent Management approach based on best practice, aligned to 
Portsmouth context and workforce plan to ensure a transparent and inclusive talent pipeline exists in 

Page 73 of 241



support of critical posts. 
 

6.2 Adopt workforce models that reflect 
new models of care and service needs 

 
Outcomes as per the implementation plan 
include: 
4.2.1 Identify drivers of workforce 
 challenges, recruitment and retention, 
 and develop plans to respond to these 
 
4.2.2 Embed best practice and streamlined 
 recruitment processes 
 
4.2.3 Foster a culture where achievements 
 are celebrated and rewarded so we 
 attract, retain, motivate and engage 
 our workforce 
 
4.2.4 Identify good practice models and 
 develop frameworks to pilot, scale and 
 expand these 
 
4.2.5 Review collaborative workforce models 
 and operational management relating 
 to new models of care 
 

Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
outcomes above over the course of the next three years. 
 
2020/21: 

• Deliver the 2020/21 plan of 170 nurses before April 2021.   

• Commence the international medical recruitment plan to fill medical gaps  

• implementation of a H&IOW Collaborative Bank 

• Robotic Worker - May 2020  the Trust introduced the Robotic Process Automation (RPA)  for creation 
of network accounts for new starters through ACE 

• Recognition and reward - implement Simply Health which is a method to help with provide health 
costs not covered by the NHS e.g. dental, optician costs etc. 
 

2021 – 23: 

• Focus on required workforce transformation 

• This will require: 
o New roles and models of care (including – multidisciplinary working, Advanced Clinical Practice 
o Further modernisation of Recruitments practices to fill hard to recruit to posts, implement 

recruitment system to manage 40,000 applicant in a fair and consistent manner to deliver 
equality in recruitment and a workforce that is representative of the community it serves. 

 
Collaborative Working: 

• Development of offer for staff as a result of the University status will be developed. 

• Joint working with the IOW; specifically for some key roles in the acute pathway is underway like a 
joint stroke post. 

 
Further future developments: 

• Further Development of Home Working  

• NHS Reserves to build up NHS workers for future health crisis’s 
  

4.3  Support the development and Below outlines the outcomes / deliverables under this objective and maintaining the intent of the 
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 capability of our people and value our 
 staff 
 
Outcomes as per the implementation plan 
include: 
4.3.1 Enhance the professional and personal 
 development of our workforce through 
 initiatives that support  supervision, 
 mentoring and coaching 
 
4.3.2 Collaborate with our partners to 
 develop joint education, learning and 
 development programmes  
 
4.3.3 Enhance management and leadership 
 capability through mechanisms that 
 support the identification, 
 development and recognition of 
 leaders 
 
4.3.4 Effective training and development to 
 support succession planning 
 

outcomes above over the course of the next three years. 
 
 
2020/21 
Training & education – internal and external: 

• Implement a system to facilitate the delivery of Mental Health First Aid creating a faculty and are 
utilising the HEE Training Hub as our shared joint platform for learning.   

• Recruit into Degree Level apprenticeships and are actively procuring providers 

• Development of the requirement to provide virtual learning and the requisite IT infrastructure and 
changing culture to deliver education and training.   

• Increasing focus on undergraduate entry into healthcare careers requiring increased student 
placements and a focus on promoting healthcare careers within our local community. 

 
Succession planning 

• Executive Director succession planning session  

• Focus on supporting local talent development and deployment of staff in response to Covid-19. 

• Continuation of system wide working on the longer term Talent Management Plan 
 
2021 – 23: 

• Ongoing activities associated with all of the above – specifics to be confirmed 

 

 

 

 

 

Aim #5: Build the foundations on which our team can best deliver care 

Objective Refresh for next 3 years (20/21 – 22/23) 

5.1  Optimise our estate portfolio and Below outlines the outcomes deliverables under this objective and maintaining the intent of the 
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 equipment  
 
Outcomes as per the implementation plan 
include: 
5.1.1  Review estates profile across the Trust 
 and reconfiguration of services 
 
5.1.2  Review space utilisation 
 
5.1.3  Identify equipment needs for models of 
 care, and refine asset replacement plan 
 
5.1.4  Deliver the best outcome from the PFI 
 by effectively managing the contract 
 
 

outcomes above over the course of the next three years. 
 
20/21: 

• Building Better Emergency Care capital programme to be progressed to Outline Business Case 

• Estate and Facilities Improvement Plan by September 2020, based on developmental work being 
undertaken with the whole team during the period June to September, will set the ambition for the 
function within the context of implementing the Trust’s Estate Strategy 

• Safe, clean and compliant services 

• One team, working together: proactive and responsive to its customer needs 

• Effective collaborative working between the team and the Trust’s PFI partners: delivering value for 
money and improvements for patients and staff without undue delay 

• Robust and consistent project management across major projects as well as minor schemes of work 

• Demonstrable progress against the following strategic estate programmes: Travel and transport, Our 
outdoor environment and Wayfinding 

• Greater patient and public involvement in how we work 
 

21/22 – 22/23  

• ED Works Project delivered to Full Business Case and works mobilisation 

• Deliverables as defined within the forthcoming Estate and Facilities Improvement Plan 
 

5.2  Enhance IT and information 
 systems 
 
Outcomes as per the implementation plan 
include: 
5.2.1 Decision on IT and system investment  
 
5.2.2 Assess current system, determine need 
 and develop plan for capital investment 
 
5.2.3 Assess data and information gaps, and 

Below outlines the outcomes deliverables under this objective and maintaining the intent of the 
outcomes above over the course of the next three years. 
 
2020/21: 

• Second year of the five-year Digital Strategy 

• Delivery on track to achieve a digital maturity rating of HIMSS Level 2.  

• Continued development of an effective clinical network to support the Trusts digital programmes. 

• Delivery of the requirements of the Health Service Led Investment (HSLI) programmes 

• Continued use of digital solutions to aid service delivery (inclusive of video consultations, 111 
pathways) 
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 determine plan for embedding data 
 and information in performance 
 monitoring and decision making  
 
5.2.4 Develop governance arrangements to 
 support data and information collection 
 and modelling 
 
5.2.5 Integrate IT and information solutions 
 across the Portsmouth and South East 
 Hampshire community, and beyond 

  
2021 – 23: 

• Necessary legacy IT and information system replacement & infrastructure improvements 

• Enabling the workforce with a modern set of digital collaboration tools on a robust and secure 
enterprise infrastructure, which lays the foundations for the following:   

• Programme to enhance the Digital Maturity over a period of April 2021 – March 2024, HMSS Level 2 
to HIMSS level 5 

• Continued focus on the 2019-2024 Digital Strategy themes: Digital Records & Interoperability, 
Hospital Flow & Outpatient Transformation   

• Renewed focus on partnership and collaborate working across the HIOW STP & IOW/PHT Acute 
Strategic Alliance  

• Trust Wide implementation of Electronic Prescribing of Medicines and Administration  

• Development of Cybersecurity framework and implementation of key initiatives 
 

5.3  Embed improvement in how we work  
 
Outcomes as per the implementation plan 
include: 
5.3.1  Develop framework to actively support 
 sharing learnings and improvement 
 programmes 
 
5.3.2 Support staff to develop the solutions 
 and apply improvements to issues 
 across the Trust 
 
5.3.3  Provide training and joint learning 
 programmes to embed continuous 
 improvement activity in all staff 

Below outlines the outcomes deliverables under this objective and maintaining the intent of the 
outcomes above over the course of the next three years. 
 
20/21: 

• Design and establish Delivering Excellence as the core operating model  to include strategy 
deployment, processes for daily management and daily improvement, skills and capability building to 
support step change improvements in identified priority areas.  

• Development of core delivery team to lead design and implementation 

• Development of an implementation road map to identify initial areas of strategic focus, key delivery 
milestones and capability building requirements 
 
 

2021-2023: 

• Strategy deployment fully embedded as part of the annual planning process to ensure the definition 
and cascade  of key strategic priorities to enable teams at all levels of the organisation to plan and 
implement actions to deliver those priorities, and to provide a performance management system to 
oversee and manage successful delivery. 

• Design and implementation of a daily management system that provides mechanisms for real-time 
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identification and feedback of performance, communication and daily continuous improvement, 
using visual management and daily standard work at all levels of the organisation 

• Delivery of an improvement capability building curriculum to support a consistent approach to step-
change improvement and local continuous improvement across the organisation  
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No Ref RISK SUMMARY 
Aim affected Lead Current position 

Target 
1 2 3 4 5  Oct Jan Mar Jan  

1.  BAF21 
The Trust’s performance against key cancer standards is inconsistent  ✔ ✔    COO 9 9 9 12 ↑ 6 31.07.20 

 

2.  BAF29 
Risk to Trust’s ability to deliver all strategic objectives due to diversion of 
resources of all types required to manage the COVID-19 pandemic 

✔ ✔ ✔ ✔ ✔ DGR  12 12 ↔ 6 31.03.21 

 

3.  BAF28 
Pressures on system partners may compromise their ability to prioritise work 
streams and actions which support delivery of Trust objectives 

✔ ✔ ✔ ✔ ✔ CEO 12 12 12 12 ↔ 6 31.03.23 

 

4.  BAF7 
Demand for capital spending in the Trust exceeds capital sums available  ✔ ✔  ✔ CFO 12 12 12 12 ↔ 8 31.03.21 

 

5.  BAF23 

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

✔ ✔ ✔ ✔ ✔ DGR 12 12 12 12 ↔ 4 31.03.21 

 

6.  BAF2 
The Trust’s IT systems do not provide adequate support for delivery of Trust 
objectives 

✔ ✔ ✔ ✔ ✔ DSP 12 12 12 12 ↔ 4 31.03.21 

 

7.  BAF3 
There is a lack of attention to basic, compassionate care in some parts of the 
Trust 

 ✔  ✔  CN 12 9 9 9 ↔ 4 31.12.20 

 

8.  BAF14 
The Trust faces challenges in recruiting and retaining staff in a number of key 
areas 

✔ ✔ ✔ ✔ ✔ DWOD 9 9 9 9 ↔ 6 31.03.22 

 

9.  BAF16 
The physical environment of the Emergency Floor is poor ✔ ✔ ✔ ✔ ✔ COO 9 9 9 9 ↔ 2 31.03.23 

 

10.  BAF5 
Organisational culture does not support efficient, effective operation ✔ ✔ ✔ ✔ ✔ DWOD 9 9 9 9 ↔ 4 31.12.21 

 

11.  BAF4 

The Trust’s clinical strategies are poorly defined ✔ ✔ ✔ ✔ ✔ DSP 9 9 9 9 ↔ 8 31.03.21 
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12.  BAF27 
Reduced capacity arising from changes to application of pension taxation 
rules 

✔ ✔    DWOD 15 9 9 9 ↔ 8 31.03.21 

 

13.  BAF9 
Demand for radiology services exceeds radiological capacity   ✔ ✔  ✔ COO 9 9 9 9 ↔ 6 30.03.21 

 

14.  BAF6 
Take up of mandatory and other important training is below target in some 
staff groups 

 ✔  ✔  DWOD 12 8 8 8 ↔ 8 31.03.21 

 

15.  BAF1 
Urgent care - quality, performance and patient flow  ✔ ✔ ✔  ✔ COO 16 16 16 8 ↓ 12 31.03.21 

 

16.  BAF8 
Demand for mental health services in the Trust exceeds mental health 
resource available (capacity and quality) 

✔ ✔ ✔  ✔ MD 16 16 16 8 ↓ 12 31.12.20 

 

17.  BAF11 

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

✔ ✔  ✔  CN 12 12 12 8 ↓ 8 31.11.20 

 

18.  BAF10 
There is insufficient evidence that the Trust’s emergency preparedness, 
response and resilience plans are embedded 

✔ ✔ ✔   COO 9 6 6 6 ↔ 6 31.03.20 

 

19.  BAF18 
There is a lack of capacity and expertise in a number of key “back-office” 
functions, including Finance, HR and the Transformation Team 

✔ ✔ ✔ ✔ ✔ CFO 6 6 6 6 ↔ 4 30.09.20 

 

20.  BAF25 
United Kingdom departure from the European Union ✔ ✔ ✔ ✔ ✔ COO 12 12 12 6 ↓ 6 31.03.20 

 

21.  BAF17 
The Trust’s senior leadership has been unstable ✔ ✔ ✔ ✔ ✔ CEO 9 9 9 6 ↓ 4 31.12.20 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report BOARD ASSURANCE FRAMEWORK 
Board / 
Committee 

TRUST BOARD – 29TH JULY 2020 

Agenda item 
number 

098.20 

Executive lead Lois Howell – Director of Governance & Risk 

Author Lois Howell – Director of Governance & Risk 

Date report 
written 

20th July 2020 

Action required Approval 

Executive 
summary 

The Board Assurance Framework has been reviewed in full since its last 
presentation to the Trust Board in May 2020.  All risk scores have been 
considered and an update against each outstanding action has been provided.    

No new risks have been identified. 

As in the May report, actions to mitigate some of the risks have been affected by 
the pandemic, and it remains the case that in respect of some risks it has not 
been possible to identify with certainty timeframes for completion of some 
actions.  In addition, as reflected in BAF 29, there is currently some additional 
uncertainty about the capacity required to manage the recovery / restoration 
programme, planning for further waves of COVID-19 and resumption of strategic 
activity to restore those plans and programmes in place prior to the pandemic.  

Three risk ratings have reduced, including BAF 21, related to consistent delivery 
of the cancer standards, which was increased in the last presentation of the BAF 
to the Board.  In view of ongoing uncertainty in a number of areas, although five 
risks have reached their target rating, it is not proposed that they should be 
removed from the BAF this quarter.  

As indicated above, one risk (BAF 29, potential inability to deliver strategic 
objectives as a result of diversion of resources to manage the pandemic) has 
increased, from 12 to 15.     

16 of the 21 existing risk ratings have remained the same, albeit that the reason 
for the scoring may have changed since last quarter’s report.   

The revised rating and ranking of all risks is attached at Appendix 1, along with a 
very brief rationale for current rating.  A heatmap of the current risk scores is 
attached as appendix 2. 

Appendices 
attached 

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

Recommendations The Board is recommended to approve and adopt the proposed BAF. 

Enclosure Number 

7 
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Next steps The risks identified on the BAF will be managed in accordance with the risk 
management plans set out in the full document.  
Once approved, the BAF will be forwarded to the Finance & Infrastructure 
Committee with a recommendation that it is used to inform financial decisions.  
The BAF will also be forwarded to the Audit Committee, with a recommendation 
that it is used to inform audit planning, and to the other Board committees for 
information and reflection in the committees’ work.. 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ ✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ 
 
 

✓  ✓ 

Links to Board 
Assurance 
Framework 

The Board Assurance Framework is presented as Appendix A. 

Links to Corporate 
Risk Register 

Many of the BAF risks have associated Corporate Risk Register entries, indicated 
on the full BAF document. 

Compliance / 
Regulatory 
Implications 

The Trust is required by it Propvider Licence to maintain an effective system of 
internal control, of which the BAF is a key part.  

Quality Impact 
Assessment 

Effective management of the risks to delivery of the Trust’s strategic objectives 
will have a beneficial impact in all areas   
PATIENT EXPERIENCE: Moderate – Positive  
PATIENT SAFETY: Moderate – Positive  
CLINICAL OUTCOME: Moderate – Positive  
OPERATIONAL PERFORMANCE: Moderate – Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate – Positive  
ACCESSIBILITY / WAITING TIMES: Moderate – Positive  
STAFF: Moderate – Positive  

Equality Impact 
Assessment 

No equality implications identified. 
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No Ref RISK SUMMARY 
Aim affected Lead Current position 

Target 
1 2 3 4 5  Jan Mar May Jul  

1.  BAF29 

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

✔ ✔ ✔ ✔ ✔ DGR  12 12 15 ↑ 6 31.03.21 

Phase 2 plans for recovery of lost activity during the pandemic are now well developed and implementation has begun.  Harm reviews are 
underway in a number of pathways, but it is inevitable that some patients will have suffered additional pain / deterioration, and / or have sub-
optimal outcomes as a result of the delay.  It is not yet clear whether the deliverability of the current plans will be adversely affected by 
further waves of COVID 19, particularly when the potential impact of seasonal flu is taken into account.  Additionally, the potentially 
competing demands of simultaneously preparing for further waves of COVID-9, restoring previous levels of activity and delivering on 
developmental objectives (strategic and operational) are becoming clearer.  For this reason, the risk score has been increased to reflect the 
challenge presented by the multiplicity of demands on strategic and operational resources in the Trust.         

2.  BAF28 

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

✔ ✔ ✔ ✔ ✔ CEO 12 12 12 12 ↔ 6 31.03.23 

As indicated above at BAF29, organisations across the health & social care system are developing and implementing plans for recovery post-
pandemic.  Partners’ abilities to prioritise work streams and actions which support PHT’s strategic ambitions are unclear, given current 
uncertainties re: the demands presented by potential further waves of COVID-19.   

3.  BAF7 

Demand for capital spending in the Trust exceeds capital sums 
available 

 ✔ ✔  ✔ CFO 12 12 12 12 ↔ 8 31.03.21 

Although the Trust’s arrangements for prioritisation of available capital (Capital Priorities Group, a sub-committee of F&I) are believed to be 
effective, the Trust remains in the hands of the wider system for the allocation of capital from a regional pot.  Until allocations are confirmed, 
the risk rating is likely to remain at 12. 

4.  BAF2 

The Trust’s IT systems do not provide adequate support for delivery of 
Trust objectives 

✔ ✔ ✔ ✔ ✔ DSP 12 12 12 12 ↔ 4 31.03.21 

Although there has been significant operational progress during the pandemic, with swift deployment of a number of enabling systems (e.g. 
Microsoft Teams) some strategic developments have been suspended during the pandemic period.  In particular, steps to appoint a Chief 
Information Officer were delayed (although the process has re-started), and progress in the identification of further funding sources has yet 
to resume.  For this reason the rating remains at 12 to reflect the temporary lack of movement on strategic developments.   

5.  BAF21 

The Trust’s performance against key cancer standards is inconsistent  ✔ ✔    COO 9 9 12 9 ↓ 6 31.07.20 

The Trust has met all nine standards in June and has a clear plan in place to maintain this as far as possible.  However, the impact of the 
pandemic on referrals from primary care and other trusts is not yet clear, meaning that there may be unknown additional demand in the 
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community.  Such unassessed need / demand may compromise the Trust’s ability to continue its current positive performance, and for this 
reason it is premature to reduce the risk rating further.      

6.  BAF23 

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

✔ ✔ ✔ ✔ ✔ DGR 12 12 12 9 ↓ 4 31.03.21 

New quality governance arrangements introduced immediately before the pandemic are now becoming embedded and proving effective in 
prioritising areas for focus and improvement activity.  There has been positive feedback from the CQC about medication safety in the Trust 
during July, indicating improvement in this area, and better analysis of data and information has enabled more effective responses to safety 
issues which have emerged during the pandemic, for example an increase in the number of patient falls . 

7.  BAF3 

There is a lack of attention to basic, compassionate care in some parts 
of the Trust 

 ✔  ✔  CN 9 9 9 9 ↔ 4 31.12.20 

Although the number of complaints and moderate / severe incidents reported have decreased during the pandemic, and there have been 
many examples of outstanding patient care, there is continuing inconsistency in the delivery of care to the quality to which the Trust aspires 
for all patients and families.  A small number of significant incidents of poor care / lack of attention to detail indicate that it is premature to 
reduce focus in this area.  Implementation of the Delivering Excellence framework and associated quality monitoring remain the key 
mitigation approaches in development. 

8.  BAF14 

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

✔ ✔ ✔ ✔ ✔ DWOD 9 9 9 9 ↔ 6 31.03.22 

While recruitment and retention rates are currently very good (the Trust has one of the lowest registered nurse vacancy rates in the country), 
further improvements, and sustained performance at current levels, depend on continued overseas recruitment.  It is not clear whether 
international travel / migration will return to previous levels post-pandemic, or whether clinicians will be permitted to move overseas for 
work.   For this reason it is proposed that the risk rating remains at 9 currently.  The Board is advised that the rating may be increased next 
quarter if international recruitment is likely to become more difficult. 

9.  BAF16 

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

During the pandemic period, the impact of the ED’s current poor layout has been reduced as a result of reduced attendance levels, and 
consequently reduced crowding, a principle cause of the risk in that area.  However, attendance rates are returning to pre-pandemic levels, 
and the plan for improvement of the urgent care pathway through delivery of the Building Better Emergency Care (BBEC) programme has 
been suspended since March.  It is likely that the risk rating can be reduced later in this year as a result of implementation of the NHS111 First 
model, but as the new approach began on 30 June 2020, it is premature to reduce it on this occasion.         

10.  BAF5 

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

Although there was a strong and collaborative response to the pandemic, with many staff undertaking additional training and re-deployment 
roles, progress in addressing some important underlying issues has been suspended during the pandemic, in particular in respect of the 
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Culture Change programme and the implementation of the Inclusion Plan.  Progress in these areas is expected to continue over the next 9 – 
12 months.  The risk rating may change little during this time. 

11.  BAF4 

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

The key plan for mitigation of this risk (development of the partnership with the IoW Trust) has been suspended during the pandemic.  Work 
has just resumed, and movement on the risk rating is expected within the next two quarters.  

12.  BAF9 

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

Development and implementation of plans to address the mismatch between demand and capacity have halted during the pandemic.  Bids for 
funding for additional equipment are being drawn up and will be submitted to NHSI in support of Trust plans.  The risk rating is likely to remain 
static for the next quarter. 

13.  BAF6 

Take up of mandatory and other important training is below target in 
some staff groups 

 ✔  ✔  DWOD 8 8 8 8 ↔ 8 31.03.21 

Overall take up of mandatory training is at the required level but there are pockets in some staff groups and some subject areas of sub-
optimal compliance with requirements.  The impact of the pandemic has affected delivery of some plans to address these inconsistencies, 
but there is further work underway to ensure that as many courses as possible can be undertaken on-line.  For this reason it is not 
appropriate to close the risk despite the target rating having been reached.  

14.  BAF1 

Urgent care - quality, performance and patient flow  ✔ ✔ ✔  ✔ COO 16 16 8 8 ↔ 8 31.03.21 

Demand in the department is increasing and close to pre-pandemic levels.  Flow through the ED remains improved and performance in 
respect of ambulance handover delays is the best in the region.  Maintenance of improved flow depends to a significant degree on post-
pandemic continuation of alternative patient pathways within and beyond the hospital.  For this reason, it is not proposed that the risk is 
removed from the BAF at this stage, despite the rating having reached the target.        

15.  BAF8 

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

✔ ✔ ✔  ✔ MD 16 16 8 8 ↔ 4 31.12.20 

Mental health service patients continue to be broadly well-served by the off-site facility at St James’.  However, the long term future of this 
arrangement has not yet been secured, and for this reason it is premature to reduce the risk further.  On-site provision under partnership  is 
also slightly inconsistent in its delivery    

16.  BAF11 

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

✔ ✔  ✔  CN 12 12 8 8 ↔ 8 31.11.20 

There is evidence of good, proactive safeguarding practice during the pandemic period (for example, increased aware raising of domestic 
abuse indicators in ED, and high referral levels), and the risk has reached its target level.  However , as compliance with all required training 
has not been deliver4ed in all areas, it is proposed to leave the risk open for at least one further quarter, to ensure that the Board has 
effective assurance on the risk before removing it from the BAF.     
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17.  BAF10 

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

✔ ✔ ✔   COO 6 6 6 6 ↔ 6 31.03.20 

Management of the pandemic has been a very effective test of the Trust’s EPRR function, and has demonstrated that the Trust is able to 
respond flexibly and resourcefully to such challenges. The risk rating has reached its target, but removal from the BAF is not yet proposed:  
there will be a detailed after-action review of the way in which the Trust managed the pandemic response, and that process may reveal 
currently unidentified areas for improvement and/or risks.  It is anticipated that this risk can be closed next quarter if no material concerns 
are identified during the review.       

18.  BAF18 

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

✔ ✔ ✔ ✔ ✔ CFO 6 6 6 6 ↔ 4 30.09.20 

There has been a delay to delivery of two key improvement objectives in this area due to the pandemic:  the appointment of a Chief 
Information Officer, and the implementation of the Delivering Excellence Framework.  Both projects have resumed during July, and a further 
positive change to this risk rating is expected next quarter. 

19.  BAF25 

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

In the absence of further national guidance, the rating for this risk remains static.  Given that it is expected that further developments will be 
implemented nationally later this calendar year, it is proposed that the risk remains open for now, despite having reached its target rating.   

20.  BAF17 

The Trust’s senior leadership has been unstable ✔ ✔ ✔ ✔ ✔ CEO 9 9 6 6 ↔ 4 31.12.20 

All executive vacancies are now filled permanently, with only one appointee yet to start work (COO, due to begin at the Trust in October).  
There has been some movement amongst the Divisional Leadership teams which is being addressed through recruitment.  Although there is 
no deterioration in this rating, it is proposed to leave the risk at its current rate until those appointees are in post and there is further progress 
with the reintroduction of the talent management programme.   

21.  BAF27 

Reduced capacity arising from changes to application of pension 
taxation rules 

✔ ✔    DWOD 9 9 9 4 ↓ 2 31.03.21 

There is no current evidence of pension taxation affecting capacity and activity, and a number of key agreements have been reached.  
However, it is not proposed that the risk should be closed yet as the impact of the pandemic may be masking an underlying issue.  The Risk 
will remain on the register for the time being, until a clearer understanding of the non-pandemic position is clearer. 
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Impact score 

Negligible Minor Serious Major Catastrophic 

Li
ke

lih
o

o
d

 s
co

re
 

Rare 1 2 3 4    5 

Unlikely 2 4  BAF 27 6    BAF 10  BAF25

BAF 17    

8      BAF 1   BAF 6

BAF 8  BAF 11 

10 

Moderate 3 6    BAF 18 9      BAF 4     BAF 9

BAF 5     BAF 16 
BAF 14   BAF 3  
BAF 27  BAF 21
BAF 23 

12
BAF 7 
BAF 23 

15  

Likely 4 8 12   BAF 2    BAF 21

BAF 28  BAF 29 

16 20  

Certain 5 10 15  BAF 29 20 25 
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Enc. 3a 3b 4 

Enc. 3a 3b 4 

Title of report RESEARCH AND INNOVATION – QUARTER 1 2020 / 21 
Board / 
Committee 

TRUST BOARD – 29TH JULY 2020 

Agenda item 
number 

099.20 

Executive lead Professor Anoop Chauhan – Director of Research & Innovation) 

Author Dr Alice Mortlock – Head of Research) 

Date report 
written 

14th July 2020 

Action required Noting / Discussion 

Executive 
summary 

This paper has been produced to brief Trust Board on research performance at 
PHT against local and national bench marks. 

Appendices 
attached 

There are no appendices to this report 

Recommendations Trust Board is recommended to note this report. 

Next steps The Trust will continue to make progress on the transition to University Hospital 
status, as discussed in agenda item 095.20. 

Links to Corporate Objectives (Please ✓) 

✓ ✓ ✓ ✓ ✓

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ ✓

Links to Board 
Assurance 
Framework 

Not applicable. 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

Not applicable. 

Quality Impact 
Assessment 

No impact on quality 

Equality Impact 
Assessment 

No equality implications 

Enclosure Number 

8 
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SECTION 1: END OF YEAR PERFORMANCE 2019/20 - NATIONAL POSITION 

 

CHART 1: PHT POSITION IN ENGLAND BY 2019/2020 RECRUITMENT (LARGE ACUTE TRUSTS ONLY n=42). 

THE TOPE 20 LARGE ACUTE TRUSTS ARE SHOWN.  

 
Source: NIHR Open Data Platform  

 

CHART 2: PHT POSITION IN ENGLAND 2019/2020 RECRUITMENT (ALL TRUSTS) 
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Source: NIHR Open Data Platform 25 October 2019 

SECTION 2: LOCAL PERFORMANCE 2019/20 
 
CHART 3: PHT PORTFOLIO MONTHLY AND CUMULATIVE RECRUITMENT 2019/20 SET AGAINST  
WESSEX CLINICAL RESEARCH NETWORK (CRN) TARGET 

 

Chart 3 shows all PHT monthly and cumulative Porfolio recruitment for April 2019 to March 2020 against the recruitment goal set by the Clinical Research 

Network (CRN) Wessex. Porfolio recruitment includes all patients and staff recruited into high quality research studies as defined by the National Institute of 

Health Research (NIHR) and adopted onto the NIHR Portfolio. Source: Edge data platform. 

 
CHART 4: NIHR PORTFOLIO RECRUITMENT 2019/20 IN TRUSTS ACROSS WESSEX 

 
Source: NIHR Open Data Platform. 
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SECTION3: URGENT PUBLIC HEALTH (UPH) STUDIES – PHT PERFORMANCE 

2020/21 

Following the onset of the COVID-19 pandemic, recruitment into most research studies was paused 

nationally. The research effort was switched to supporting a national portfolio of Urgent Public Health 

(UPH) Studies. 

CHART 5: RECRUITMENT INTO UPH STUDIES OPEN AT PHT, ACROSS WESSEX AND NATIONALLY 

 

Source: Edge data platform. 

CHART 6: NIHR PORTFOLIO RECRUITMENT 2020/21 IN TRUSTS ACROSS WESSEX 

 

Source: NIHR Open Data Platform. 
 

 

 

 

Short Title Study Design Status Opening
Planned 

Closure

PHT 

Recruitment

Total Wessex 

Recruitment

Total National 

Recruitment

Managing 

Specialty

Clinical Characterisation Protocol 

for Severe Emerging Infection
Observational

Open, With 

Recruitment
12/03/2013 28/02/2023 553 2097 71,373 Infection

RECOVERY trial Interventional
Open, With 

Recruitment
19/03/2020 31/12/2021 116 456 12042 Infection

GenOMICC Observational
Open, With 

Recruitment
22/03/2016 22/03/2026 26 102 3044 Critical Care

SIREN - SARS-COV2 immunity 

and reinfection evaluation
Observational

Open, With 

Recruitment
01/06/2020 30/09/2020 20 20 2049 Infection

Pregnancy and Neonatal 

Outcomes in COVID-19
Observational

Open, With 

Recruitment
09/04/2020 08/10/2021 19 124 1917

Reproductive Health 

and Childbirth

REMAP-CAP Interventional
Open, With 

Recruitment
28/05/2019 31/07/2021 8 29 470 Critical Care

RECOVERY - Respiratory Support Interventional
Open, With 

Recruitment
06/04/2020 05/04/2021 6 8 147

Respiratory 

Disorders

STOP-COVID19 Interventional
Open, With 

Recruitment
03/06/2020 31/01/2021 0 0 2

Respiratory 

Disorders

Total 748 2836 91,044
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SECTION 4: RESEARCH IMPACT 

Patient story: Nurse returns to Queen Alexandra Hospital on birthday after recovering from Covid-19 

A NURSE has returned to work on her 36th birthday after recovering from Covid-19 with the help of 

steroid dexamethasone. 

 

This patient story was published in The Mail Online, The Scottish Sun and the Portsmouth News. Dr Tom Brown, the 

Principal Investigator (PI) for the study at PHT also appeared as part of a report on the ITV Meridian News at 6pm 

and late.  

Kate Bugtong, from Portsmouth, started suffering symptoms of coronavirus on April 14, including fever and 

headaches, but as her shortness of breath worsened, she was admitted to hospital eight days later where she was 

put on oxygen. 

The nurse, who returned to work on Wednesday on her birthday at the Queen Alexandra Hospital in the Hampshire 

city, said she was offered dexamethasone as part of a trial being conducted alongside other treatments for her 

symptoms. 

She said: ‘I am happy that I was able to take it, at first I was a bit hesitant about it, naturally.’ 

Ms Bugtong, from the Philippines, said that when she was discharged on April 29, she was still suffering from 

shortness of breath but her symptoms had improved. 

On returning to work on the hospital's renal ward, she said: ‘I feel a mixture of everything to be back, I feel happy 

because I have been isolated for a bit long already but I am still adjusting because there are many changes. 

‘And it's my birthday actually, so it's a half-half celebration, but I haven't been back to work for a long time so I said I 

would go back, I'm happy to be back.’ 

She added: ‘I am so happy and grateful I was able to take part in the Recovery trial. I experienced symptoms and 

later had to be admitted for breathing difficulties. 

‘Thanks to the trial and the team I am back at work.’ 

The Recovery trial has shown dexamethasone to be the first treatment proven to reduce mortality in Covid-19 

worldwide. It reduced deaths by one third in ventilated patients and by one fifth in patients requiring oxygen. 

The Research and Innovation department at Portsmouth Hospitals NHS Trust recruited 117 patients to the trial, 

making it the seventh-largest contributor in the UK out of 176 sites 
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Academic Impact 

COVID-19: a collision of complement, coagulation and inflammatory pathways 

Review,  J Thromb Haemost. 2020 Jun 30.  doi: 10.1111/jth.14981.   

Anoop J Chauhan  1   2   3 , Laura J Wiffen  1   3 , Thomas P Brown  1   3  

This review describes the role of the complement pathway and particularly C5a and its aberrations in highly 

pathogenic virus infections, and therefore its potential as a therapeutic target in COVID-19. 

Context 

Evidence before this review 

Evidence from previous highly pathogenic virus infections has shown the importance of inflammation and 

thrombosis in the pathogenesis of the disease. The mechanisms of interaction between the complement, 

coagulation and inflammatory pathways have been studied in isolation in mainly animal models. They highlight the 

importance of these pathways in orchestrating the clinical manifestations of COVID-19. 

Added value of this review 

The parallels between rare disorders of complement activation and COVID-19, with evidence from models of 

previous pathogenic virus infections, have been drawn in this review to highlight the importance of complement 

activation in the thrombo-inflammatory state seen in severe COVID-19. It provides a basis of how attenuating 

complement would have therapeutic potential in this pandemic. 

Implications of all the available evidence 

Complement modulating therapies that have hitherto been used in a collection of rare diseases could reduce the 

thrombo-inflammatory sequelae of SARS CoV-2 infection. It requires urgent investigation. 
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Figure 1. The interactions between the complement, coagulation and inflammatory pathways following 

SARS-CoV-2 based on knowledge of previous highly pathogenic virus infections. Complement is activated 

through 3 different pathways following virus infection, eventually leading to increased levels of the critical anaphylatoxins C3 

and C5. C3 and chiefly C5 have a central role in the innate immune response; with C5a influencing chemotaxis, cell signalling and 

activation which contributes to the release of pro-inflammatory cytokines from effector cells, with a parallel reduction in anti-

viral cytokines and lymphocyte reduction. C5a also impairs fibrinolysis by increased PAI1 levels from mast cells and basophils. 

C5a activation of tissue factor leads to a pro-coagulant activity, and critical clotting factors such as FVIIa, FIXa and FXIa complex 

cleaves the parent C3 and C5 molecules into the anaphylatoxins C3a and C5a. C5a activity causes NET release of pro-coagulant 

mediators contributing to microvascular thrombosis and endothelial damage. 
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Committee: QUALITY AND PERFORMANCE COMMITTEE 

Date of Meeting: 19TH JUNE 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH JULY 2020 

Chair: MARTIN ROLFE 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

101.20 

Appendix 1: Agenda 

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

Integrated Performance Report 

The quality and safety section of the Integrated Performance Report was considered by the Committee. 
The subsequent discussion is covered under agenda item 073.20 in the feedback below. 

Agenda 
item 

Items of particular note: 

072.20 Infection prevention and control board assurance framework 

The framework was noted and commended to the Board – the Committee members received 
assurance about the integration of the Trust’s usual infection control practice with new 
measures required by the pandemic. 

073.20 Integrated Performance Report 

The committee focussed on the following elements of the IPR: 

Quality: 

Incident reporting rates have recovered, and there is an improving rate of investigation / 
resolution. 

The increased number of falls and pressure damage in the pandemic period has continued, 
although not worsened.  Alternative approaches to managing these risks in the pandemic 
period are being developed, informed by national findings. 

The deteriorating patient data and analysis were welcomed as a continuing source of 
assurance.  Sepsis mortality remains below the national average, demonstrating good focus on 
sepsis despite the demands of managing the pandemic.  

It was agreed that the Trust would need to monitor the impact of the switch to mainly on-line 
learning and training in a number of key safety areas, including medication safety. 

Enclosure Number 

9 
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Agenda 
item 

Items of particular note: 

The benefits of the off-site location of the main urgent mental health service were noted, and 
continuation of the pathway was welcomed. 

A focus on level 3 safeguarding training is required, but the committee welcomed the 
introduction of an on-line resource to help address this.  Vigilance in respect of safeguarding 
and support for sufferers of domestic abuse had been notable, particularly in light of the 
challenges presented by the pandemic and associated lock-down.  

The Committee noted that open access visiting is still suspended, but in response to national 
guidance, there is now increased discretion about allowing risk managed visiting by 
appointment for those patients who have a particular need for a visitor.  The committee 
discussed ongoing preparations in anticipation of further lifting of national rules. 

The re-start of the management of complaint responses was welcomed. 

Performance: 

Recovery phase will need to be flexible to ensure capacity to manage any further COVID 
waves 

There is considerable engagement with system colleagues to plan the recovery and maintain 
effective management of the pandemic. 

There remains good public support for the revised urgent care pathways.  Demand levels are 
returning to normal and have currently reached around 66% of usual minors demand. 

The Committee welcomed the complete absence of 60 or 30 minute ambulance handover 
delays during May.  75% of all ambulance patients were handed over within 15 minutes, 
making the Trust the best performing organisation in the SCAS area.  This is tremendous 
achievement given the position earlier this year. 

The beneficial impact on flow of the reduced MFFD number was noted. 

Cancer services have been affected by some patients choosing not to participate in treatment 
plans as a result of their concerns about COVID.  All such patients are provided with advice 
and support to help inform their decisions.   There have also been a number of late cancer 
referrals affecting performance against the 62 day access standard – these are being 
addressed collaboratively with the referring trusts.  The Committee also noted the potential for 
cancer referrals to increase once screening programmes resume. 

The suspension of many routine services during the pandemic has led to some very long waits 
(including 52 week waits) in 18 week RTT pathways.  There is a prospective harm review 
included in the process for prioritising patients for treatment in the recovery phase. 

The Committee noted plans to address the diagnostics backlog that has arisen during the 
pandemic period. 

 

074.20 Summary of actions in response to Never Events 

The Committee noted the actions taken to address the themes identified as underlying causes 
of the Never Events that have occurred.  The revision of a number of key processes has been 
completed, and the principle focus now is on awareness raising and use of initiative.  The 
increasingly positive reporting culture was welcomed as a factor in ensuring that Never Events 
can be investigated and addressed effectively, as was the similar focus on near miss and low 
harm events as learning opportunities. 

The CCG commended the Trust’s openness with regard to Never Events and the Trust’s 
reporting culture. The Trust has been identified as an exemplar in initial incident management. 

The Committee recommended that a session on safety, never events and the role of human 
factors be included in a future Board Development programme. 
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Agenda 
item 

Items of particular note: 

075.20 CQC action plan 

The Committee welcomed progress made on delivering the CQC action plan. 

 

076.20 Board risk register 

The Committee commended the revised Board Risk Register and recommended its adoption 
by the Trust Board. 

 

077.20 Gastroenterology, hepatology and endoscopy performance 

The Committee welcomed the significant amount of work undertaken to improve performance 
in these pathways, both prior to the pandemic period and in the recovery phase.  The 
beneficial impact of that work on patient care and the sustainability of the service was noted.  
The Committee encouraged the identification and implementation of a long term plan for 
equipment management to help prevent future regression in this area. 

 

078.20 Phase 2 – COVID plan 

The Committee received assurance in the presented report that delivery of the phase 2 plan is 
underway.  The likely need for a phase 3 plan, for implementation from September, was noted.   
Future plans will need to include significant flexibility to enable an agile response to any further 
waves of COVID related demand while maintaining other services. 

 

079.20 NHS 111 First – Early Mover 

The Committee noted the plans for the pilot of an alternative access route for emergency care 
which will help to reduce the risk of in-hospital transmission of COVID-19 in the Emergency 
Department, and bring a number of other benefits to the urgent care pathway.  It was 
acknowledged that the change is associated with a number of risks, including risks to 
reputation. The challenges presented by the associated need to change public behaviour were 
acknowledged, although the progress made during the pandemic period with revising the 
pathway was a promising indicator. 

The Committee was satisfied that the scrutiny being applied to the decision making process is 
robust, and supports the project in principle. 

 

 
Agenda 
item 

Items for escalation to the Trust Board: 

073.20 The significant improvement in ambulance handover delays was commended to the Board. 

074.20 The Committee recommended that a session on safety, never events and human factors be 
included in a future Board Development programme. 
 

 
Agenda 
item 

Recommendations: 

072.20 

 

That the Board accepts the Infection Prevention & Control Board Assurance Framework as 
evidence of the Trust’s good practice in this area.  

076.20 That the Board adopts the updated Board Risk Register. 
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QUALITY AND PERFORMANCE COMMITTEE 

 
 

Friday 19th June 2020 
09:30 – 12:00  

Trust HQ Meeting Room, Level F, Queen Alexandra Hospital 
 
 

A G E N D A 
 
 
 

Item No. Time Item Enclosure  
No. 

Presented 
by 
 
 

 
 

069.20 09.30 

 
Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

070.20 09.32 
 
Minutes of the last meeting – 22nd May 2020 
 

1 Chair 

071.20 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

 
QUALITY 
 

072.20 09.35 
Infection Prevention and Control Board 
Assurance Framework 

3 CN 

073.20 10.00 
Quality and performance integrated 
performance report 

 
To follow 

 
COO/MD/CN 

074.20 10.50 
Summary of actions in response to Never 
Events 

4 MD 

075.20 11.00 CQC Action Plan 5 DGR 

076.20 11.10 Board Risk Register 6 DGR 

PERFORMANCE 

077.20 11.20 
Gastroenterology, hepatology and endoscopy 
performance 

7 COO 

078.20 11.30 Phase 2 - COVID plan 8 DSP 

079.20 11.40 NHS 111 First pilot 9 DSP 
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COMMITTEE FEEDBACK 
 

 
080.20 

 
11.50 

 
Committees Report to the Quality and 
Performance Committee: 

• Data Protection and Data Quality 
Committee 

• Formulary and Medicines Group 
 

 
10 

 

 
 

 
081.20 

 
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 

 
082.20  

 
Any other business 
 

 
N 

 
Chair 

 
083.20  

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Wednesday 22nd July 2020, 09:30, Trust HQ Meeting Room, 
Level F, Queen Alexandra Hospital 

 

 
Chair 
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Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013 
 
Introduction 
 
1. The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013 (RIDDOR) impose 

duties on employers, the self-employed and people in control of work premises to report certain 
serious workplace accidents, occupational diseases and specified dangerous occurrences (near misses).    
 

2. The Regulations require the HSE to be notified when  

“…any person at work is incapacitated for routine work for more than seven consecutive days 
(excluding the day of the accident) because of an injury resulting from an accident arising out of or 
in connection with that work…” (reg 4 (2)) 
“…any person dies as a result of occupational exposure to a biological agent…” (reg 6 (2))  
“…there is a dangerous occurrence…” at work (reg 7) 
“…a person at work… receives a diagnosis of…any disease attributed to an occupational exposure to a 
biological agent…” (reg 9(b)) 

3. The Trust has previously determined that in connection with COVID-19 illnesses, a report under the 
regulations set out above will only be made if a staff member who has tested positive for COVID-19 has 
previously been involved in an incident which has exposed them to increased risk of infection – for 
example a failure of PPE or unprotected treatment of a patient subsequently found to be C-19 positive.  
  

4. The Health & Safety Executive has issued guidance on its website (www.hse.gov.uk/news/riddor-
reporting-coronavirus.htm ) on when COVID positive testing of staff should be reported under the 
regulations: 

“RIDDOR reporting of COVID-19 

You must only make a report under RIDDOR (The Reporting of Injuries, Diseases and Dangerous 
Occurrences Regulations 2013) when:   

• an unintended incident at work has led to someone’s possible or actual exposure to coronavirus. 
This must be reported as a dangerous occurrence.  

• a worker has been diagnosed as having COVID 19 and there is reasonable evidence that it was 
caused by exposure at work. This must be reported as a case of disease.  

• a worker dies as a result of occupational exposure to coronavirus” 
 

5. This section of the guidance is clear, and supports the Trust’s position.   
 

6. The guidance goes on to provide examples of what should be reported.  Parts of this section are less 
clear: 

“What to report    

Dangerous occurrences  

If something happens at work which results in (or could result in) the release or escape of 
coronavirus you must report this as a dangerous occurrence. An example of a dangerous 
occurrence would be a lab worker accidentally smashing a glass vial containing coronavirus, 
leading to people being exposed.   
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Cases of disease: exposure to a biological agent  

If there is reasonable evidence that someone diagnosed with COVID-19 was likely exposed because 
of their work you must report this as an exposure to a biological agent using the case of disease 
report. An example of a work-related exposure to coronavirus would be a health care professional 
who is diagnosed with COVID-19 after treating patients with COVID-19.  

Work related fatalities 

If a worker dies as a result of exposure to coronavirus from their work and this is confirmed as the 
likely cause of death by a registered medical practitioner, then you must report this as a death due 
to exposure to a biological agent using the ‘case of disease’ report form. You must report 
workplace fatalities to HSE by the quickest practicable means without delay and send a report of 
that fatality within 10 days of the incident.” 
 

7. The guidance on dangerous occurrences remains unambiguous and accords with the Trust’s position. 
 

8. The guidance on exposure to biological agents is unhelpful – the example given is not a corollary of the 
first statement.  Unless there has been an incident of the kind described earlier, merely treating COVID 
positive patients, using all appropriate precautions, is less likely to have caused an infection than 
community or domestic exposure. 
 

9. The guidance on reporting deaths is clearer.  A high standard must be met before reporting is 
appropriate – the registered medical practitioner must be prepared to certify not just that the likely 
cause of the patient’s death was COVID-19, but that the infection was the result of a workplace 
exposure to the virus rather than domestic or community exposure.  In the absence of a related 
incident, this will be a difficult judgment to make. 
 

10. In view of the ambiguity of the guidance, advice has been sought directly from the HSE.  The response 
is set out below: 

Thank you for taking the time to report your concern to Health and Safety Executive (HSE) 
regarding Coronavirus and RIDDOR reporting.  
 
In general, Covid 19 is a public health issue and the Department of Health & Social Care (DHSC), 
working closely with Public Health England (PHE) and the devolved administrations, is the lead 
Government department for the UK response.  
In a work situation, it will be very difficult, if not impossible, for employers to establish whether or 
not any infection in an individual was contracted as a result of their work.  Therefore, diagnosed 
cases of Covid 19 are not reportable under RIDDOR unless a very clear work related link is 
established. 
 
In some very limited circumstances, where an individual has either been exposed to or contracted 
Covid 19 as a direct result of their work, those instances could become reportable under RIDDOR 
either as a Dangerous Occurrence (under Regulation 7 and Schedule 2, paragraph 10) or as a 
disease attribute to an occupational exposure to a biological agent (under Regulation 9 (b)). 
For an incident to be reportable as a Dangerous Occurrence, the incident must result (or could 
have resulted) in the release or escape of the hazard group 3 Covid 19 virus.  An example could 
include a phial known to contain the Covid 19 virus being smashed in a laboratory, leading to 
people being exposed. 
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For an incident to be reportable as an occupational exposure to a biological agent, the diagnosis 
of Covid 19 must be directly attributed to an occupational exposure.  Such instances could include, 
for example, frontline health and social care workers (e.g. ambulance personnel, GPs, social care 
providers, hospital staff etc) who have been involved in providing care/ treatment to known cases 
of Covid 19, who subsequently develop the disease and this is reliably attributed to their work and 
verified by a registered medical practitioner’s statement.    
 
HSE do not anticipate receiving many cases of RIDDOR reportable incidents, as such cases will not 
be easy to identify, and are anticipated to be rare, especially as prevalence of Covid 19 increases 
in the general population.” 
 

11. In light of this advice, it remains the Trust’s position that only incidents of staff infection which are 
associated with a relevant reported incident are reported.   The Committee is asked to note and 
endorse this position. 

 
 
Lois Howell 
Director of Governance & Risk  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Page 109 of 241



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

Page 110 of 241



Enc. 3a 3b 4 

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

QUALITY & PERFORMANCE COMMITTEE – 19TH JUNE 2020 

Agenda item 
number 

076.20 

Executive lead Lois Howell – Director of Governance & Risk 

Author Annie Green – Head of Risk Management 

Date report 
written 

10th June 2020 

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

Executive 
summary 

The current Covid-19 outbreak is continued to be carefully monitored, national 
guidance is being enacted swiftly and widely published to all employees, patients 
and visitors.  At the time of report writing there is confidence that the 
Organisation has managed the associated risks appropriately and, as COVID 19 
activity has reduced, the risk scores have now been adjusted downwards. 
 
6 risks have decreased in score, mainly as a consequence of the changes in the 
hospital environment associated with the required response to the COVID 19 
pandemic and resultant reduced activity. 
 
3 risks are updated for the new financial year 2020/21 
 
4 risks have been closed 
 
There are 2 new risks added since the last iteration:  
BRR2: Risk of patient harm arising from delays to care due to COVID 19 
pandemic: 16 (4x4) 
BRR14: Risk of harm to regulatory relationships/reputation as a result of 
cancelled activity due to COVID19 Pandemic: 9 (3x3) 
 
Set out at Appendix A is a heat-map style presentation of the Board Risk Register, 
which is set out in more detail at Appendix B. 

Appendices 
attached 

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

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

Next steps The following actions will be taken after consideration of this report: 
a)  Presentation of Board Risk Register to Trust Board on 29th July 2020 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ 
✓ 

 
✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ 
✓ 
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Links to Board 
Assurance 
Framework 

Not applicable 

Links to Board Risk 
Register 

The proposed Board Risk Register is attached as Appendix A. 

Compliance / 
Regulatory 
Implications 

The Trust is required by it Propvider Licence to maintain an effective system of 
internal control, of which the BAF is a key part.  

Quality Impact 
Assessment 

Effective management of the risks to delivery of the Trust’s strategic objectives 
will have a beneficial impact in all areas   
PATIENT EXPERIENCE: Moderate – Positive  
PATIENT SAFETY: Moderate – Positive  
CLINICAL OUTCOME: Moderate – Positive  
OPERATIONAL PERFORMANCE: Moderate – Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate – Positive  
ACCESSIBILITY / WAITING TIMES: Moderate – Positive  
STAFF: Moderate – Positive  

Equality Impact 
Assessment 

No equality implications identified. 
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Board Risk Register update  

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

management of risk across the Trust.    

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

operational risks which require Trust level management and oversight. 

 

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

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

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

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

 

3. There have two new risks added to the Board Risk Register since the last presentation: 

BRR2: Risk of patient harm arising from delays to care due to Covid 19 pandemic: 16 (4x4) 
BRR14: Risk of harm to regulatory relationships/reputation as a result of cancelled activity due to 
Covid 19 Pandemic: 9 (3x3) 
 
Three risks have been updated for the new financial year 2020/21: 

BRR9: Risk of reputational harm to regulatory relationships should Trust not deliver break even plan, 

jeopardising FRF up to £19m 

BRR23: Risk of service interruption arising from inadequate working capital 

BRR25: Risk of poor patient experience if Trust has insufficient capital to provide required 

equipment/ICT and upgrade ED floor 

 

4.  Six risks have decreased in score: 

BRR5: Risk of patient harm or mismanagement of care if there is a severe Coronavirus outbreak 

which causes hospital to become overcrowded. 

BRR6: Risk of service interruption Coronavirus outbreak is severe and causes reduced staffing levels. 

BRR7: Risk of patient harm due to prescription or dispensing errors due to increased pressure on 

acute pharmacy service 

BRR20: Harm to health and wellbeing of staff arising from sustained unplanned pressure on services 

BRR21: Mismanagement of patient care, poor experience and patient harm arising from lack of 

suitably trained nursing staff 

BRR24: Trust not achieving required performance if clinicians do not work over contractual 

requirements due to pension tax rules. 

 

5. Four risks have been closed: 

              BRR27: Regulatory impact of breaching standards relating to access to ED. 
 BRR28: Mismanagement of patient care and experience in urgent care pathway and community as a    
 result of poor flow across the Trust. 
              BRR29: Potential for harm arising from lack of timely discharge for patients MFFD 
 BRR30: Damage to Trust reputation arising from non compliance with internal policy and Nice 
 Guidance relating to restraint. 

 

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

treatment due to suspension of services as a result of COVID 19 pandemic control measures,  the water 

quality for washing endoscopes and potential for decontamination and sterilisation equipment failure.   

 

7. Management of all other risks continues, and oversight is maintained via the Divisional Performance & 

Accountability meetings and the Quality Assurance Committee. 
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Impact/Consequence Score 

Li
ke

lih
o

o
d

 s
co

re
 

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

5. Almost Certain:

Will undoubtedly 

happen 

5 10 15 20 25 

4. Likely: Will

probably happen 
4 8 12 

8, 10, 13 

16 
1, 2 (NEW),  3,  4 

20 

3. Possible: Might

happen occasionally 
3 6 9 

14 (NEW), 15, 16, 
17, 18, 19 

12 
5(↓),  6(↓),  7(↓) , 9, 11, 

12 

15 

2. Unlikely: Do not

expect it to happen 
2 4 6 

24(↓) 

8 
20(↓), 21(↓), 22, 23 

10 

1. Rare: This will

probably never 

happen 

1 2 3 4 
25, 26 

5 

KEY (↓number) 
(↑number) 

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

Closed Risks since last 

report 

27, 28, 29, 30 – refer to full report for details. 
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Page 1 101.20a6 Board Risk Register - June 20

N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last 

report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

1 87 02/01/2015
16

(4x4)

Potential patient harm if water quality fails and 

endoscopes are unavailable to clinical departments; 

delaying procedures. 

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

31/08/2020
Annie Green 

10/06/2020

16

(4x4) 

Washers have been approved for Gosport.

Business case being prepared for a MES for the main hospital.

Ongoing discussions with Estates.

4

(4X1)
31/12/2020

2 1915 04/05/2020

16 

(4x4)

Risk of patient harm arising from delays to care due to 

Covid 19 pandemic 
Corporate Services 31/07/2020

Nigel Kee 

25/05/2020

16 

(4x4)

NEW

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

next few weeks and months.

Prospective risk assessment of all patients to ensure those most 

urgent cases are treated first.

Cardiology and endoscopy services resumed.

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

next few weeks and months.

8

(4x2)

30/09/2020

3 1535 02/05/2019
16

(4x4)

Compromised care of patients with primary mental 

illness due to lack of specialist knowledge, provision 

and training.

Corporate Services 31/08/2020
Sarah Thompson 

09/06/2020

16

(4x4) 

Specialist mental health matron to design mental health strategy and 

establishment requirements.

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

first priority.

8

(4x2)
01/04/2020

4 1409 14/11/2018
16

(4x4)

Poor patient experience due to breakdown in 

sterilisation & high level disinfection equipment whilst 

awaiting replacement  

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

31/07/2020

Cate Leighton 

09/06/2020
16

(4x4) 

Business case to be re-submitted for financial year 2020/21.Install 

equipment once procured

Estates wish to review the whole HSDU footprint on site at QAH. 

Awaiting next communication with Estates.

Ongoing discussions with Estates/Engie

8

(4x2)
01/03/2021

5 1683 06/08/2019
12

(4x3)

Risk of patient harm or mismanagement of care if there 

is a severe Coronavirus outbreak which causes hospital 

to become overcrowded.

Corporate Services 31/07/2020
Nigel Kee 

25/05/2020

12

(4x3)  Implement additional national guidance when required.
8

(4x2)
3109/2020

6 1682 06/08/2019
12

(4x3)

Risk of service interruption Coronavirus outbreak is 

severe and causes reduced staffing levels.
Corporate Services 31/08/2020

Nicole Cornelius

01/06/2020

12

(4x3)  Implement additional national guidance when required.
8

(4x2)
30/09/2020

7 1407 14/11/2018
16

(4x4)

Risk of patient harm due to prescription or dispensing 

errors due to increased pressure on acute pharmacy 

service

Clinical Delivery Division - 

Pharmacy
31/08/2020

Sarah Nolan 

09/06/2020

12

(4x3) 

Business case for additional staffing delayed to May 2020 due to C19 

pandemic. 

Pharmacy robot to be fully installed by September 2020.

8

(4x2)
01/12/2020

8 1869 23/03/2020
12

(4x3)

Risk of patient harm arising from Trust inability to meet 

cumulative demand associated with Covid-19 pandemic
Corporate Services 31/08/2020

Annie Green 

23/03/2020

12

(3x4) 

Re-training and re-deployment of staff in other groups to support 

clinical staff and cover gaps in roles due to staff absences.

Increased cardiology and endoscopy provision.

Cancer and urgent surgical procedures continued.

Risk assessment for key services in preparation to resume provision.

4

(4X1)
31/12/2020

9 1583 30/05/2019
12

(4x3)

Risk of poor patient experience if Trust has insufficient 

capital to provide required equipment/ICT and upgrade 

ED floor

Corporate Services 31/08/2020
Jo Gooch  

25/05/2020

12

(4x3) 

The Trust approved a capital plan in March 2020. However, since this 

time, new capital guidance has been released advising that capital  

will be allocated at a system level and only COVID-19 related capital is 

currrently being considered.

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

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

priorities of the Trust can be progressed. 

8

(4x2)
01/04/2021
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Page 2 101.20a6 Board Risk Register - June 20

N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last 

report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

10 243 08/06/2016
9

(3x3)

Inadequate local induction potentially impacting on 

patient safety and staff performance
Corporate Services 31/058/2020

Lynn Hansell 

25/05/2020

12

(3x4) 

May 2020 - Change Agents have developed a local induction pack for 

departments to use, which can be adapted to meet local needs.  

However have not been able to launch this due to Covid-19.  Date not 

yet known for the launch.

6

(3x2)
31/12/2020

11 651 01/02/2017
12

(4x3)

Financial loss arising from cost of sourcing asceptic 

pharmacy services externally if PMU fails.

Clinical Delivery Division - 

Pharmacy
31/07/2020

Kieran Hand

09/06/2020

12

(4x3) 
Business case for re-build of asceptic pharmacy unit in development 

Options appraisal awaited, delayed due to C19 pandemic

8

(4x2)
02/12/2020

12 648 13/04/2017
12

(4x3)

Risk of patient harm from prescribing, dispensing and 

administration errors due to lack of electronic 

prescribing system.

Clinical Delivery Division - 

Pharmacy
31/08/2020

Kieran Hand

09/06/2020

12

(4x3) 

Board support case regardless of funding outcome, risk remains until 

system in place. 3

(3x1)
31/12/2020

13 230 01/07/2015
15

(3x5)

Risk of staff injury due to exposure to violent or 

threatening behaviour
Corporate Services 31/08/2020

Nicole Cornelius

01/06/2020

12

(3x4) 

Regular reporting to TLT and Security Advisory Group 

Security Manager follow up on incidents of violence with appropriate 

sanction.

Ongoing liaision with Police to support prosecution as appropriate 

9

(3X3)
31/12/2020

14 1916 04/05/2020 9

(3x3)

Risk of harm to regulatory relationships/reputation as a 

result of cancelled activity due to Covid 19 Pandemic 
Corporate Services 31/07/2020

Lois Howell 

04/05/2020
9

(3x3)

NEW

Management of regulators’ and the public expectations.  

Changes to access standards etc may happen, but we cannot rely on 

this. 

Increased cardiology and endoscopy provision.

6

(3X2)
30/09/2020

15 1411 14/11/2018
16

(4x4)

Risk of harm if first dose of antibiotics is delayed for in-

patient and community patients with suspected sepsis.
Corporate Services 31/08/2020

Annie Green 

06/03/2020 

9

(3x3) 

Organisation is consistently below national average mortality rates for 

sepsis.

Resuscitation manager to discuss with Medical Director with a view to 

closing the risk.

6

(3X2)
31/08/2020

16 1110 10/04/2018
12

(3x4)

Inadequate provision of supervision to staff may lead to 

poor decision making and patient harm
Corporate Services 31/08/2020

Sarah Thompson 

09/06/2020

9

(3x3) 

Supervision arrangements to be introduced in adult areas as per child.

New adult safeguarding lead to be assigned responsibility for area of 

work.

6

(3X2)
31/12/2020

17 652 13/04/2017
12

(3x4)

Poor patient experience and risk of harm due to 

Insufficient POD lockers for Trust-wide Self-medication 

results in delay to meds

Clinical Delivery Division - 

Pharmacy
31/08/2020

Kieran Hand

09/06/2020

9

(3x3) 

Details of minimal requirements (i.e. infection control and nurse 

preferences) have been provided to procurement for future orders 

made by ward staff.

Final specification document due to go to pharmacy governance in 

coming months.

3

(3x1)
31/12/2020

18 699 05/05/2017
15

(3x5)

Risk of patients being harmed by their medicines due to 

PHT partial compliance with NICE guidance NG5.
Corporate Services 31/07/2020

Kieran Hand

09/06/2020

9

(3x3) 

Much of this will be resolved with the introduction of an EPMA system 

and a separate software system to enable refer of patients to 

community pharmacists for follow up with their medicines post-

discharge: Pharmoutcomes.

6

(3x2)
31/12/2020

19 1482 26/01/2019
16

(4x4)

Service interruption due to inability to provide bespoke 

IV chemotherapy products due to failure of Pharmacy 

Manufacturing Unit.

Clinical Delivery Division - 

Pharmacy
31/07/2020

Kieran Hand

09/06/2020

9

(3x3) 
See Risk 625

9

(3x3)
01/12/2020

20 1401 01/01/2018
16

(4x4)

Harm to health and wellbeing of staff arising from 

sustained unplanned pressure on services
Corporate Services 31/08/2020

Nicole Cornelius

01/06/2020

8

(4x2) 

MH wellbeing plan has been developed and will be implemented over 

the coming months

EAP implemented and extra mental health support has been 

commissioned.

8

(4x2)
30/09/2020

21 1402 14/11/2018
16

(4x4)

Mismanagement of patient care, poor experience and 

patient harm arising from lack of suitably trained 

nursing staff.

Corporate Services 31/08/2020
Nicole Cornelius

01/06/2020

8

(4x2) 

Further recruitment on-going.

Complete roll out of e-rostering.

Further development through the use of Safe Care will map demand 

and acuity of patients throughout the day enabling far more 

responsive staffing provision. 

8

(4x2)
30/09/2020
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N.o ID Opened

Initial 

Risk 

Score

Title Division & Care Group Review Date Last updated
Rating 

(current)

Movement 

since last 

report

Movement 

over time
Additional actions planned

Risk level 

(Target)
Target Date

22 1439 11/12/2018
8

(4x2)

Disruption of service provision due to failure of 

Endoscope Washer Disinfectors.

Clinical Delivery Division - 

Critical Care, Theatres, 

Anaesthetics & HSDU

31/08/2020

Cate Leighton 

09/06/2020
8

(4x2)  Business case agreed for replacement of water plant and washers.
4

(4x1)
30/09/2020

23 1413 14/11/2018
15

(5x3)

Risk of reputational harm to regulatory relationships 

should Trust not deliver break even plan, jeopardising 

FRF up to £19m

Corporate Services 31/08/2020
Jo Gooch  

25/05/2020

8

(4x2) 

In light of COVID-19 situation, a revised Interim Budget has been 

developed for April  - July 2020 which will be presented to Committees 

in April/May. 

There is national commitment that Trusts will receive funds to cover 

reasonable COVID-19 costs to enable breakeven whilst the temporary 

financial arrangements are in place. 

A recovery plan, including a revised operating budget, will be 

developed to support the recovery situation post COVID. 

4

(4X1)
01/04/2021

24 1605 14/06/2019
15

(3x5)

Trust not achieving required performance if clinicians 

do not work over contractual requirements due to 

pension tax rules.

Corporate Services 30/11/2020

Rebecca 

Kopecek 

01/06/2020

6

(3x2) 

COVID-19 has caused consultants to work in a crisis situation and 

they have done so willingly and the government have made tax 

changes which appear favourable

6

(3x2)
01/04/2021

25 1444 14/12/2018
12

(4x3)

Risk of service interruption arising from inadequate 

working capital 
Corporate Services 31/08/2020

Jo Gooch  

13/03/2020

4

(4x1) 

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

facilitate an improved cash and working capital position during the 

pandemic.

This will improve the working capital position during the period April - 

July 2020.

4

(4x1)
01/04/2021

26 1451 27/12/2018
12

(4x3)

Risk of serious mismanagement of patient care if 

shortages of essential supplies and/or staff occur 

should UK leave the EU.

Corporate Services 30/09/2020
Annie Green

09/06/2020

4

(4x1) 
Risk reduced as per national guidance - monitor until completion of 

transition to end 2020.

4

(4X1)
31/12/2020

27 1406 14/11/2018
16

(4x4)

Potential for harm arising from lack of timely discharge 

for patients MFFD
Corporate Services 31/03/2020

Nigel Kee 

25/05/2020

8

(4x2)

Risk can be reinstated should position deteriorate once hospital 

activity becomes more normalised.
8

(4x2)
01/04/2020

28 1404 14/11/2018
16

(4x4)

Regulatory impact of breaching standards relating to 

access to ED.
Corporate Services 30/03/2020

Nigel Kee 

25/05/2020

8

(4x2)

Risk can be reinstated should position deteriorate once hospital 

activity becomes more normalised.
8

(4x2)
01/04/2020

29 1405 14/11/2018
16

(4x4)

Mismanagement of patient care and experience in 

urgent care pathway and community as a result of poor 

flow across the Trust.

Corporate Services 30/03/2020
Nigel Kee 

25/05/2020

6

(3x2)

Risk can be reinstated should position deteriorate once hospital 

activity becomes more normalised.
6

(3x2)
01/04/2020

30 1534 02/05/2019
15

(3x5)

Damage to Trust reputation arising from non 

compliance with internal policy and Nice Guidance 

relating to restraint.

Corporate Services 31/03/2020
Sarah Thompson 

09/05/2020

6

(3x2)
Mechanical restraint ceased.

6

(3x2)
31/03/2020RISK CLOSED

RISK CLOSED

RISK CLOSED

RISK CLOSED
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report INFECTION PREVENTION AND CONTROL BOARD ASSURANCE 

FRAMEWORK 
 

Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 19TH JUNE 2020 

Executive lead Liz Rix – Chief Nurse 
 

Author Liz Rix – Chief Nurse 
 

Date report 
written 

10th June 2020 

Action required Discussion / Noting 
 

Executive 
summary 

Considering the nature of COVID-19 and the fact that guidance has had to change 
to reflect the developing understanding of the virus, NHS Improvement has 
compiled the attached document. Whilst it is not mandatory, it does provide a 
summary of the relevant legal and practical considerations for the Director of 
Infection Prevention and Control when managing transmission of Coronavirus. 
 
Given this, the document is a vital part of providing assurance to the Committee 
that the Trust’s response is appropriate and proportionate. Work to ensure 
compliance with all areas is ongoing, whilst many of the provisions outlined in 
the framework are already in place and operational. Specific examples and 
evidence of this is provided in the grid from page 5 of the framework onwards, as 
well as areas to be addressed. This analysis is being undertaken in conjunction 
with internal systems and processes to ensure the Trust institutes robust policies 
as part of its continued response to COVID-19.  
 
The discussion on this agenda item will provide clear guidance as to where the 
Trust is currently positioned in relation to the framework. The Committee will be 
updated appropriately as progress is made; it is also possible that provisions may 
change as the management of the pandemic progresses through future phases. 
 
 
 

Appendices 
attached 

Appendix A – Infection Prevention and Control Board Assurance Framework 
 
 

Recommendations The Committee is requested to note the report and discuss any issues arising 
 
 

Next steps There are no prescribed actions arising from the consideration of this report. 
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Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 
 

✓   

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ 
 

✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

BAF 23 – governance systems and delivery of care, treatment and performance 
 

Links to Board Risk 
Register 

1682 – risk of service interruption if Coronavirus causes reduced staffing 
1683 – risk of patient harm if Coronavirus causes hospital overcrowding 
 

Compliance / 
Regulatory 
Implications 

The compliance and regulatory implications are discussed in detail in Appendix A. 

Quality Impact 
Assessment 

Effective infection prevention and control policies will have the following impact 
on quality at the Trust: 
PATIENT EXPERIENCE: Moderate Change – Positive 
PATIENT SAFETY: Major Change – Positive 
CLINICAL OUTCOME: Major Change – Positive  
OPERATIONAL PERFORMANCE: Moderate Change – Positive 
 

Equality Impact 
Assessment 

There are no obvious equality implications, although emerging evidence 
regarding the possible susceptibility of black and minority ethnic (BAME) 
communities to COVID-19 continues to be monitored by the Trust. 
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Infection prevention and control board 
assurance framework 
 

4 May 2020, Version 1 
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Foreword 

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

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

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

this board assurance framework to support all healthcare providers to effectively self-assess 

their compliance with PHE and other COVID-19 related infection prevention and control 

guidance and to identify risks.  The general principles can be applied across all settings; 

acute and specialist hospitals, community hospitals, mental health and learning disability, 

and locally adapted. 

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

directors and directors of nursing by assessing the measures taken in line with current 

guidance.  It can be used to provide evidence and also as an improvement tool to optimise 

actions and interventions. The framework can also be used to assure trust boards. 

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

will help support organisations to maintain quality standards. 

Ruth May 

Chief Nursing Officer for England 
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1. Introduction 
 

As our understanding of COVID-19 has developed, PHE and related guidance on required 

infection prevention and control measures has been published, updated and refined to reflect 

the learning.  This continuous process will ensure organisations can respond in an evidence-

based way to maintain the safety of patients, services users and staff. 

 

We have developed this framework to help providers assess themselves against the 

guidance as a source of internal assurance that quality standards are being maintained.  It 

will also help them identify any areas of risk and show the corrective actions taken in 

response.  The tool therefore can also provide assurance to trust boards that organisational 

compliance has been systematically reviewed. 

 

The framework is intended to be useful for directors of infection prevention and control, 

medical directors and directors of nursing rather than imposing an additional burden.  This is 

a decision that will be taken locally although organisations must ensure they have alternative 

appropriate internal assurance mechanisms in place. 

 
2. Legislative framework 
 

The legislative framework is in place to protect service users and staff from avoidable harm 

in a healthcare setting.  We have structured the framework around the existing 10 criteria set 

out in the Code of Practice on the prevention and control of infection which links directly to 

Regulation 12 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 

2014. 

The Health and Safety at Work Act 1974 places wide-ranging duties on employers, who are 

required to protect the 'health, safety and welfare' at work of all their employees, as well as 

others on their premises, including temporary staff, casual workers, the self-employed, 

clients, visitors and the general public.  The legislation also imposes a duty on staff to take 

reasonable care of health and safety at work for themselves and for others, and to co-

operate with employers to ensure compliance with health and safety requirements.  

  

Robust risk assessment processes are central to protecting the health, safety and welfare of 

patients, service users and staff under both pieces of legislation.  Where it is not possible to 

eliminate risk, organisations must assess and mitigate risk and provide safe systems of 

work.  In the context of COVID-19, there is an inherent level of risk for NHS staff who are 
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treating and caring for patients and service users and for the patients and service users 

themselves in a healthcare setting.  All organisations must therefore ensure that risks are 

identified, managed and mitigated effectively.
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Infection Prevention and Control board assurance framework 

 

1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and consider the susceptibility of service 
users and any risks posed by their environment and other service users  

 
 

 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions R/A/G 

 
 
Systems and processes are in place to ensure: 

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

• Rapid triage in ED on arrival to red and green 
areas of ED (red for possible COVID, green 
where COVID not clinically suspected) 
documented on Oceano and Bedview with 
designated staff 

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

 

  GREEN 

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

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

Clinical risk score in our local guidance 
used to maintain safety in potential false 
negative cohort of patients. 

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

 

• Relevant assessment, testing and care 
pathways in place 

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

• Trust guidance is to isolate until senior clinical 
assessment completed and the result of the 
initial throat swab is known.  

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

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

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

Since all non elective admissions 
have required testing for COVID-
19 we have discovered a small 
number of patients with positive 
swab results who have not been 
clinically suspected of having 
COVID and were admitted to 
green areas of the hospital  
 

Plan in place in updated isolation and 
cohorting guidance for managing 
asymptomatic positive patients and their 
contacts.  
 
Protective screens installed for reception 
staff. 
 

GREEN 

• compliance with the national guidance around • Infectious status included on discharge   GREEN 
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discharge or transfer of COVID-19 positive 
patients 

 

summaries, verbal handovers and Bedview 
records.  

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

• Discharge pathways and communication 
arrangements in place 

 

• patients and staff are protected  with PPE, as 

per the PHE national guidance 

 

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

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

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

• Procurement extended opening hours  to 
maintain supplies 

• Dedicated COVID-19 store 

• Mutual aid arrangement among wards to 
ensure adequate PPE supplies 

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

• PPE posters created and displayed.  

• PPE champions identified.  

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

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

• Attendance at training recorded on ESR. 

• Fit testing register completed. Fit test 
champions identified. 

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

• Risk assessment completed for reusing 
gowns. 

  GREEN 

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

 

• National and local guidance and updates re 
COVID19 are discussed at daily silver and 
gold meetings, senior clinical meetings with 
Medical director or deputy. 

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

  GREEN 

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

 

• COVID 19 daily Gold Meetings 
 

 

  GREEN 

• risks are reflected in risk registers and the • COVID19 related risks appropriately recorded   GREEN 
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Board Assurance Framework where 
appropriate 

 

on the Trust Board Risk Register and the 
Board Assurance Framework along with 
associated mitigation plans 

• IPC Board Assurance Framework 
 

• robust IPC risk assessment processes and 
practices are in place for non COVID-19 
infections and pathogens  

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

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

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

Disruption of hierarchy of 
isolation due to pandemic meant 
that side rooms were prioritised 
for COVID instead of other 
infectious patients 
 
 
 
Focus on covid may have 
reduced clinician attention on 
other potentially infectious 
diagnoses 

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

GREEN 
 

2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections  
 

 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions R/A/G 

Systems and processes are in place to ensure: 

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

 

 

• Trust Red and green areas identified with 
designated teams of staff 

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

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

• Relevant COVID-19 NICE Guidance adopted 

• Trust COVID-19 clinical guidance available 
on intranet 

• Daily Trust senior clinical Group chaired by 
Medical Director in place to discuss/ clinical 
pathways 

  GREEN 

• designated cleaning teams with appropriate 

training in required techniques and use of PPE, 

are assigned to COVID-19 isolation or cohort 

areas.  

 

• Designated staff on each of the red areas 
responding to cleaning requirements  

• PPE training and records  

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

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

• Daily update and monitoring of red and green 
areas through white board in Patient 
Services Team Leaders office to ensure 
appropriate allocation of cleaning staff. 

• Weekly updates obtained by appropriate 
Engie Manager on empty bed stats and 
green/red areas within the Trust from OPs 
Centre. 

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

 

• Terminal clean followed by hydrogen 
peroxide decontamination  on de-escalation 
of red areas to green 

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

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

  GREEN 

• increased frequency of cleaning in areas that 

have higher environmental contamination rates 

as set out in the PHE and other national 

guidance 

 

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

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

• Weekly reconciliation to ensure accurate 
record of clean locations. 

  GREEN 

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

 

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

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

• Trust Linen Handling and Laundry Policy 

  GREEN 

• single use items are used where possible and 

according to Single Use Policy 

 

• All cleaning materials are single use where 
possible.  

• Cloths and mops are disposable single use. 

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

• Trust Decontamination of Reusable Medical 
Devices Policy 

 

  GREEN 

 

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

 

 

• SOPs in place for all reusable PPE. 

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

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

• Trust Decontamination of Reusable Medical 
Devices Policy 

 

 
 
 
 

 GREEN 

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and antimicrobial resistance  
 

 

Key lines of enquiry 
 
Evidence 

Gaps in Assurance Mitigating Actions R/A/G 

Systems and process are in place to ensure: 

• arrangements around antimicrobial 
stewardship are maintained  

• mandatory reporting requirements are adhered 

to and boards continue to maintain oversight 

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

• Trust Antimicrobial Prescribing Policy  

There has been a reduction in 
ward-based antimicrobial 
stewardship especially for 
MOPRS due to a vacant 
consultant microbiology post, 
vacated 20/11/2019. 

Vacant post re-advertised twice with no 
suitable applicants.  
Remaining 3.6 WTE PHT consultant 
microbiologists are covering clinical and 
antimicrobial stewardship duties as best 
as possible although this has meant 
turning SPA into DCC duties.  This is an 

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

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

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

• Trust wide audit of antimicrobial stewardship 
carried out 24/2/20-6/3/20, led by microbiology 
consultant / infection prevention doctor; results 
being analysed. 

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

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

interim solution.   
Out-of-hours unfilled duties have been 
completed by PHT consultant and senior 
registrar cover with support from the two 
consultant microbiologists on the Isle of 
Wight. 

 
 
 
 
 
 
 
 
 
 
 
 

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with providing further support or nursing/ medical care 
in a timely fashion  

 

 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions R/A/G 

Systems and processes are in place to ensure: 

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

 

• Visiting suspended with immediate effect and 
until further notice. 

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

• The only exceptional circumstances where 
one visitor (an immediate family member or 
carer who must be immune-competent, well 
and not in a high risk category)  will be 
permitted to visit are listed below. 
- The patient is in last days of life Palliative 

Care guidance  
- The birthing partner accompanying a 

woman in established labour. 
- The parent or appropriate adult visiting 

their child. 

 

Potential patients, family 
members and staff 
dissatisfaction relating to 
national guidance restricting 
visiting implemented locally. 

Novel approach adopted for support 
through family liaison officers roles and 
allowance made for exceptional 
circumstances as listed 

GREEN 

• areas in which suspected or confirmed COVID-
19 patients are where possible being treated in 

• Red /Green areas identified across the 
hospital 

  GREEN 
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areas clearly marked with appropriate signage 
and have restricted access 

 

• Posters/Signs in place 

• Appropriate access restriction arrangements in 
place across the hospital 

• Daily bed status reports/site to silver and gold 
meetings 

• information and guidance on COVID-19 is 

available on all Trust websites with easy read 

versions 

 

• Dedicated Trust COVID -19 intranet page for 
staff 

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

  GREEN 

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

 

 

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

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

• Discharge pathway and communication 
guidance in place 

 
 
 

  GREEN 
 
 
 
 

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and appropriate treatment to reduce the risk of 
transmitting infection to other people  

 

 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions R/A/G 

Systems and processes are in place to ensure: 

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

 

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

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

• Triage guidance to maintain low threshold for 
clinical suspicion in frail multi-comorbid elderly 
patients who can be atypical in presentation 

 
 
 

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

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

• Updated isolation and cohorting 
guidance allows consultant assessing 
patient to step a red ED patient back 
onto a green pathway if they do not 
believe them to have COVID, with the 
prior agreement from other staff 
caring for the patient and the patient 
themselves. 

GREEN 

• patients with suspected COVID-19 are tested 
promptly 

 

• All patients admitted through the red area of ED 
with suspected COVID-19 infections are swabbed 
in ED before transfer to the wards.  

• Those admitted through the green area not 
suspected of having COVID-19 are swabbed on 
arrival to the wards since national guidance 
changed to include the required testing of all non 
elective admissions since 27.04.20.  

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

• Ongoing review with default to return 
to all admitted patients having swabs 
in ED regardless of their admission 
pathway. But this in itself could bring 
risk of delays in ED with crowding 
and ambulance holds.  

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

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

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

 

• Red and Green areas 

• Updated isolation and cohorting guidance 

• Clinical risk is incorporated into decision 
making in local guidance 

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

  GREEN 

• patients that attend for routine appointments 
who display symptoms of COVID-19 are 
managed appropriately 

 

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

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

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

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

• A reconciliation process is underway 
to ensure all such changes are 
captured and risk assessed at the 
close of phase 1 as we move into 
phase 2. 

 
GREEN 

 

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in the process of preventing and 
controlling infection  

 

 

Key lines of enquiry Evidence  Gaps in Assurance Mitigating Actions R/A/G 

Systems and processes are in place to ensure: 

• all staff (clinical and non- clinical) have 

appropriate training, in line with latest PHE and 

other guidance, to ensure their personal safety 

and working environment is safe 

 

• IP update training to all staff groups  

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

• Fit testing completed with register held. 

• Fit test champions identified. 

• PortaCount use for fit testing for relevant 
group of staff 

Some staff members have been 
unable to fit test due to being 
unable to taste solutions 

Staff members not fit tested were 
temporarily removed from duties 
involving aerosol generating procedures. 
PortaCount purchased and which is now 
being used for fit testing for relevant 
group of staff. 

GREEN 

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

 

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

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

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

• PPE posters created and displayed.  

• PPE champions identified.  

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

  GREEN 

• a record of staff training is maintained  

 

• Record of Trainings and refresher undertaken 
held 

  GREEN 

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

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

• Risk assessment completed for reusing gowns 

  GREEN 
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 • Usual CAS alerts process 

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

 

• COVID-19 daily incident sitrep to silver and 
gold 

• Usual SLE Datix system/process 
 

  GREEN 

• adherence to PHE national guidance on the 

use of PPE is regularly audited  

 

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

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

  GREEN 

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

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

• Hand hygiene compliance audit programme 

Trust-wide hand hygiene 
compliance audits scaled back 
during COVID-19 response. 

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

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

• Hand hygiene compliance audits to 
restart as part of restoration phase 

GREEN 

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

• Updated uniform policy available on the 
intranet 

• Updated guidance to staff on correct 
laundering 
 

  GREEN 

all staff understand the symptoms of COVID-19 

and take appropriate action in line with PHE 

and other national guidance if they or a 

member of their household display any of the 

symptoms 

• Testing procedure for staff in place through 
staff support line 

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

  GREEN 
 
 
 
 
 
 
 
 
 
 

7. Provide or secure adequate isolation facilities  
 

 

Key lines of enquiry 
Evidence  Gaps in Assurance Mitigating Actions R/A/G 

Systems and processes are in place to ensure: 

• patients with suspected or confirmed COVID-19 
are isolated in appropriate facilities or designated 
areas where appropriate 

 

• All patients are screened on admission – red in 
ED and green on the wards  

• Trust cohorting and isolation guidance in place. 

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

• Suspected cases are cohorted separately  

  GREEN 

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

 

• Areas agreed at gold meeting 

• Separate Red and Green area 

• Posters/signs identify Red Area and Green 
Areas as appropriate 

• Active management of cubicles and red and 
green areas of the Trust through collaboration 

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

-  Proactive movement of patients 

GREEN 
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between clinical services and the operations 
centre 

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

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

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

 
 

out of cubicles where safe to do 
so once COVID test results are 
available.   

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

 

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

 

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

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

• Surveillance of infectious patients by infection 
prevention team.  

• Enhanced cleaning process in place. 

  GREEN 
 
 
 
 

 
 
 

8. Secure adequate access to laboratory support as appropriate  
 

 

Key lines of enquiry Evidence  Gaps in Assurance Mitigating Actions R/A/G 

There are systems and processes in place to ensure:  

• testing is undertaken by competent and trained 
individuals 

 

• COVID-19 assessment pathway 

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

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

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

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

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

Kit positive control is included in each 
run and has performance monitored 
using Westgard Rules. 
 

GREEN 

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

 

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

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

• Testing is performed for the following groups: 
- All patients admitted to the Trust and 
inpatients in partner organisations 
- All patients undergoing elective procedures 

Currently, not all patients 
admitted to the Trust are being 
tested on the day of admission.   

Dashboard monitoring this data is 
available. 
 
PHT cohorting and isolation guidance in 
place. 
 
PHT clinical guidance and assessment 
pathways in place 

GREEN 
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within the Trust, including Caesarian Sections, 
Chemotherapy and Day Surgery. 
- Screening of symptomatic Staff; both Trust 
and partner organisations 
- All patients being discharged in to onward 
care 
- Care Home testing both for outbreak 
investigation and symptomatic residents to 
those facilities within the three CCGs served 
by the laboratory. 
 

 
Process in place to test all patients, for 
senior clinical escalation between red-
green and vice versa and for patients in 
green areas who develop COVID 
symptoms 

• screening for other potential infections takes 
place 

 

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

• Six day a week C. difficile testing service. 

• Screening for MRSA, MSSA, VRE and CPE 
carriage in appropriate patient groups. 

• Rapid testing service for Influenza A, Influenza B 
and RSV viruses. 

• Testing of respiratory samples for other viruses 
and bacteria including Mycobacteria. 

  GREEN 
 
 
 
 
 
 
 
 
 
 
 

9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent and control infections  
 

 

Key lines of enquiry Evidence  Gaps in Assurance Mitigating Actions R/A/G 

Systems and processes are in place to ensure that: 

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

 

• IP update training to all staff groups  

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

• Train the trainer sessions. 

• IPC policies on the intranet 

• COVID-19 clinical guidance portal on the 
intranet 

  GREEN 

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

 

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

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

• PPE posters created and displayed.  

• Daily silver and gold meetings and cascade 

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

  GREEN 

• all clinical waste related to confirmed or 

suspected COVID-19 cases is handled, stored 

and managed in accordance with current national 

guidance  

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

  GREEN 

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

 

• All products are controlled on an inventory sys-
tem and issued or transferred to ward or de-
partment.  

• New product quarantined and tested by IPS and 

National PPE supply shortage 
 
 Wards and Departments 
hoarding PPE 

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

 

GREEN 
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Clinical lead before being put in to mainstream 
stock for consumption. 

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

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

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

• The procurement team provides extended 
opening hours  

• Outside hours wards or departments use mutual 
aid with neighboring wards and departments.  

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

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

 
Wards and Departments not 
following the process re mutual 
aid and ops centre 

 

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

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

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

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

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

 

10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection  
 

 

Key lines of enquiry 
Evidence Gaps in Assurance Mitigating Actions R/A/G 

Appropriate systems and processes are in place to 
ensure: 

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

 

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

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

• Government Shielding – all staff who have 
letters from the Government have been shielded 

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

• Occupational Health – Change in role – all those 
who Occupational Health believe should have a 
change in role, non patient facing role, should be 
working at home etc. have been accommodated 

• Relevant current guidance for pregnant staff 
being followed 

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

  GREEN 

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

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

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

  GREEN 
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 • Fit test and PPE champions created.  

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

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

 

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

• Staff reporting absence from work through 
support line.  

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

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

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

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

• Staff Union meetings held and no concerns 
raised. 

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

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

  GREEN 

• staff that test positive have adequate 

information and support to aid their recovery 

and return to work. 

 

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

  GREEN 
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Committee: QUALITY AND PERFORMANCE COMMITTEE 

Date of Meeting: 22ND JULY 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH JULY 2020 

Chair: GARY HAY 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

101.20 

Appendix 1: Agenda 

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

Integrated Performance Report 

The quality and safety section of the Integrated Performance Report was considered by the Committee. 
The subsequent discussion is covered under agenda item 087.20 in the feedback below. 

Agenda 
item 

Items of particular note: 

087.20 Integrated Performance Report 

Quality: 

The benefits of the new quality governance arrangements were commended as providing a 
helpful opportunity for subject matter experts to comment on quality data and to inform 
challenge and accountability sessions with divisions. 

A further Never Event in theatres was noted.  The committee welcomed the fact that the patient 
suffered no harm, but was disappointed that the underlying issue was again a lack of pause 
and checking during a procedure.  The Theatres Safety team is now in pace and seeking 
innovative means of promoting relevant safety messages.  The Committee also heard that 
eliminating avoidable harm is a key objective of the incoming Delivering Excellence framework.  
The framework will help to ensure local development and implementation of improvement.     

The Committee was very pleased to hear that the Trust has had its bid for funding of an 
electronic prescribing and medicines administration system – this will be implemented over the 
next 12 to 18 months. 

An increase in attendance of mental health service patients at the Trust requires further 
discussion with system partners to ensure that the benefits in pace over the last three to four 
months arising from the off-site mental health facility continue. 

The Trust’s role in research and study on the impact of COVID-19 on tissue viability was noted 
and commended. 

The Committee also noted and commended high levels of infection prevention and control 
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Agenda 
item 

Items of particular note: 

activity, which had contributed to low incidence of in-hospital COVID-19 transmission. 

The re-commencement of assessment of patient experience was welcomed. 

Performance: 

Work is continuing in the system to ensure that mental health service patients receive optimal 
care in the right setting. 

Urgent Care demand continues to increase – the Trust is now busier than at this point in 2019 
with regard to urgent ambulance conveyances.  Work with system partners to promote 
appropriate messages about choosing wisely will be stepped up.  Implementation of the 
NHS111 First model continues, along with other longer term re-direction pathways. 

Improved flow through the hospital as a result of continuing focus on timely transfers of care is 
also benefitting performance in the ED. Performance in respect of ambulance handover is the 
best in the South Central Ambulance Service region. 

All nine cancer standards were met in June 2020.  Cancer referrals have returned to around 
90% of pre-pandemic rates.  Members of the public are being encouraged to resume usual 
patterns of GP consultation with concerns to help ensure that cancer can be addressed early 
enough. 

The 18 RTT programme is a significant challenge, and a number of patients are now waiting 
more than 52 weeks.  Clinical overview of the waiting list is informing prioritisation of recovery 
activity.  Around 70% of the elective plan is now being delivered, with a plan to get to 100% by 
December.  This will need to increase further to address the backlog.     

The recovery plan will need to be flexible to ensure capacity to manage any further COVID 
waves. 

090.20 CQC action plan 

The Committee welcomed progress made on delivering the CQC action plan.  It was noted that 
further action planning and improvement is required to deliver some of the required outcomes, 
and the Committee requested that these changes are presented at the next meeting. 

093.20 Safeguarding Annual Report (Head of Safeguarding in attendance for this item) 

The Committee welcomed the comprehensive and clear report presented.  Significant progress 
in a number of areas was noted, including the satisfaction of the CQC’s previous concerns, the 
removal of mechanical restraint from the Trust and the lifting of the previous s29A Warning 
Notice issued by the CCQC in respect of Mental Capacity Act and Deprivation of Liberty 
Safeguard practice.  There had also been notable improvements in the level of service 
provided in domestic abuse cases. Focus for the coming year will be on finding innovative 
ways to deliver required training, and maintaining recent improvements in safeguarding 
practice in maternity.  The Safeguarding Committee will monitor these and report to the 
Committee on a regular basis.  

A copy of the report is attached for the Board’s attention.

094.20 Trust response to Paterson Inquiry 

The Committee welcomed assurance from the Medical Director that the Senior Clinical 
Leadership team is leading focussed work on consent to address the issues raised. Consent 
was also one of the themes from the Cumberledge report and the Trust’s response will be 
included in the final recommendations around consent. The Committee has required an update 
in coming months and has added the topic to the work programme.  A response to the various 
other issues raised by the Cumberledge report on patient safety has also been scheduled.  The 
Committee urged an early Trust-based response to the recommendation concerning copying of 
all outcome letters directly to patients, rather than only to GPs.     

The report is attached for the Board’s information. 
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Agenda 
item 

Items of particular note: 

097.20 Stroke service improvement plan 

The Committee welcomed improvement in the stroke service, including those arising from 
investments in staffing.   Associated improvements in the Sentinel Stroke National Audit 
Programme results are expected in the next month or so. 

098.20 Endoscopy service – Joint Advisory Group reaccreditation 

The Committee welcomed new so the re-accreditation of the Trust’s endoscopy services at 
Gosport War memorial Hospital and thanked all those involved. 

 

 
Agenda 
item 

Items for escalation to the Trust Board: 

088.20 The Committee was assured that steps to achieve and demonstrate compliance with quality 
standards promoted by the Clinical Negligence Scheme for Trusts are being maintained, 
despite the formal suspension of the Scheme for 20/21.  A copy of the report is attached.    

103.20 The Committee welcomed the positive feedback from the CQC (attached) with regard to the 
focussed medicines management inspection in July.   

 
Agenda 
item 

Recommendations: 

 None on this occasion. 
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QUALITY AND PERFORMANCE COMMITTEE 
 

Wednesday 22nd July 2020 
09:30 – 12:00  

E Level Boardroom, Education Centre, Queen Alexandra Hospital 
 

A G E N D A 
 

Item No. Time Item Enclosure  
No. 

Presented 
by 

 
084.20 09.30 

 

Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

085.20 09.32 
 
Minutes of the last meeting – 19th June 2020 
 

1 Chair 

086.20 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

 
QUALITY 
 

087.20 09.35 
Quality and performance integrated 
performance report 

 
To follow 

 
COO/MD/CN 

088.20 10.10 Clinical Negligence Scheme for Trusts 3 CN 

089.20 10.20 Quality assurance and improvement report 4 DGR 

090.20 10.30 CQC Action Plan 5 DGR 

091.20 10.40 Quality report – clinical effectiveness 6 MD 

092.20 10.50 CQUIN update 7 CN 

093.20 11.00 Safeguarding Annual Report 2019 – 20  8 CN 

094.20 11.10 Trust response to Paterson Inquiry 9 DGR 

PERFORMANCE 

095.20 11.20 Stroke service – Improvement Plan 10 COO 

096.20 11.30 
Portsmouth and South East Hampshire Urgent 
Care improvement plan update 

11 DSP 

097.20 11.40 
Endoscopy service – Joint Advisory Group 
accreditation 

12 COO 

Page 143 of 241



POLICIES 

098.20 11.45 Policy status report 13 DGR 

 
COMMITTEE FEEDBACK 
 

 
099.20 

 
11.50 

 
Committees Report to the Quality and 
Performance Committee: 

• Safeguarding Committee 

• Serious Incident Review Group 

• Infection Prevention Management 
Committee 

• Data Protection and Data Quality 
Committee 

• Health and Safety Committee 

• Formulary and Medicines Group 

• Children and Young Persons Committee 

• Clinical Effectiveness Steering Group 

• Mortality Review Steering Group 

• Screening Committee 

• Research Governance Group 
 

 
14 

 

 
 

 
100.20 

 
11.55 

 
Receipt of Board Assurance Framework 
 

 
14 

 
Chair 

 
101.20 

 
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 

 
102.20  

 
Any other business 
 

 
N 

 
Chair 

 
103.20  

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Thursday 20th August 2020, 09:30, E Level Boardroom, 
Education Centre, Queen Alexandra Hospital 

 

 
Chair 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   
Title of report SAFEGUARDING ANNUAL REPORT 2019 – 20 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 22ND JULY 2020 

Executive lead Liz Rix – Chief Nurse 

Author Sarah Thompson – Head of Safeguarding 

Date report 
written 

7th July 2020 

Action required Approval / Discussion  

Executive 
summary 

The Safeguarding Annual Report is a statutory requirement and provides the 
Trust Board, Quality and Performance Committee, CCG (including the Designated 
Nurses for Safeguarding) and Safeguarding Boards with assurance and 
understanding of the Safeguarding Activity for 2019/20. 
 
There have been three landmark achievements this year for the Safeguarding 
Service: the Positive CQC Inspection, the positive culture change following 
restrictive practice workstream and the lifting of the 29A enforcement notice.    
 
The achievements above have mainly been related to adult safeguarding and the 
focus needs to shift to the children agenda in 2020 – 21. The three most 
challenging outstanding aspects for children and young people are: Safeguarding 
Level 3 Compliance in Women’s and Children’s Division, the safeguarding 
arrangements in maternity services namely in the antenatal period and 
supervision arrangements in maternity services. 
 
The 3 challenging aspects above will form part of the Integrated Performance 
Report as ‘priority reporting’ lines. A position paper will be presented to the Trust 
Board following July’s Safeguarding Committee itemising these aspects. See 
sections 4 and 12 for more detail on this. Highlights from data analysis include: 
 
Children 
Referrals have increased by 43.2%, 76% of referrals are generated in house, 52% 
of them are in the antenatal period and there has been an increase in referrals of 
34.4% from adult focused wards.  
 
Adults  
Alerts have increased by 60%, 90% of alerts are generated in house, 54% of alerts 
did not meet safeguarding threshold, only 14% of total alerts related to trust 
provided care were managed by safeguarding processes and alerts related to 
discharge account for 0.03% of total hospital discharges.  
 
DoLS 
There has been an increase of 20% in DoLS applications, with 96.5% of all 
applications not being assessed by the LA prior to discharge. 
 
Highest Themes from Referrals/Alerts  
Children – MH and Domestic Abuse   
Adults  - Neglect/Omission of Care and Physical Abuse  
Section 42 themes – discharge from PHT, abscondment and restraint 
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Themes from Case Reviews  
Children: 
The themes emerging were as follows: children maternity practice in antenatal 
period, adherence to established safeguarding processes and procedures, the 
recognition of exploitation and neglect, professional curiosity, management of 
missed appointments, safeguarding assessment of risk and documentation. 
 
Adults  
For adults, the themes were: homelessness, self neglect, deficient 
communication strategies between agencies, a lack of multi agency working and 
a lack of interpreters  
 
Domestic Abuse 
Children - 15.5% increase in referrals related to DA 
Adults – 47% increase in alerts related to DA 

Appendices 
attached 

Appendix A – Deprivation of Liberty Safeguarding decision flow chart 
 

Recommendations The Committee is asked to recommend the Safeguarding Annual Report to Trust 
Board. 

Next steps There are no prescribed actions arising from the consideration of this report. 
 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓    

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

BAF 6 – take up of mandatory training 
BAF 11 – awareness and knowledge required to deliver safeguarding 

Links to Board Risk 
Register 

Risk 1543 – application of internal policy on restraint 

Compliance / 
Regulatory 
Implications 

NHS trusts are required to produce an annual report on safeguarding under the 
Children Act 2004 and the Care Act 2014, as well as the ‘Working Together to 
Safeguard Children’ guidance issued in July 2018. 

Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No equality implications. 
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Safeguarding Annual Report 2019/20 
1. Introduction

1.1 Portsmouth Hospitals NHS Trust (PHT) within its corporate duty of care to patients has a 
responsibility to safeguard those who are vulnerable, based on legislation for both Children 
and Adults. 

1.2 It is a statutory requirement to present an Annual Report to the Quality and Performance 
Committee and Trust Board which demonstrates how the Trust has met its safeguarding 
responsibilities in line with Working Together to Safeguard Children (H.M. Government 
2018) as well as confirming compliance with The Children Act 2004. 

1.3 In addition, The Care Act 2014 sets out statutory responsibility for the integration of care 
and support between Health and the Local Authority in the field of safeguarding adults. 

1.4   This year there have been some landmark achievements which have resulted in major 
cultural change within safeguarding this year. These are namely the fundamental culture 
change in the use of mechanical restraint, the enforcement notice attributed to MCA and 
DoLS and the CQC Inspection.   

1.5 Safeguarding is a fundamental part of patient safety and is rightly embedded in the 
outcomes expected of the NHS, our regulators and our Trust policies and supporting 
documents. 

1.6 The external strategic drivers such as CQC, policy and legal changes, government 
leadership and the priorities of the aligned Safeguarding Boards will always shape the 
direction of travel and will provide focus for the coming year. However, in addition there 
have been internal changes which have had, and will have, an impact on the Service. 

 These include: 

• The Covid 19 Pandemic

• CQC Inspection October 2019 – Report January 2020

• Restrictive Practice workstream

• Recruitment to Safeguarding Adult Lead

• The increase in safeguarding referrals and DoLS applications

• The increase in the complexity of patients

• The challenge of safety over operational demand

• CQC 29A Enforcement Notice – now resolved

1.7      The most notable work stream for the Service from last year was the intense scrutiny 
regarding the use of mechanical restraint – described in full in section 10, the CQC 
Inspection in October 2019 and the impact of Covid 19 at the end of the year. 
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1.8 The embedding of MCA/DoLS in practice has been the most challenging factor to 
overcome during the last two years. Following the latest CQC Inspection in October 2019, 
the enforcement notice was lifted. 

 
1.9       The most challenging area for the coming year is ensuring actions from Serious Case 

Reviews are owned and progressed within satisfactory timescales by service areas.   
 
1.10 This report depicts the work and progress in safeguarding in PHT during 2019/20. 

 

2. Multi-Agency Working 
 
2.1 PHT is aligned to 4 Adult and Child Safeguarding Boards within the operational area – 

(Hampshire and Portsmouth Adult and Child Boards) and works closely with Southampton 
and Isle Of Wight Boards .The Trust maintains relationships with all of these organisations 
in the interests of their responsibility to safeguard. The Head of Safeguarding represents 
the Trust at all safeguarding boards and delegates responsibility for attendance at 
subgroups of the boards to the respective safeguarding leads or specialist safeguarding 
practitioners. 

 

2.2 A representative from PHT’s Safeguarding Service attends the following strategic multi 
agency safeguarding meetings:  

 

• Hampshire Safeguarding Adult and Children Boards (HSAB / HSCP) 
 

• Portsmouth Safeguarding Adult and Children Boards (PSAB / PSCP) 
 

• Hampshire and Portsmouth Safeguarding Adult Review (SAR) & Serious Case Review 
(SCR) Sub Groups 

 

• Hampshire and Portsmouth Health Sub Groups 
 

• Hampshire and Portsmouth Sub Groups; Workforce Development, Quality Assurance 
and Policy Implementation 
 

• Portsmouth Child Death Overview Panel (CDOP) – final meeting November 2019 
 

• Portsmouth Prevent Delivery Board 
 

• Hampshire Police Joint Agency Response (JAR) [to unexpected child deaths] Meeting  
 

• 4LSAB (Hampshire, Portsmouth, Isle of Wight and Southampton) Safeguarding Adults 
Management of Allegations (SAMA) Network. 

 

• Safer Portsmouth Partnership Domestic Abuse Review Commissioning Group 
 

• NHS E&I South East – HIOW Safeguarding Forum 
 

2.3 PHT have been represented in the following multi agency safeguarding children working 
groups during 2019-2020: 
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• HIOW STP Safeguarding Transformation Task & Finish Group 
 

• HIPS Female Genital Mutilation Strategy Task & Finish Group 
 

• PSCP Urgent Health Needs Training Pathway for Children Going into Care or Moving 
Placement 

 

• PSCP Contextual Safeguarding / Exploitation Task & Finish Group 
 

• HIPS Restraint Task & Finish Group 
 

• HCC Rapid Review of Strategy Meeting Arrangements 
 

2.4 Multi agency safeguarding children meetings that relate to specific patients are routinely 
attended by the frontline practitioner(s) working with the patient and/or their parent/carer. 
The number of such meetings is in excess of 500 per annum, with the majority being 
attended by the Maternity and Paediatric Services.  

 

2.5        On occasion, the Safeguarding Service will support frontline practitioners to manage highly 
complex and/or challenging cases by accompanying them to specific case related single 
and multi-agency safeguarding meetings as part of the specialist support function. The 
below data demonstrates the activity of the Safeguarding Service in this regard. It shows 
that of the approximate 500 meetings frontline staff attend, the Safeguarding Service 
attends 20% of them. 

 

Fig.1  
 

Meeting  

Type 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Totals / 
Annum 

Allegations 2 1 1 1 6 3 7 4 2 7 3 1 38 

Strategy 1 6 2 1 2 6 4 3 1 4 7  37 

Discharge 
Planning 

 5 3  1 2      1 12 

Pre-Birth 
Planning 

  6 4    2   1 1 14 

Initial CP 
Conference 

   1   1      2 

Core Group       2      2 

Professionals   1  3 2   1   1  8 

Joint Agency 
Response      

1  1   1   1 3 2 5 14 
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2.6 Multi agency risk management (MARM) framework was relaunced via HSAB during 2019. 
MARM reviews, where an adult has received a service from PHT, will be attended by a 
professional representative from the pertinent clinical service centre and an adult 
safeguarding  specialist  practitioner. MARMs are held where the threshold for a SAR 
under Section 44 of The Care Act (2014) is not met but a multi agency review is deemed 
an appropriate response for system wide learning.  

 
2.7        The Safeguarding Adult Team are currently participating in two ongoing MARMs. 
 

3. Safeguarding Governance/Accountability Arrangements 
 
3.1 The Chief Nurse is the accountable Executive Director for safeguarding of vulnerable 

groups including children and adults at risk. This enables PHT to fulfil its functions in 
partnership with others and secure effective operation of LSCB/SAB functions and 
ensuring that the organisation is effectively engaged. 

 
3.2 In addition, the Head of Safeguarding provides a safeguarding report as part of the 

Integrated Performance Report (IPR) to the Quality and Performance Committee, the 
Safeguarding Committee and the Trust Board, in order to provide safeguarding activity 
information to these groups, detailing progress against Serious Case Review (SCR) action 
plans, legislation and Trust safeguarding activity.  

 
3.3 The Quality and Performance Committee, Trust Board and the Safeguarding Committee is 

just one vehicle to assess performance of the Safeguarding Service. 
 
3.4 Due to the nature of the safeguarding ‘business’ there are many other medians used to 

assess performance including outside monitoring bodies such as the Care Quality 
Commission, the Clinical Commissioning Groups and scrutiny and challenge by the 
Safeguarding Boards. 

 

3.5 The main example of external scrutiny this year was the CQC Inspection in 2019. There 
were 27 findings in the CQC Report in Jan 2020 which related to safeguarding – 19 
described good practice, 7 were ‘should do’ actions and there was 1 ‘must do’ action. This 
was a vast improvement to the previous inspection and in addition resulted in the 29a 
enforcement notice being lifted. The must do action regarding ED staff completing regular 
mandatory safeguarding training has been completed. 

 
3.6       All Local Safeguarding Children Boards and Safeguarding Adult Boards (LSCBs and 

SABs) require a yearly ‘Section 11’ audit or equivalent. This is an annual audit which  

(Child Death) 

Public Law 
Outline 

 1           1 

MARAC        1     1 

Totals Per 
Month 

4 14 13 10 11 12 14 11 4 14 14 8 129 
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assures the Safeguarding Boards as to whether an organisation has met its duty to  
safeguard. The Trust were written to and it was reported that ‘The audit team recognised  
the open and reflective approach to the self-assessment including the resulting action  
plan. Across a number of standards, there is good consistency between the self- 
assessment ratings and the results of the staff survey’. The outstanding actions formed  
part of the work plan for the year.    

 

3.7 The Safeguarding Service has undertaken / supported a wide range of additional audits as 
set out below: 

 
Fig.2  

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

4. Training 
 
4.1 Safeguarding training is critical to protecting children, young people and adults from harm. 

Frontline staff must have the competencies and support to recognise signs of 
maltreatment and to take appropriate action. 

 
4.2 All staff employed by PHT have a duty to safeguard and promote the welfare of children, 

young people and adults and should know what to do if they have any concerns.  
 

 Audit Topic Audit Type Date(s) Audited 

PHT DNACPR & MCA Comprehensive  December 2019  

CCG Restraint Practices  Comprehensive July 2019  

HSCP Restraint Practices with 
Children  

Comprehensive October 2019  

HSCP Dry Run JTAI – Childrens 
Mental Health 

Comprehensive November 2019  

CQC/Ofsted JTAI Safeguarding and mental 
health for children and young 
people in Portsmouth 

Comprehensive December 2019 

PHT Learning Disability Ward Audit  Comprehensive October / 
November 2019  

PHT Ligature Risk Assessment Comprehensive January 2020 

PHT Maternity SG Risk Assessment Basic November 2019 

NHS E/I LD Survey Comprehensive January 2020  

PHT OCEANO Risk Comprehensive July 2019  

PHT Paediatric PEWS and Obs Comprehensive April 2019  

PCC ED MASH Contacts Basic November 2019  

CCG  Paediatric Clinical Visit Comprehensive August 2019  

PHT Quality of SG Referrals Comprehensive January 2020  

PHT Quality Review  Comprehensive  May 2019 

HIPS Section 11 Comprehensive  November 2019 

PHT TIAA Use of Restraint Comprehensive  April 2019 

HSCB Unborn Baby Safeguarding  Comprehensive July 2019  

PHT Was Not Brought Comprehensive June 2019  

PHT Domestic Violence & Abuse Comprehensive January 2020  

PHT Older People and Frailty Comprehensive February 2020  
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4.3 Safeguarding training compliance is provided monthly as part of the Integrated 
Performance Report (IPR) to Quality and Performance Committee and is a standard 
agenda item at the Safeguarding Committee. In addition, the data is used in the monthly 
divisional performance reviews.  

 
4.4        The table below demonstrates the training compliance for year end covering all aspects of 

safeguarding training.  
 
Fig.3   

 
 
4.5       There are particular areas to highlight: 

 
Safeguarding Level 2 Adults  is now at target since it was introduced in November 2018. 
 
Prevent – It remains challenging to ensure compliance within the Prevent training levels.  
This in part due to the competing priorities of all safeguarding training.  This year’s focus 
has been MCA/DoLS and embedding Safeguarding Level 2.    
 
Safeguarding Children Level 3  - The lack of compliance here is recognised and has been 
escalated, yet still requires improvement.  The Covid epidemic has not enhanced this 
position.  This will be a priority for 20/21. 

 

4.6     The impact from training can be hard to evidence a change in practice but to help show  
 the impact of learning see the Case examples  included in section 17.   

 

4.7 In addition to the generic safeguarding training programme, the whole team have also 
delivered a wide range of bespoke training, to different services and teams across the 
Trust and on a range of specific topics.  

 
Fig.4  

Services / Teams Specific Topics 

• Maternity 

• Paediatrics 

• Neonatal Unit 

• Maxillofacial Team 

• Obs and Gynae 

• Mental Capacity Act & 
Deprivation of Liberty 
Safeguards  

• Simulation MCA & DoLS 

• Domestic Violence & Abuse 

• Mental capacity and 
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• AMU/SSU 

• Dermatology 

• Audiology 

• Emergency Dept 

• Fracture Clinic 

• Breast Services 
 

decision-making in 
paediatric context 

• Birthmark or Bruise? 

• LADO/Allegations 
Management 

• ICON 

• Bruising Protocol 

• Complex Case (FN) 
Learning Event 

• Case AF Reflective Practice 

• FII Reflective Practice (TM) 

• MASH workshop 

• Child G/Mr D Learning 
Event 
 

 
4.8  The above and below tables demonstrate the extent of training delivered by the team which is  
       an  average of 35 hours a month dedicated to training to front line staff from the Safeguarding  
       Service. 
 
Fig.5  

Title of course  Number of courses run Total Hours  

Generic Safeguarding 
Children Level 3 
Foundation and Refresher 
sessions 

12 @ 4hrs 
1 @ 2hrs 

50 hours 
 

Bespoke Safeguarding 
Children level 2 and  3 
including the following 
subjects: Mental capacity 
and decision making in 
paediatric context, 
Birthmark or Bruise?, 
LADO/allegations 
management, domestic 
abuse, PREVENT, 
Complex Case (FN) 
Learning Event, Case AF 
reflective practice, FII 
reflective practice (TM), 
ICON, Bruising Protocol, 
MASH workshop, Child 
G/Mr D Learning Event, 
RCN Study Day. 
 
Bespoke to the following 
areas (outside maternity, 
Paediatrics, NICU) 

66 courses 102.5 hours 
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including: Max Fax, Breast 
Services, AMU/SSU, ED, 
Dermatology, Audiology, 
Obs and Gynae, Medicine, 
Fracture Clinic.   

MCA/DoLS SIMS sessions 8 @ 2hrs each 16 hours 

PREVENT Face to Face  12 @ 2hrs each  24 hours 

MCA/DoLS Face to Face  
(including Pick and Mix) 

65 face to face sessions 
@ 2 hrs each 

130 hours 

Total 164 sessions 322.50 hours minimum*  
* this does not include adhoc 
or supervision sessions 

 

5. Supervision 
 
5.1 Safeguarding supervision is the most influential and effective of all of the tasks undertaken 

by Safeguarding Specialists and Named Professionals.  
 
5.2 Safeguarding Supervision is a formal process of professional support and learning which 

enables individual practitioners to develop knowledge and competence and assume 
responsibility for their own practice. Through reflection and sensitive challenge, 
practitioners are supported to reflect on their safeguarding work with the ultimate aim of 
reducing risk and promoting the welfare of the children and adults who are, or who may 
be, at risk of abuse and/or neglect.  

 
5.3 Safeguarding Supervision provides a safe space for practitioners to explore how they 

manage the emotional impact of their safeguarding work on them as individuals. It is a 
supportive mechanism in which anxieties are explored, resilience increased and 
practitioners are enabled to continue to engage positively with the demands of their role.   

 
5.4 The Safeguarding Service has continued to support Portsmouth Safeguarding Children 

Board’s multi-agency training programme. The Service has co-delivered this module with 
trainers from other agencies. 

 
5.5 During 2019/20 the Safeguarding Service has maintained the focus for embedding 

Safeguarding Supervision into practice with practitioners that hold a caseload of children in 
Maternity, Neonatal and Paediatric Services. Neonatal Senior Sisters accessed 
safeguarding supervision at least once a quarter. This included ensuring that the protected 
time needed to enable supervisors and supervisees to fully engage was available. The 
arrangements for supervision in maternityservces with protected time to achieve it remains 
a challenge but is a priorty for 20/21. 

 
5.6 The Safeguarding Service has facilitated quarterly group safeguarding supervision 

sessions throughout 2019/20 for the Neonatal Service and Paediatric Specialist Nurses. 
 
5.7 All Named Professionals and the Head of Safeguarding receive safeguarding supervision 

externally to the Trust as part of, and a requirement of, their role. There is budget allocated 
to this requirement. 
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5.8 The themes from supervision this year include: allegation management, restraint practices, 
the escalation process and breaking bad news, namely when a referral is necessary or a 
non-mobile baby is referred to the bruising protocol. 

 
5.9 Supervision for Learning Disability Nurses and adult practitioners employed within PHT 

was introduced and scheduled. Unfortunately due to the COVID-19 pandemic these 
sessions needed to be postponed. With improvements in the use of IT and the easement 
of social distancing restrictions, these sessions are due to be reinstated during 2020/2021.      

 
5.10 Supervision for adult practitioners directly employed within PHT Safeguarding Services 

has been introduced and provided by the Professional Lead for Safeguarding Adults who 
commenced the post as of November 2019. 

 

6. Safeguarding Referrals/Alerts 
 
6.1 Safeguarding Children Referrals 
6.1.1 The Safeguarding referral processes within the Trust has remained consistent since the 

last report.  The referrals received highlight a snapshot of local social difficulties faced 
within our local population, and provide valuable feedback to external agencies of 
population need and provision failure.  PHT plays a vital role in consistent and timely 
action working within an efficient framework. 

 
6.1.2 The Safeguarding Referral data collection process introduced in 2017-2018 continues to 

evolve and is already yielding some clear evidence to identify areas of targeted service 
planning and provision. The number of referrals generated has increased by 462 on the 
previous year, which is an overall increase by 43.2% in activity. Significant spikes are 
noted during the summer months, stabilising towards the end of the year. There were 
significant current affairs which may have influenced these figures i.e. a number of national 
sporting events throughout the summer months and Covid-19 beginning to have an impact 
towards the end of the year. 

 
Fig.6  
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6.1.3 The evidence of increased referral activity, three quarters of which is generated by PHT, 
demonstrates safeguarding awareness is embedded in practice.  Significant measures 
focussing on safeguarding training across the Trust, are already ensuring staff are 
recognising and responding to the needs of the patient demographic. This is evidenced in 
the following chart. 

 
 
Fig.7 
 

 
 

 
 

6.1.4 Considering the general population within the PHT catchment area, it should be noted 
Gosport is ranked 4th, Havant 22nd and Portsmouth 28th in the top 20% of areas with 
multiple deprivation in England.  
[https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_
data/file/442823/ERDF_OP_Annex_on_CLLD_FINAL_070715.pdf] 

 
 
6.1.5 This may account for an increased referral rate for Hampshire areas.However, there is a 

significant difference in the populations between the two local authorities, Hampshire 
1,382,500 residents (excluding Portsmouth & Southampton), compared to 21% of 
Portsmouth being 296,388.4.  With the increased population alongside the higher ranked 
areas of multiple deprivation it is expected for there to be a higher referral rate for the 
Hampshire area. Our data confirms this but does not breakdown the referral rate by 
specific location. 
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Fig.8 

 
 

6.1.6 By breaking down the referrals managed by the Trust compared to population, referrals in 
Portsmouth account for 0.20% of the population and Hampshire account for 0.06% of the 
population.  This demonstrates that despite Hampshire being a larger area and populus, 
the figures would suggest PHT manages a very small portion of the wider Hampshire 
population. 

 
6.1.7 The referrals by gender shows a significant proportion are for unborn children and females 

compared to males. 
 
Fig.9  

 
 

6.1.8 In  Fig.10 further analysis demonstrates that from the age of 12 years and above females 
are more prone to vulnerabilities than their male counterparts. Of the total referrals, 52% 
are identified during the antenatal period with domestic abuse and violence being the top 
theme at 26.6% followed by mental health at 10.7%.   Males under the age of 5 years are 
more prone to abuse with referrals concerning bruising and non accidental injury being 
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higher than female infants & children.  These findings are in line with international research 
which demonstrates male infants are at greater risk of abusive head trauma.  ICON 
training supporting parents in managing this form of abuse was provided across Maternity, 
Paediatrics and ED in 2019-2020 to highlight this. 

 
Fig.10 

 
 
 

6.1.9 The core activity of the hospital remains unchanged, with a significant proportion of 
referrals generated from Women & Childrens at 50% and Medicine & Urgent Care 
divisions generating 47% of all activity.  Breaking this into departments, Maternity clearly 
demonstrates safeguarding risk assessment is part of their every day core business and 
routine DVA screening during maternity episodes of care.   

 
Fig.11  
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6.1.10 It should be noted in 2018-2019, 256 referrals were made in respect of children from adult 

focussed wards. This increased by 34.4% to 344 referrals in 2019-2020.  
 
6.1.11 Referrals by primary category of abuse have shown a significant increase in neglect and 

physical abuse cases, alongside cases where there are multiple categories at referral 
requiring the recording of the category being unknown.  However there has been a 
significant reduction in emotional abuse cases compared to the previous year. This would 
suggest there is a need for greater multi-agency working to address the wider contributory 
factors leading to neglect, and greater access to resource support provision in these 
areas. 

 
Fig.12 
 

 
 

6.1.12 Identifying particular themes, the highest number of referrals generated in 2019-2020 
related to mental health and domestic abuse. 

 
Fig.13 
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6.1.13 In 2018 the mental health pathway for children was refreshed and launched in ED. Mental 
health was considered in isolation, but greater awareness around the safeguarding of 
children in mental health crisis increased; this awareness, alongside a change of practice, 
accounts for the significant increase in safeguarding referrals in 2019-2020, and partially 
for the overall increase activity of safeguarding referrals from 2.2% in 2018-2019 to 15.2% 
in 2019-2020.  Interestingly, domestic abuse accounted for 17.2% of all referrals in 2018-
2019, despite the overall increase in referrals in 2019-2020, this has reduced to 14.05% of 
all cases presenting to PHT. 

 
6.2 Safeguarding Adult Alerts 
 
6.2.1 The number of adult safeguarding alerts has varied over recent years. See Fig.14 below. 

Legislative changes introduced by the Care Act 2014 initially resulted in decreasing 
number of alerts; however the last two years has seen a considerable increase. 

 
Fig.14 

 
 
 
6.2.2 There is 60% increase in the number of alerts for 2019/20 compared to 2018/19. This 

reflects a broadening of the Safeguarding Services portfolio rather than an increase in the 
number of allegations of abuse and neglect as defined by the Care Act 2014. In particular, 
the changes to restraint practices and developments in relation to mental health services 
within the Trust have impacted on the work within the team. Additionally, the service is 
increasingly requested to provide advice to frontline practitioners on a variety of matters, 
offer support for preventative safeguarding measures and review Safety Learning Events 
that are not initially identified as a safeguarding concern by the reporter. 

 
 
6.2.3 Adult Safeguarding alerts can be raised by a variety of sources – the Trust, Local 

Authorities, CCG, CQC, Police or other care or health providers. As can be seen Fig.15, 
over 90% of potential safeguarding concerns are raised by the Trust. This demonstrates 
that the Trust is contributing to the protection of the wider community and not just our 
patients.    

Page 160 of 241



 
Fig.15 

          
 
 

6.2.4 Safeguarding alerts are an initial expression of concern that there may have been abuse 
or omissions of care which engage safeguarding duties. Adult safeguarding duties apply to 
an adult who: 

 
Has needs for care and support (whether or not the local authority is meeting any of these 
needs) and 
Is experiencing, or at risk of abuse or neglect;  
and 
As a result of those care and support needs is unable to protect themselves from either the 
risk of, or the experience of, abuse or neglect.  

 
6.2.5 A safeguarding alert can be about Trust provided care, community care or a mixture of 

both. Of the total adult alerts for 2019/20, 630 refer to external care provision, 754 relate to 
Trust provided care and 75 have an element of Trust and community care concern. See 
Fig.16 below. 

 
Fig.16 

         
 

PHT = 1305 
CQC = 8 
Local Authority = 96 
Other = 40 
 

Internal = 755 
External = 629 
Internal and External = 65 

Page 161 of 241



6.2.6 All Trust raised alerts are scrutinised by Safeguarding Specialists to determine if 
safeguarding duties are met. This initial level of triage has previously been discussed and 
agreed with Portsmouth City Council (PCC) Safeguarding Team, as our Host Authority. 
Where internal scrutiny determines safeguarding duties may be engaged then a formal 
referral is made. Community care concerns are sent to the relevant local authority team for 
action and all Trust related care concerns are overseen by PCC. Where it is unclear 
whether or not an alert should be referred on then additional information is sought or the 
case is discussed with PCC.  

 
6.2.7 54% of Trust raised concerns (including Datix reviews) were determined not to meet the 

Care Act threshold for safeguarding duties.  In many cases normal discharge planning 
processes are the appropriate and proportionate response to a care concern in the 
community whilst others can be managed via alternative routes e.g. incident investigation, 
complaints review and response. Going forward, more support and education for frontline 
practitioners on selecting the most appropriate route for managing concerns is required. 

 
6.2.8 The Care Act 2014 defines 10 categories of abuse and all alerts are logged to a primary 

category of abuse. Additional categories have been added to reflect the wider scope of the 
Safeguarding remit and to allow more meaningful analysis of data. 

 
6.2.9 Only 14% (n.197) of the total alerts related to Trust provided care were managed via 

Safeguarding processes. Of these, 50 progressed to either full Section 42 (S42) Enquiry or 
‘pre-S42’ enquiry to ascertain what, if any, safeguarding activity was required. 

 
6.2.10 A breakdown of concerns relating to internal care delivery by abuse category can be seen 

in Fig.17 below. 
 
Fig.17 
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6.2.11 The top 3 categories of alleged abuse (pre-internal triage) are: 
 

• Neglect or Omission of Care – 590 (40.7%) 

• Physical Abuse – 120 (8.2%) 

• Organisational – 26  (1.8%) 

 
6.2.12 None of the allegations categorised as ‘Organisational’ engaged safeguarding duties and 

largely related to internal process or staffing issues which did not put vulnerable patients at 
risk. 

 
6.2.13 As in previous years, Neglect and Omission of Care remain the highest category of alleged 

abuse. This category covers a wide range of activities and can relate to aspects of care, 
for example falls prevention, medications management, nutrition or general care provision. 
Where appropriate a secondary category of abuse is also logged.  See Fig. 18 for a 
breakdown of Neglect and Omissions of Care allegations.  

 
Fig.18 

 
 

6.2.14 Section 42 Enquiry 
A Section 42 (S42) enquiry may follow a safeguarding concern where the concern reaches 
the threshold for a full investigation as defined by the Care Act 2014. As the 
Commissioning Authority, Portsmouth City Council Safeguarding Team can choose to be 
the lead for a S42 Enquiry or can delegate it to the Trust for completion. On the occasions 
PCC lead, the Trust supplies a nominated point of contact for them to facilitate notes 
reviews, co-ordination of staff meetings and interviews. Fig.19 demonstrates the number of 
requests made under S42.  

Page 163 of 241



 
Fig.19   

 
 

 
6.2.15 During 2019  to align more closely to the Care Act 2014, PCC have made some changes 

to their Section 42 enquiry process. There has been a change in the template used for 
undertaking a S42, this change has put the wishes of the person at risk clearly at the 
centre of the enquiry. PCC have also made a change in the terminology used when 
determining  outcome of the investigation.  Rather than inconclusive, substantiated or 
unsubstantiated, the outcome focuses on  the learning from  the enquiry.  

 
6.2.16 A further change in process introduced by PCC during 2019  is to request enquiries be 

made under S42 of the Care Act to enable triage to full investigation or for no further action 
if the LA are satisfied with the response provided.  

 
6.2.17 PHT record these as S42 enquires, the table below indicates how many such requests 

converted to full investigation.  
 
 
Fig.20 

Enquires under section 42 Care Act 2014 

Total number of enquires made under S42  50 

Following initial provision of information to 
LA no further action required under S42 

4 

Number requiring full investigation under 
S42 

46 

 
 

6.2.18 Further work is required by PHT to ensure completed S42 enquiries have a documented 
outcome as the concern may not be substantiated but there may still be learning.  

 
6.2.19 In total there were 50 requests for S42 enquiry in 19/20. This is similar to the previous year 

when 49 enquires were requested.    
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 The top 3 themes of concerns which triggered S42 enquiry were. 
 

1. Discharge from PHT  n = 16 
2. Abscondment from PHT n = 5 
3. Restraint  n= 5 

 
 Of the 16 S42 enquires relating to discharge there are two themes: 
 

• Discharge without care assessment or restart of package of care.  

• Lack of communication with care provider to which the patient is being 
discharged. 

 
6.2.20 Every enquiry is taken extremely seriously, an investigation is undertaken and any learning 

assembled and disseminated.  
 
6.2.21 To put the sixteen S42 enquiries relating to discharge into context, in 2019-2020 there 

were 53,052 adults discharged from PHT following  overnight stay. This equates to 0.03% 
of discharges. 

 
6.2.22 At the start of this reporting year the Safeguarding Team introduced robust processes to 

manage and escalate delays in completion of S42 enquiries. These actions have realised 
a significant improvement in the timely completion and submission of S42 enquiries. 
Currently there are three overdue enquiries all of which are following other investigation 
processes. 

 
6.2.23 Fig.21 sets out by Care Group the number of statutory S42 enquiries the Trust have been 

instructed by the Local Authority to undertake. Once completed the Trust is required to 
submit their report to the Local Authority (who retains overall accountability) to enable 
them to decide if they agree with the learning identified by the Trust or if any further action 
is required, this feedback is provided to the Care Group by the Safeguarding Team. 

  
Fig. 21    
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

19/20 S42 enquires requested by Care Group 

Urgent Care & Medicine   

Medicine 15 

OPM 5 

AMU 10 

ED 11 

Network Services  

Women and Children 0 

Renal 1 

Maternity 0 

Cancer services 1 

Surgery & OPD  

Surgery 3 

MSK 4 

OPD 0 

Clinical Delivery  

 0 

Total 50 
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7. Mental Capacity Act (MCA) 
 
7.1 The outstanding achievement of activity in relation to MCA and DoLS was the CQC 

Section 29a Enforcement Notice being lifted. Activities generated by the Safeguarding 
Team to succeed in rescinding this notice are outlined below. 

 
7.2 The Safeguarding Adults Team and Learning and Development Team (L&D) developed an 

MCA and DoLS simulation training package. This allowed the immersion of trainees in 
staged clinical situations involving a live actor. It was hugely popular amongst 
practitioners, enabling the transfer of skills gained within an education environment into 
real time work-based situations. 

 
7.3 A Deprivation of Liberty (DoLS) tracker was introduced for use on all wards to provide 

clinical areas with clarity of the legal framework by which the patient was accommodated 
in hospital. 

 
7.4 The 4LSAB’s the Hampshire County Council (HCC) MCA toolkit was adopted. The 

Safeguarding Team visited every ward to raise awareness of these documents and to 
ensure the ward had a supply of the toolkit and knew how to replenish stock. 

 
7.5 Level 2 MCA training was added to the e-learning platform thus enabling all staff members 

to access three different delivery styles of MCA training – face-to-face, e-learning and 
simulation training – resulting in training compliance for Level 2 MCA and DoLS reaching 
the target of 85% as stated by the Adult Safeguarding Intercollegiate Document (2018). 

 
7.6        The MCA Policy was revised and approved in April 2019 
 
7.7        A DoLS ‘stamp’ was devised for use in the medical records to record the date a patient is 

accommodated in best interests. 
 
7.8 It is anticipated that an amalgam of MCA audits will be introduced across the organisation 

during 2020 – 2021. 
 

 
8. Deprivation of Liberty Safeguards (DoLS) and The Liberty Protection 

Safeguards (LPS) 
 
8.1 An electronic DoLS project was commissioned with IT. The objective of the project is to 

provide clinical staff with an IT based referral. DoLS applications, the dates at which the 
legal framework of DoLS is in place and  the point at which the patient is no longer 
protected by the legal safeguards of DoLS (and is therefore being cared for under Best 
Interests) would also be identified within the IT solution. Unfortunately, due to the  

 COVID-19 outbreak, this project is currently on hold due to IT having priority 
responsibilities. 

 
8.2 The number of DoLS applications has risen year on year since a Supreme Court ruling in 

March 2104 that provided the ‘acid test’. Presiding Judge Hale ruled that NHS hospitals 
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and Care Homes must determine if a patient who lacks mental capacity to make decisions 
about their care and treatment has been deprived of their liberty by applying two step 
considerations: is the person subject to continuous supervision and control and is the 
person free to leave. If either of these apply then this constitutes an individual being 
deprived of their liberty. This ruling resulted in an unparalleled increase in DoLS 
applications nationally.   

 
Fig.22 

 
 
8.3 In 2019/2020, a total of 3,161 DoLS applications were made by the Trust showing an 

increase from 2,640 applications the previous year. This is a 20% increase over last year’s 
numbers. The number of DoLS applications continues to rise year on year indicating an 
increase of staff awareness and the understanding in relation to the current DoLS 
framework. 

 
Fig.23 
 

 
 
8.4 During March 2020 the COVID-19 pandemic severely affected how NHS hospitals and 

care homes operated on an unprecedented level. Guidance issued from the Department of 
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Health and Social Care in March 2020, recently updated June 2020:The Mental Capacity 
Act (2005) (MCA) and deprivation of liberty safeguards (DoLS) during the coronavirus 
(COVID-19) pandemic support decision makers in hospitals and care homes to deliver 
proportionate responses to all applications, including those made before and during the 
pandemic. All decision making must be specifically for each individual and not for groups 
of a certain demographic.  The guidance recognises that health providers may need to 
change their usual care and treatment arrangements for individuals who lack the relevant 
mental capacity to consent to their care and treatment. 

 
8.5 In response to the guidance illustrated above PHT Adult Safeguarding Team has 

developed and implemented local guidelines, to support practitioners on the front line to 
balance their legal responsibilities with priority decision making. Where there is a delay in 
the application and assessment of an individual’s deprivation of liberty PHT continue to 
provide care and treatment in the person’s best interest. (See Appendix. A) 

 
8.6 DoLS applications need to be completed if high risk triggers are present, using DoLS 
 Form 1. The DoLS tracker is kept updated with the legal framework by which the patient is 

accommodated in hospital. 
 
8.7 For patients who lack capacity to understand the consequences of their actions on others, 

any response to those actions must be necessary, reasonable and proportionate. 
Documentation relating to capacity and why the action was deemed to be the least 
restrictive option is crucial. The Mental Health Act 1983 should be considered if the patient 
fulfills the criteria for section. 

 
 
Fig.24 
 

 
 
 
8.8 During March 2020 there were no DoLS applications granted, clearly reflecting the impact 

of the COVID-19 pandemic which has resulted in a change in the patient demographic, a 
lower bed occupancy and lack of independent best interest assessments being completed. 

 
8.9 Portsmouth and Hampshire Local Authority DoLS offices are responsible for arranging 

independent DoLS best interest assessments. There are several possible outcomes: 
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• Urgent Discharge: patient is discharged during the seven day urgent DoLS 

authorisation and prior to assessments being completed. 

• Withdrawal: the patient’s circumstances have changed and they no longer meet the 

DoLS Acid Test e.g. mental capacity for relevant decision has returned 

• Granted: a Standard DoLS authorisation is given. This may have conditions 

attached, which the Trust is legally required to comply with, or recommendations 

which the Trust must evidence have been considered. 

• Not Granted: any remaining time on the urgent DoLS authorisation is terminated 

and no further authorisation is given. 

• ‘Unlawful’ DoLS: the required independent assessments by the Local Authority of 

the patient’s home address have not been completed within timescales laid down in 

the MCA and the seven day urgent DoLS authorisation has expired. 

 
8.10 In the graph below it shows that the majority of DoLS are unlawful i.e. not assessed by the 

relevant Local Authority independent best interest assessor. This is not a reflection of care 
provided by PHT but it does demonstrate our awareness of our legal responsibilities to our 
patients. During face to face training sessions it is highlighted to staff to alert the 
Safeguarding Team when they consider a patient to be high risk, so in turn this can be 
escalated to the relevant Local Authority. 

 
 
 
Fig.25  
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Fig.26 

 

 
 
Fig.27 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
8.11 The Local Authority will refuse to grant a DoLS Authorisation if the independent best 

interest assessor believes the DoLS ‘acid test’ is not met. Reasons for this include: 
 

• The patient is assessed as having mental capacity to make the relevant decision. 
Due to the time lag between application and assessment it is entirely possible that 
the person lacked capacity at the time of the application, but has since regained 
mental capacity, e.g.has recovered from an infection affecting the person’s decision 
making ability. 
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DoLS Applications by Division 2019/20

Surgical and
Outpatients
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Clinical Delivery

Medicine/Urgent
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The data below provides information relating to the DoLS status at discharge  

Patients  discharged within the 7-
days of urgent DoLS 

26% ↑ 3.4 %  

Discharged after expiry of the 7-days 
urgent DoLS. 
 
This can be considered as unlawful 
on the part of the LA. No DoLS is in 
place, the patient is being 
accommodated in hospital in their 
Best Interests and if necessary 
prevented from leaving.  
 
The unlawful period varies from a 
couple of days to several months. 

69 %  ↑ 1.7 % 

Patients not assessed by LA prior to 
discharge  
 
 

96.5 % ↑ 3.5 % 
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• The assessor considers that it is not in the person’s best interest for them to remain 
in hospital. 

 

• An  alternative  legal  framework is required to prevent the person from leaving 
hospital e.g. The Mental Capacity Act (1983) 

 
8.12 The CQC require the Trust to inform them of all DoLS applications via a Notification Form. 

The outcome of the application is required on the form, therefore this cannot be 
undertaken until completion of an external DoLS Best Interest Assessment, or the patient 
is discharged. A total of 3,108 notifications have been made to CQC. At the time of this 
report there are 53 notifications outstanding waiting to be processed.               

 
8.13 Following a House of Lords Select Committee review (2014) of the Mental Capacity Act  

 (2005 ) the outcome deemed current  Deprivation of Liberty Safeguards were ‘not fit for 
purpose’.  The Law Commission completed  a three year consultation with a wide range of 
stakeholders in which PHT participated. The Law Commission’s report proposed the new 
model of the ‘Liberty Protection Safeguards’ (LPS).   
              

8.14 The Mental Capacity (Amendment) Act (2019) creates the Liberty Protection Safeguards      
(LPS) and was expected to come into force on 1st October 2020.  The LPS will replace the 
current deprivation of liberty authorisation regime (DoLS) with the added burden of 
application extending to age 16 and above.  

 
8.15 The Liberty Protection Safeguards will create additional statutory obligations upon NHS 

Trusts when persons within their hospital are deprived of their liberty for the purposes of 
care and treatment.   
 

8.16 Under the current DoLS authorisation regime, PHT submits a DoLS application to the 
Local Authority for review and authorisation.  Under the LPS framework, PHT will become 
the “responsible body” who authorises the deprivation of liberty and this process includes 
organising assessments, reviews, authorisation, renewals and monitoring. With the added 
caveat that the professional completing these assessments and reviews are independent 
of the day to day care of the patient. 

 
8.17 The responsible body (PHT) must also identify an “appropriate person” to represent and 

support the liberty- deprived patient, although it is not yet clear who might qualify to be an 
appropriate person or what they will be required to do. If an appropriate person is not 
available, or suitable, to support the patient then the Trust must instruct an Independent 
Mental Capacity Advocate (IMCA) to act on the individual’s behalf.  

 
8.18 A new role of the Approved Mental Capacity Practitioner (AMCP) has been developed. 

Under the new legislative framework an AMCP will only be referred to where the individual 
is objecting to the arrangement under the LPS. This role and process will be managed via 
the Local Authority. 

 
8.19 There has not yet been a steer from the respective Clinical Commissioning Groups 

(CCGs) or other regulatory bodies such as the Care Quality Commission (CQC) or 
potentially the Office for Standards in Education, Childrens Services and Skills (Ofsted), in 
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the case of 16 and 17 year olds, as to their expectations under Liberty Protection 
Safeguards framework. 

 
8.20 Implementation of the LPS across the health and care economy remains unclear, and will 

certainly  impact on resource allocation and governance arrangements for Portsmouth 
Hospital Trust (PHT). However there is enough detail within  the Act to extrapolate an 
outline plan of the framework and governance structure. The Professional Lead for 
Safeguarding Adults has drafted  an options paper which  will be presented to PHT 
Safeguarding Committee for consideration once finalised. 

 
8.21 Implementation expectations will become clearer once supplementary regulations have 

been produced and a Code of Practice has been issued. Publication of the regulatioins 
was expected in Spring 2020.  

 
8.22 Due to the COVID-19 pandemic the planning and implementation of the LPS has been 

significantly delayed. A code of practice was not published Spring 2020 and it now seems 
inconceivable that the anticipated implementation date of 1st October 2020 will be upheld. 

 
8.23 To note on 3rd June 2020, Baroness Finlay, Chair of the National Mental Capacity Forum 

stated publicly that LPS would not be implemented as expected on 1st October 2020. 
However it must be considered that Baroness Finlay was not speaking on behalf of the 
Government, and at the time of writing no official statement has been issued.  

 
 
9.        Domestic Abuse 
 

 2017- 2018 2018 - 2019 2019 -2020 

Children Not available 236 358 

Adult 47 74 109 

Total  310 467 

 
9.1 Domestic abuse has been a focus of the Safeguarding service across both adults and 

children. Domestic abuse is any type of controlling, bullying, threatening or violent 
behaviour between people in a relationship. However, it is not purely physical violence – 
domestic abuse includes emotional, physical, sexual, financial or psychological abuse 
(Home Office). Domestic abuse affects all ages. Nationally, in the year ending March 
2019, an estimated 2.4 million adults aged 16 to 74 years experienced domestic abuse in 
the last year (1.6 million women and 786,000 men) 
https://www.gov.uk/government/publications/domestic-abuse-bill-2020-
factsheets/statutory-definition-of-domestic-abuse-factsheet 
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Fig.28 

 
 
9.2 As mentioned in safeguarding children referrals, the data collection process within 

Children’s Safeguarding has been in place since 2017/2018 and whilst this process 
continues to evolve we are beginning to be able to interrogate the data more robustly. The 
number of child referrals that have domestic abuse as a primary or contributing factor has 
increased by 15.5% on previous year’s activity. The spikes in child safeguarding referrals 
corresponds to the spikes of domestic abuse referrals with the peaks being at times that 
likely alcohol consumption increases within the community, namely Christmas period and 
during huge sporting events and summer good weather. There is a strong correlation 
between alcohol and domestic abuse - research data suggest that between 25% and 50% 
of domestic abuse perpetrators had been drinking at the time of the assault (Home Office 
2013). Home Office (February 2013), ‘Circular: new government domestic violence and 
abuse definition’ 

 
Fig.29 
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9.3 When interrogating the data in Fig.29 the source of the domestic abuse referrals were 

reviewed. Of note is the high number generated within  the maternity department. This rate 
of referral endorses the fact that maternity practitioners routinely screen pregnant ladies at 
booking for domestic abuse and then follow the Unborn/Newborn baby safeguarding 
protocol (HIPS & LIPS 2016) and refer to social care if there is a disclosure of domestic 
abuse. It is widely accepted that domestic violence starts or gets worse when a woman is 
pregnant, putting the woman and unborn child at increased risk. The safeguarding team 
has been delivering monthly training on the Unborn/Newborn baby safeguarding protocol 
(HIPS & LIPS 2016) during the maternity update programme throughout the period of this 
report. 

 
9.4 Paediatric wards have a very small number of safeguarding referrals for domestic abuse 

despite having a process that routinely asks parents about domestic abuse. To understand 
this low number it is important to note that parents fill out the form themselves, often as a 
couple, so may not be truly accurate. It is also worth noting that children as young as 12 
and 13 are victims of domestic abuse through their own personal relationships, however 
under the age of 16 the definition of domestic abuse does not apply, instead it would be 
termed child abuse. 

 
9.5 The Gynaecological department completed two domestic safeguarding referrals despite 

seeing a very large number of women. This could be due to the fact that the department 
has not yet adopted routine questioning about domestic abuse and as such may not be 
providing their patients with the opportunity to disclose information. Going forward this 
could be an area for further exploration by the safeguarding team and departmental 
management. 

 
9.6 When raising concerns about domestic abuse/violence for an adult, safeguarding is not 

always the correct process to follow to gain help and support for the alleged victim.  
 
 
 
 
 
 
 
 
 

 
9.7 If the alleged victim meets the above criteria then the correct referral route is via an adult 

safeguarding referral. If the alleged victim doesn’t have care and support needs the correct 
route for referral is via domestic abuse services. A safeguarding referral is required if there 
are other adults resident in the home who fulfil the Care Act 2014 definition of Adult 
Safeguarding or a child is resident in the home. 

 
 
 
 
 

Care Act 2014 Definition of Safeguarding 
 
The alleged victim is 18 or over  
AND 
They have needs for care and support 
AND  
They are not able to protect themselves because of their care and support needs 
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Fig.30 

 
 
 

9.8 Whilst comparing the 2018/19 Safeguarding Adult referral rate for domestic abuse to the 
2019/20 data it suggests an increase in referral rate of 47%. The national picture is of an 
increase in domestic abuse referrals being 24% in the age range of 16 to 74 years (ONS 
2019). No data is currently nationally collected and produced on the over 74 year olds. The 
exponential increase in safeguarding adult referrals for domestic abuse in PHT may in part 
be attributed to two things; increased staff awareness through subject specific training 
being delivered by the safeguarding team and safeguarding operational lead in the 
emergency department and increased multi-agency working with Stop Domestic Abuse 
Services. 

 
9.9 The majority of the safeguarding adult domestic abuse referrals is inter-relational 

abuse/violence. This takes the form of physical assault, verbal aggression/threats, 
emotional abuse including controlling and coercive behaviour/sexual assault and financial 
abuse. A number of the cases were reported to the Police. In most cases the referrals are 
generated via ED staff who complete The Domestic Abuse, Stalking and Honour Based 
Violence Risk Identification Tool (DASH 2009) and Multi Agency Risk Assessment 
Conference (MARAC) referrals where appropriate. ED staff are also providing the alleged 
victim with helpline numbers, offering support and trying to ensure that the alleged victim 
has a safe discharge location.  

 
9.10 There are a few cases involving inter-familial abuse/violence. These cases appear to 

involve an alleged victim with a dementia diagnosis and/or a mental health concern. The 
themes tend to be around physical assault/verbal aggression and financial abuse.  
 

9.11 It makes sense that an organisation that serves such a large population will come into 
contact with people who are experiencing, or at risk of, domestic abuse. A particular adult 
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case came to the attention of the safeguarding service which highlighted the need to raise 
awareness of how to support domestic abuse victims within PHT. 

 
9.12 To raise awareness amongst PHT practitioners a domestic abuse lead within safeguarding 

was developed. Historically there was always a domestic abuse lead within maternity as 
pregnancy can be a trigger for domestic abuse and existing abuse may get worse during 
pregnancy or after giving birth. 

 
9.13 Domestic abuse clinical leads were developed in high risk areas i.e. emergency 

department, paediatrics, fracture clinic and older person’s medicine. The leads met 
monthly initially to develop the role and share good practice and resources.This led to 
them organising a Domestic Abuse Awareness day which was held on 28th November in 
the Atrium. This event was attended by all the local domestic abuse services such as Stop 
Domestic Abuse, Portsmouth Intervention Project and Up2U along with the Police and was 
visited by 85 – 100 staff and visitors.In addition, on the day the Domestic Abuse Leads 
‘took over’ PHT Twitter page to talk about domestic abuse within their clinical area. This 
event was highly successful and the safeguarding service received positive feedback after 
the event. A domestic abuse training package has been developed which  has been 
delivered quarterly over the year with bespoke training given to Renal and Breast 
Screening Services that was a result of significant cases in these areas.. 

 
9.14 It is also recognised that many victims may actually be PHT employees. The need to 

support PHT staff who are the victims of domestic abuse is widely recognised by the 
Safeguarding team and support is offered through line managers, Stop Domestic Abuse 
services, Aquillis and signposted to their GP. 
 

10. Restrictive Practice 
 
10.1 The area of restrictive practice has been a priority focus for this year. A Restrictive 

Practice task and finish group was held monthly until this particular workstream was 
completed in January 2020. 

 
10.2      A monthly position paper was presented  to the Quality and Performance Committee and 

Trust Leadership Team throughout the period of work from the outcome of the TIAA 
(internal auditors) report  in April 2019. The main concern for  the Trust was the use of 
mechanical restraint, namely handcuffs.  

 

10.3      There has been much activity on this agenda since the original audit was commissioned       
              including: 

 

• All handcuffs on children and young people were ceased immediately in April 2019 

• All handcuffs on adults ceased in early January 2020 

• Simulation training on children and young people took place every six weeks in 
Paediatrics, where the scenario was a real case, using actors and a restraint case 

• The on-site security team visited a hospital with similar demographics to PHT in July 
2019 and explored with them alternative methods of restraint. They are now trained 
in the MAYBO technique as a safer alternative 
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• Training on recognising triggers and de-escalation techniques was delivered  by 
Southern Health Trust to over 300 frontline staff  with further staff being trained in the 
new dementia simulation training which commenced in January 2020 

• All incidents of mechanical restraint were presented at the weekly Incident Review 
Panels. There were no incidents of harm to the patients as a result of restraint in any 
of the cases   

• Safeguarding referrals were instigated as a result of any restraint if required 

• The Restriction and Restraint in Adult Care Policy  was revised and approved in 
November 2019. A hard copy was provided to every ward area with an explanation of 
new additions explained to the Nurse in Charge for dissemination in team meetings 

• The Security Contract was reviewed with 5 additional staff being added to the team 

• The CCG and Safeguarding Boards have been kept up to date with progress since 
the outset and are assured by the progress made by the Trust 

• The Security teams have been issued with new uniforms to ensure that MAYBO 
technique is applied (often by lying on the patient) it is softer to prevent harm 

• Hampshire Police have been involved in communications regarding this change in 
pracitice and agreed to support the Trust 

• The Simulation training module was used at the Assoication of Simulated Practice in 
Healthcare (ASPiH)  Belfast Conference as an example of good practice 

  
10.4          15 cases of mechanical restraint  were reported between 1/4/2019- 13/06/19. The first  
                  case at the incident review panel was heard in June 2019, with the following incident  
                  numbers per month shown below:  
 
Fig.31 

Month  Number of cases at panel 

June 2019 5 

July 2019 4 

August 2019 3 

September 2019  2 

October 2019  1 

November 2019 (arrested by Police) 1 

December 2019 4 ( 2 discounted as arrested or did not 
occur) 

January 2020 1 

February 2020 0 

March 2020 0 
 
 

10.5      The data above shows the steady decrease in the use of mechanical restraint in response  
             to measures put in place as decribed above. There have been no incidences of mechincal  
             restraint since early January 2020 and all actions following the TIAA audit have been  
             completed.   
 
10.6     To ensure there are no significant peaks in other forms of restraint used, all restraint  
            incidents are reported monthly to the Quality and Performance Committee and Trust Board  
            as part of the Integrated Performance Report – see Fig 32 below. To date there have been  
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            no  significant peaks. Staff appear to be reporting more and if a restraint incident occurs a  
            ‘SWARM’ or formal/documented debrief takes place and a Significant Learning Event Form  
            is generated. 
 
Fig.32     
 

 
 

11. Child Death Reviews 
 
11.1 There have been a number of changes during 2019/2020 in response to the new Child 

Death Review statutory and operational guidance that was published in October 2018.  
 
11.2 The guidance recommends that the CDR should cover a child population to be able to 

review at least 60 child deaths a year. This resulted in a significant change to the way that 
Child Death Overview Panels (CDOP) operated locally with the four separate panels and 
local teams coming together into one HIPS wide panel and team.  

 
11.3  Local changes in reporting processes have been successfully embedded within PHT since 

they came into effect in September 2019. This has involved a significant change in how 
the Trust manages their statutory CDOP functions with responsibility for this sitting with the 
Trust Bereavement Team formally since March 2020.  

 
11.4 The Safeguarding Service continued to represent PHT at Portsmouth CDOP until it’s final 

meeting in November 2019. Moving forwards, PHT’s Safeguarding Service will represent 
health at the HIPS wide CDOP panel on a rota basis. 

 
11.5 All child death data continues to be gathered by the CDOP panel and published annually 

in September of each year.  
 
11.6 The Trust’s Named Doctor for Safeguarding Children remains the PHT lead for child 

deaths which occur within PHT.  
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11.7 The Safeguarding Service retains responsibility for overseeing and contributing to the Joint 
Agency Response (formerly known as rapid response) processes on behalf of the Trust for 
all unexpected child deaths.    

 
11.8 In this financial year, the Trust have been involved with the CDR of 37 children.  
 

12. Significant Case Reviews; Including Statutory Child Safeguarding 
Practice Reviews and Safeguarding Adult Reviews 
 
12.1 Significant Case Reviews (Children) 

    
12.1.1 The Trust has been involved in 33 reviews of significant child safeguarding cases as 

detailed below: 
 
 Fig.33 
 

Month/Year Identifier Area Activity  

 
Cases carried forwards from previous years with ongoing work / activity 
 

Jun 2015 Child U (EM) Hampshire  Overdue PHT learning actions x 2 at year end. 

Nov 2016 Child D (FR) Hampshire Criminal trial pending; National publication pending; 
Overdue PHT learning actions x 5 at year end. 

Mar 2017 Child N (SD)  Hampshire National publication pending; Outstanding PHT 
learning actions x 3 at year end. 

May 2017 Child G (DH) Portsmouth Multi-agency report published May 2019. Multi-agency 
practitioner learning events during May and June 2019. 
Outstanding PHT learning actions x 1 at year end. 

May 2018  Child I (EB) Portsmouth PHT IMR for SCR May 2019; Practitioner Event May 
2019; National Safeguarding Practice Review Panel 
Focus Groups November 2019; National publication of 
SCR and NCSPR panel reports pending; Overdue 
PHT learning actions x 1 at year end.  

Aug 2018 Child H (DG) Portsmouth Practitioner event October 2019; Criminal investigation 
ongoing; Outstanding PHT learning actions x 1 at year 
end. 

Nov 2018  NJ Hampshire Practitioner event 01/08/19; Final report pending. 

 
New cases in 2019/2020 
 

Month/Year Identifier Area Type of Review Outcome / Status  

May 2019 Datix 70514 
(WO)  

Hampshire PHT Investigation IMR and action plan 
signed off by W&C Care 
Group  

May 2019 WO  Hampshire  HSCP SPR Scoping  NFA for PHT 

May 2019 RC Hampshire  HSCP SPR Scoping NFA for PHT 

May 2019  RLC Hampshire HSCP SPR Scoping NFA for PHT 

May 2019 TM Portsmouth PSCP SPR Scoping   Local multi-agency 
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learning review. 
Practitioner event 
06/11/19. Awaiting report 
and recommendations.  

May 2019  DM Portsmouth PSCP SPR Scoping NFA for PHT 

Jun 2019  GCI Hampshire HSCP SPR Scoping NFA for PHT 

Jun 2019 EW  Hampshire HSCP SPR Scoping  NFA for PHT 

Jun 2019  Datix 73635 
& 73955 (RT) 

Portsmouth PHT Investigation IMR and action plan 
signed off by W&C Care 
Group  

Jul 2019  FN Portsmouth PHT Investigation PHT learning event Sept 
2019.  

]Aug 2019  LS Hampshire HSCP SPR Scoping NFA for PHT 

Aug 2019  MLWW Hampshire  HSCP SPR Scoping NFA for PHT 

Aug 2019  VA Portsmouth PSCP SPR Scoping NFA for PHT 

Sep 2019  Datix 82438 
(AF) 

Hampshire PHT Investigation  Reflective Practice 
Meeting 01/11/19. 
Learning actions 
completed.  

Oct 2019 RP Hampshire HSCP SPR Scoping NFA for PHT 

Oct 2019 ED Portsmouth PSCP SPR Scoping NFA for PHT 

Oct 2019 JT / RT Hampshire DHR IMR PHT learning actions 
added to safeguarding 
learning from cases 
spreadsheet 

Oct 2019 SS Portsmouth PSCP SPR Scoping NFA for PHT 

Oct 2019  HL Hampshire  HSCP SPR Scoping NFA for PHT 

Nov 2019 AM Portsmouth PSCP SPR Scoping NFA for PHT 

Nov 2019  Datix 85500 
(AV) 

Hampshire PHT Investigation Report submitted to Care 
Group. Awaiting action 
plan to be finalised and 
Divisional sign off. 

Dec 2019 AV Hampshire  HSCP SPR Scoping NFA for PHT 

Dec 2019 TB  Portsmouth  PSCP SPR Scoping Multi-agency task & finish 
group commissioned to 
develop pathway 

Dec 2019  Datix 87740 
& 88220 (JE-

S) 

Hampshire PHT Investigation Completed – Care Group 
taking learning forwards. 

Jan 2020  SA  Hampshire  HSCP SPR Scoping NFA for PHT 

Jan 2020  GB  Portsmouth  PSCP SPR Scoping NFA for PHT 

Jan 2020 KL Hampshire  HSCP SPR Scoping NFA for PHT 

Jan 2020 Datix 90454 
(OW) 

Hampshire PHT Investigation In progress 

Jan 2020  OW Hampshire  HSCP SPR Scoping NFA for PHT 

Feb 2020  LO Portsmouth PSCP SPR Scoping  Awaiting outcome 

Mar 2020 Datix 90371 
(ED) 

Hampshire PHT Investigation In progress 
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12.1.2 Number of PHT investigations: 8 
 Number of scopings:   24 
 Number of Domestic Homicide Reviews (DHR) involving a child: 1 
 
12.1.3 Of the 33 reviews there were no new SPRs commissioned; there is one DHR  and the 

outcome is awaited on one case. The service continues to work on seven cases coming 
forwards from previous years. 

 
12.1.4 Analysis of the reviews with relevant PHT involvement: 19 in total. 
 
 
Fig.34 

 
 

Fig.35 

 
   
 
 
 

Age

Unborn
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1-5

6-11
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Male

Female

Other

Mar 2020 ED Hampshire  HSCP SPR Scoping NFA for PHT 

Mar 2020 Baby K Hampshire  HSCP SPR Scoping  NFA for PHT 
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Fig.36 

 
 
Fig.37 

 
 
 
Fig.38 
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12.1.5 Of the children who died, one  was under 1, one was 1-5 and one was 6-11 
 
 Themes: 

• Three children had been charged with murdering someone 

• 4 were looked after children 

• Non-accidental injury was suspected in 6 cases 

• 4 involved exploitation of some kind 

• Bruising / injuries in children who are not independently mobile 
 
 Learning Themes: 

• Maternity safeguarding practice in antenatal period 

• Following established safeguarding processes and procedures  

• Recognition of exploitation and neglect 

• Professional curiosity 

• Management of missed appointments  

• Safeguarding assessment of risk  

• Documentation  
 
12.1.6 At the start of the 2019/2020 financial year, the Trust had a total of 40 learning from 

serious cases actions that were outstanding. A further 5 actions were added during 
2019/2020. At year end the total number of overdue and outstanding actions stood at 15. 
Therefore, 30 actions were completed in 2019/2020. 

 
12.1.7 A total of 12 learning from serious cases actions have been brought forward – see fig. 39 
 
Fig. 39 
 
 

Learning from Cases Outstanding Actions 

Service Position at 01/04/19 New Actions in 19/20  Position at 31/03/20 

Maternity 20 0 8 (all overdue) 

Safeguarding 14 1 1 (on track) 

Gynae 3 0 3 (on track) 

Paediatrics  1 3 (2 completed) 2 (on track)  

ED 1 1 1 (on track)  

Audiology  1 0 0 

TOTAL 40  5 15 

 
 
 
12.1.8 As demonstrated all of the  long term outstanding actions (8/15)  from serious case 

reviews are held within maternity services.They relate namely to safeguarding 
arrangements in the antenatal period. These are effective multi agency communication, 
quality of documented risk assessment, safeguarding supervision and capacity of staff  to 
undertake their safeguarding responsibilities. 
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12.1.9  The Safeguarding Service has supported the maternity service over a long period which 
has been challenged by a series of  events –formation of several models of antenatal 
safeguarding arrangements which are then not favoured by new personnel, lack of 
safeguarding knowledge at a senior level in maternity services and therefore lack of 
priority given to these actions. To address this senior staff from maternity have been 
invited to attend the safeguarding boards and have done so as part of the scrutiny 
exercise (Safeguarding Improvement Board)  held with the Boards in 2018/19 and at times 
since. The Boards were assured enough to discontinue the Improvement Board in 
November 2018.The actions have been monitored by the sub groups of the board in both 
Hampshire and Portsmouth since that date. 

 
12.1.10 A lack of traction of the maternity serious case reviews actions was highlighted in the 

Safeguarding Committee in January 2020 with priority for the next meeting to focus solely 
on this. With Covid 19, the Safeguarding Committees were cancelled but the outstanding 
actions were followed up by holding a summit in February 2020 with the Head and Deputy 
Head of Safeguarding , Director of Midwifery and the Senior Midwifery Teams present. 
Since this date the following progress has been achieved:    

 

• Allocation responsibility of Safeguarding to a Senior Midwife lead  

• Additional 1 WTE safeguarding liaison midwife role to support the existing 1 WTE 
safeguarding operational lead 

• Feb 2020 – expectations set out in respect of the improvement required – fully 
documented    

• Active involvement by the Head of Safeguarding to take this workstream forward   
 
 

12.1.11 It is important that the progress in this continues to be reported via the monthly Integrated  
             Performance  Report going forward and a position paper provided to the Trust Board by  
             August 2020 after the Safeguarding Committee in July 2020.  
 
 
12.2 Safeguarding Adult Reviews (Adults) 
 
12.2.1 The Trust has been involved in 15 multi-agency safeguarding adults reviews where the 

criteria of Section 44 of The Care Act (2014) was met: 
 
Fig.40 

Identifier Area Type 

AF Hampshire Scoping & Full SAR. Learning Event attended October 2019.  

CM Hampshire Discussion only. No Action identified for PHT 

MS Hampshire Scoping. Not known to PHT within scope dates. 

Mrs 
D(Sasha) 

Hampshire Report agreed for publication at Hampshire Safeguarding 
Adult Board 22 06 2020 

VB Hampshire Scoping & Discretionary SAR. 

AD Portsmouth Scoping 

AB Portsmouth Scoping 

CB Portsmouth Pre-scope 

MB Portsmouth Scoping & Internal Review Action Plan  

SJ Portsmouth Scoping 
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VB Portsmouth Scoping  

ZW Portsmouth Scoping 

PR Portsmouth Scoping & SAR Chronolator 

JF Portsmouth Scoping 

Mr D Portsmouth Scoping & PHT Learning Action Plan (ongoing) 

 
12.2.2 At the time of writing Portsmouth Safeguarding Adults Review and Hampshire Learning 

and Review sub groups are collectively reviewing 11 referrals. 
 
12.2.3 Themes from the above safeguarding adult reviews highlight concerns relating to 

homelessness, self neglect, person-centred approaches, deficient communication 
strategies between agencies, lack of multi-agency working / think family approach and 
appropriate use of interpreters to enable satisfactory care intervention. 

 
12.3 All notifications require exploration of Trust IT software systems and medical records for 

the relevant child, parents and siblings. Statements are obtained from key staff and often 
followed up with face to face interviews. The timeframe under review varies, depending on 
the nature of risk and the severity of the risk of harm, or the harm caused.  The scope 
period can be in  terms of years or  months. A detailed chronology is completed and critical 
analysis is undertaken. A report is then produced outlining findings and recommendations. 
This is a significant aspect to the Safeguarding Named Professional  and Specialist role. 

 
12.4 All learning from significant case reviews and safeguarding adult reviews are incorporated 

in the yearly training updates or in the local Continuous Professional Development (CPD) 
events. Front line staff are invited to ‘practitioner events’ and learning workshops. 
Dissemination of learning is distributed to the Heads of Service for Trust-wide learning. 

 
12.5 Action plans are developed from these reviews and each division is responsible for 

ensuring their actions are completed. The Safeguarding Service coordinate action plans 
providing updates to the Safeguarding Boards upon request.  

 

13. PREVENT – National and Local Threat  
 

13.1 On Monday 4 November 2019, the Joint Terrorism Analysis Centre (JTAC) changed the UK  
               national terrorism threat level from SEVERE to SUBSTANTIAL.Terrorism remains one of the  
               most direct and immediate risks to our National Security 

13.2        The tragic events in London Bridge on 29th November 2019 where five people were  
               stabbed, including two fatalities, should be a stark reminder of the need for  increased  
               vigilance. 

13.3        The Covid pandemic has increased the concern of vulnerable people to radicalisation due to  
               social isolation and boredom which can make people more vulnerable to grooming.Health  
               trusts are therefore important as face to face interactions take place enabling staff to identify  
               warning signs and have the confidence to seek help for those who need it. 

13.4        In order to do this staff have to be trained to recognise the signs and are trained to basic  
               awareness and level 3 according to role. The training compliance is set out below: 
Fig.41 Compliance by Care Group 
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Division / Care Group 
No. staff 

requiring 

No. of 

staff 

received 

% 
No. staff 

requiring 

No. of 

staff 

received 

% 

Clinical Delivery 1376 1235 89.8% 2001 1900 95.0% 

CHAT CG 592 517 87.3% 758 722 95.3% 

Clinical Delivery MGT 3 3 100.0% 9 9 100.0% 

Imaging 312 281 90.1% 365 338 92.6% 

Other Clinical Services 23 22 95.7% 67 65 97.0% 

Pathology 62 56 90.3% 331 317 95.8% 

Pharmacy 165 152 92.1% 170 164 96.5% 

Pharmacy Trading Directorate 0     73 68 93.2% 

Therapies 219 204 93.2% 228 217 95.2% 

Corporate Services 283 249 88.0% 872 808 92.7% 

Chief Executive 2 2 100.0% 22 19 86.4% 

Chief Operating Officer 0     3 3 100.0% 

Clinical Standards 45 37 82.2% 78 70 89.7% 

Corporate Charges 14 9 64.3% 14 12 85.7% 

Development 0     27 23 85.2% 

Facilities Management 0     1   0.0% 

Finance and Procurement 0     169 164 97.0% 

Fundraising 0     5 4 80.0% 

Human Resources 90 83 92.2% 176 167 94.9% 

Integrated Governance 1   0.0% 19 17 89.5% 

IPHIS ICT 2 2 100.0% 98 86 87.8% 

Learning & Development 6 6 100.0% 9 9 100.0% 

Learning & Development Services 17 16 94.1% 45 44 97.8% 

Research and Innovation 70 61 87.1% 106 99 93.4% 

Site Operations 36 33 91.7% 60 59 98.3% 

Strategy and Performance 0     40 32 80.0% 

Medicine and Urgent Care 1768 1415 80.0% 1990 1762 88.5% 

Medicine and Urgent Care Mgt 0     4 4 100.0% 

Medicine CG 693 546 78.8% 784 700 89.3% 

Older Persons Medicine CG 545 435 79.8% 582 517 88.8% 

Urgent Care CG 530 434 81.9% 620 541 87.3% 

Networked Services 1263 1091 86.4% 1472 1375 93.4% 

Corporate Cancer Team 2 2 100.0% 14 14 100.0% 

Networked Services Mgt 0     2 2 100.0% 

Regional Cancer Center CG 275 221 80.4% 326 298 91.4% 

Renal CG 268 229 85.4% 301 281 93.4% 

Women and Children CG 718 639 89.0% 829 780 94.1% 

Surgery and Cancer CSC 12 12 100.0% 70 70 100.0% 

Theatre Services 12 12 100.0% 70 70 100.0% 

Surgical and Outpatients 943 745 79.0% 1299 1166 89.8% 

MSK and Head/Neck CG 601 472 78.5% 743 669 90.0% 

Patient Administration Services CG 22 22 100.0% 173 171 98.8% 

Private Patient Unit CG 21 20 95.2% 25 23 92.0% 

Surgery CG 298 230 77.2% 356 302 84.8% 
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Surgical and Outpatients Mgt 1 1 100.0% 2 1 50.0% 

Grand Total 5645 4747 84.1% 7704 7081 91.9% 

 
  
13.5     This is an improved position from last year. 
 
Fig.42 

Metric 
T

a
rg

e
t 

A
p

r-
1
9

 

M
a
y
-1

9
 

J
u

n
-1

9
 

J
u

l-
1
9

 

A
u

g
-1

9
 

S
e
p

-1
9

 

O
c
t-

1
9
 

N
o

v
-1

9
 

D
e
c
-1

9
 

J
a
n

-2
0

 

F
e
b

-2
0

 

M
a
r-

2
0

 

Preventing Radicalisation Level 1 
85
% 

94
% 

94
% 

93
% 

93
% 

91
% 

91
% 

91
% 

91
% 

91
% 

91
% 

92
% 

92
% 

Preventing Radicalisation Level 2/3 
85
% 

81
% 

81
% 

81
% 

81
% 

80
% 

80
% 

81
% 

82
% 

82
% 

83
% 

83
% 

84
% 

 
 
13.6     There has been one Prevent referral sent by the Trust this year following a patient 

threatening to kill and bomb threats. Police were able to use this information.  
 

14. Allegations 

 

14.1 The management of allegations remains a challenging, complex and emotive field. There 
have been 70 cases which have fallen under the allegation management policy. Of the 70, 
25 have been external notifiable occupations, so 45 relate to PHT staff members. 

 
14.2 The charts below illustrate the themes and distribution of these 45 cases. 
 
Fig.43 
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14.3 Of the 45 cases, the outcomes are expressed below: 
 

• No Further Action – 29 cases 

• Disciplinary procedure – 7 

• Criminal Conviction - 1  

• Welfare - 6 
 
14.4     This demonstrates that 31% of internal incidents have had some form of outcome which is 

based on ‘balance of probability’ that the incident had occurred. On 69% of these cases  
there was no further action following an extensive review. 

 

15. Key Progress and Achievements 2019/20 

 
15.1 The Safeguarding Service is a small team but has successfully managed to achieve the 

following this year: 
 

• Positive CQC Inspection  

• 29A enforcement notice lifted 

• Restraint workstream actions completed 

• Reduction in the number of Section 42 investigations 

• Reduction in the outstanding DoLS notifications from over 1000 at the end of last 
year to 53 

• Restraint simulation training demonstrated at the National Belfast Conference as an 
example of Good Practice  

• Recruitment to the MH Matron role 
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• Recruitment to Safeguarding Adult Lead and Safeguarding Adult Specialist roles 

• Three high profile training days – visit and training by Paula McGowan (LD), 
domestic abuse event and multi agency maternity case event. 

• Completion of Ligature risk assessments 

• Head of Safeguarding attended the Leadership programne 

• Child Death administration  transferred  to Bereavement Services 

• ICON training programme 

• Launched Hants toolkit Trust wide 

• MARM Framework introduced 

• Best Interest Assessor from Hampshire LA supported staff in OPM for 3 months 
regarding MCA 

• Hosted practitioners events for Child N and Mr D  

• Whole Team awayday in February 2020 with support form L&D regarding personality 
types   

     

 
16. Priorities for 2019/20 
 

16.1 From the priorities determined in last year’s report, 11 of the 16 have been achieved. The  
             outstanding priorities are: 
 

• Practice Influencers development programme (Safeguarding Operational Leads) 

• Allegation Management Training 

• Development of Level 3 Safeguarding Adult training 

• Finalise the e-DoLS Project 

• Commencement of the Supervision programme for adult frontline staff 
 
16.2      These plus the following will form the work plan for next year: 
 

• Ensure all recommencations form the CQC Inspection are completed related to 
Safeguarding  

• Ensure all services own and progress any Serious Case Review actions in a timely 
manner 

• Ensure maternity frontline staff have access to and adhere to supervision 
arrangements  

• Ensure improvements to antenatal safeguarding arrangements are achieved by the 
Maternity Service.  

• Support ED to develop a solution to the paediatric safeguarding liaison 
risk/gap.(action from JTAI) 

• Provide a workplan in response to the changes in DoLS legislation – LPS 

• Priority focus on Safeguarding Children Level 3 to improve compliance  

• To ensure  work ‘dropped’ in the acute phase of the pandemic is introduced back as 
part of recovery - namely training, supervision and developmental work   

• Continue the integration of adult and child safeguarding  

• Continue the workplan associated with the MH agenda 

• Specialist Safeguarding Practitioner alignment with frontline staff to ensure a high 
quality investigation of a Section 42 enquiry.  
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• Introduction of routine questioning on DA for Gynaecology 

• Safeguarding Service to work with Patient Safety Team to introduce a hospital-wide 
nursing discharge letter for use when patients are transferred to other care providers 

• Ensure the LD nurses have access to regular supervision 

• To complete the actions from the National LD Audit   

• To ensure the robustness of a clear LeDeR process 

• To continue the work around DA with reference to the preferred referral route for 
adult patients and to expand the ED DA good practices Trust wide 

• To recruit to a Child Protection Nurse to support Paediatrics 

• To embed the Peer Review/Supervision for Medical Staff in Paediatrics 

 
17. Examples of Good Practice 
 

17.1 As part of evidencing the positive outcomes of safeguarding intervention within PHT the 
Head of Safeguarding includes examples of such practice in reports to the Safeguarding 
Committee and the Trust Board.  

 
17.2 This is felt to provide ‘line of sight’ examples and evidences the voice of the child and the 

adult. 
 
17.3 Below are some good practice examples that have been reported this year: 

 
 

Renal Unit 
 

 
A 55 year old male renal patient disclosed to the renal staff that during a disagreement his wife 
had ripped out his home dialysis line. This was deemed to be a life threatening incident by staff. 
Renal staff completed safeguarding referrals for his young children at home, whilst completing a 
Safeguarding alert for himself as a vulnerable adult. With the support of the Safeguarding Service 
the patient was referred to domestic abuse services and a Multi-Agency Risk Assessment 
Conference (MARAC) was completed. Through this all the renal unit continued to offer hospital 
based dialysis to ensure the patient’s safety. The patient’s safety was reviewed at each hospital 
attendance. 
 
Paediatric ED 
 
A teenager attended ED with a crush injury – the nurse witnessed the patient using a ‘ burner 
phone’ and a referral was made. This led to the Youth Justice team becoming involved and 
support provided as the young person was being exploited as a drug runner. This led to the 
Safeguarding Operational Lead in ED becoming a member of the safeguarding sub-group – 
Missing Exploited and Trafficked Children as it was felt from this case that ED had valuable 
information for future cases. She has attended ever since. 
 
 
Transfer of Child Death to Bereavement Services  
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Enabling this move has allowed children and families to obtain a greater personalised care 
provision as this service has a greater network to achieve this. An example was when a family 
were able to sit with the deceased child in a hospice setting and not in the mortuary as a cooled 
bed was used. 
 
Fracture Clinic ED 
 
This is a demonstration that staff working in outpatients are recognising DA. The Nurse was able 
to separate a husband and wife when she witnessed the aggression of the husband towards his 
wife. He was able to disclose that he was finding his caring responsibilities very difficult. A referral 
was made and additional support in the home was provided. 
 
Maternity Services 
 
The local authority designated officer (LADO) provided positive feedback on  a case where the 
colleague recognised a potential staff allegation, escalated it to her line manager and it was swiftly 
dealt with under allegation management. This demonstrates that staff are starting to recognise 
their responsibility in this area.  
 
Adult ED 
 
The ED team have worked extensively on the DA agenda as a result of increased referrals in this 
area. They have amended the electronic triage system to allow staff to ask the DA questions, 
provided a barcode sticker, use of ‘ask Angela’ safety measure and created a DA training 
package. 
 
Paediatric Diabetes Team  
 
The team had been working with a child with type 1 diabetes for a few years. There have been 
concerns about neglect for some time due to her parents not managing her diabetes to a good 
enough standard. The team had done a great deal of ‘early help/targeted early help’ work over a 
prolonged period in an effort to minimise the risks to the child and to support her parents to sustain 
change. The situation deteriorated and the risk to the child increased significantly. The Diabetic 
team worked closely with partner agencies and the ward team to ensure that this was escalated to 
Children’s Social Care and that safeguarding action was taken immediately to ensure the child was 
safe. The Diabetic team supported the process confidently from beginning to end on the ward and 
ensured a robust safety plan was in place for the child before she left hospital. This included 
delivering diabetes training to several family members at very short notice.  
 
Maternity & Overseas Team 
 
A woman from overseas gave birth out of hospital without having accessed any maternity 
care.  The Midwife and Overseas team practitioner both recognised the woman as having had a 
baby the previous year in very similar circumstance but using a different name. This led to action 
being taken to safeguard the baby due to the concealed pregnancy and previous history and for 
the mother in relation to suspected exploitation/trafficking.  
 
Multi-Agency Working and The Scope of Safeguarding 
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Patient frequently attends Emergency Department but increase in attendances noted over a 
couple of months. A challenging clinical,  behavioural and home situation with several different 
organisations involved. Safeguarding referral completed by clinical staff who suggested that 
MARM (Multi-agency Risk Management Framework) may be the most appropriate way forward to 
support this lady.  This case demonstrates staff understanding of the wider scope of safeguarding 
practice and an awareness of the broad range of tools and support mechanisms available.  
 
25 year old lady who acts as carer to elderly parents who required a hospital admission due to own 
health care needs. Safeguarding Services supported practitioners to arrange for a Carers 
Assessment (in line with Care Act 2014), and Care Act assessment for the parents to ensure their 
needs were met.  
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Appendix A 
 

Deprivation of Liberty Safeguarding 

Decision-making flow chart for decision makers in hospitals during the Coronavirus 

pandemic 

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

   

          

          

          

          

          

          

          

          

     

Does the person have the relevant 

mental capacity to consent to their 

care or treatment? 
 

Ensure there is documented capacity 
assessment. Is the person receiving 
life-saving treatment or treatment to 

prevent deterioration and is that 
treatment materially the same as that 

given to a patient without a mental 

disorder? 

Is the person not free to leave the 

accommodation permanently, and 

under continuous supervision and 

control? Both must be true to 

proceed. 

Is a DoLS authorisation already in 

place, for the same person, in the 

same setting? 

Are the new arrangements more 

restrictive than the current 

arrangements? 

Mental Capacity Act and DoLS does 

not apply. Treat on the basis of 

consent. 

DoLS does not apply. Admission, 

care and treatment are best interest 

decisions under the MCA 2005. Make 

sure you document if a decision is 

made in the persons best interest. 

The current authorisation may 

provide the legal basis for these 

measures. 

A review is required. Please complete 

DoLS form 1 and send to PHT DoLS 

group mailbox. 

Yes 

No 

No 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

Are there any high risk triggers 

present? 

(see overleaf) 

Yes 

No DoLS application currently 

required. Continue to reassess, 

complete a DoLS form 1 if high risk 

triggers develop. 

No 
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Title of report CLINICAL NEGLIGENCE SCHEMES FOR TRUSTS (CNST): 
MATERNITY SERVICE COMPLIANCE REPORT YEAR 3 
 

Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 22ND JULY 2020 

Agenda item 
number 

088.20 

Executive lead Liz Rix – Chief Nurse – Executive Maternity Safety Champion 

Author Helen Bland – Director of Midwifery and Maternity 
Sharon Hackett – Maternity Governance Matron 
 

Date report 
written 

26th June 2020 (CNST action plan updated 8th July 2020) 

Action required Noting 

Executive 
summary 

BACKGROUND 

• NSHR published Maternity incentive scheme year 3 standards; known as 
CNST in December 2019 

• The standards are made up of 10 safety actions   

• Target date for assurance report submission to National team was 
August 2020 but paused due to COVID 19 – see below 

• Action plan and time frames to meet the matrices was created   

• If Maternity Services are compliant with all 10 safety actions there is a 
rebate of 10% of their CNST premium (2020/21 equated to £1,097m) 

 
Compliance status table pre COVID-19 pandemic 
Key  

On track Require revised 
dates/targets to assess 
compliance  

Completed  

 

Standard Pre Covid Impact of 
Covid 

comments 

Safety action 1 
PMRT 

  Service has continued to 
populate PMRT and plan 
extraordinary meetings to 
deal with bag log of cases  

Safety Action 2 
MSDS 

  4 clerks employed to 
manually populate the data 
sheets created by MIS 
manager 

Safety Action 3 
ATAIN 

  Safety Champion meetings 
have been paused due to 
Covid No regional meetings 
for ATAIN 
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Safety Action 4 
Medical staffing 

  Data collection time frames 
for Neonatal medical and 
nursing passed awaiting 
revised targets  
Awaiting GMC survey action 
plan for submission to Q&P 

Safety Action 5 
Midwifery 
Staffing 

  Staffing paper submitted to 
Trust Board, Birth rate plus 
report received. 
Awaiting revised time frame 
for data collection  

Safety Action 6 
Saving babies 
Lives Care 
Bundle V2 

  Unable to perform CO 
monitoring as Aerosol 
Generating Procedure; this 
was a national decision due 
to COVID-19 
 

Safety Action 7 
User 
involvement 

  All activities paused due to 
COVID-19 

Safety Action 8 
Training  

  All face to face and scenario 
fire drills paused due to 
COVID-19 

Safety Action 9 
Safety 
Champions 

  Better births activity paused  
No Safety Champion 
meetings held during 
pandemic. 

Safety Action 10 
Submission to 
ENS 

   This safety action was 
completed all cases that 
required submission to ENSR 
in 2019-20 had been 
submitted; however new 
revised target dates will be 
published, submission has 
been maintained throughout 
COVID-19.  

COVID 19 - PAUSED  

• 23.03.20: Trusts were emailed by NHSR and informed that CNST was to 
be paused due to COVID 19 pandemic 

• The 10% uplift for maternity services will not be collected from April 
2020  for the year 2020-21  

• At the time of pausing, the service was on track to achieve initial target/ 
dates 

Lifting of the pause to CNST  

• New guidance will be published August 2020 and new revised targets will 
be set  

 
To Note: Maternity services would like to make the committee aware of 
exceptionally low end of year admission rates to NICU - 3.0% lowest admission 
rate with comparable units ( tertiary level 3 NICU) across Thames Valley and 
Wessex, the South West and Kent and Surrey and Sussex. 
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Appendices 
attached 

None 

Recommendations Acknowledge update of activity during Covid 19  
 
 

Next steps a) A report and updated action plan to be submitted on receipt of new 
guidance due to be published August 2020 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ ✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

None 
 

Links to Corporate 
Risk Register 

Datix ID 1427 – Trust cannot comply with updated minimum maternity data 
version 2 effective 01.04.2019 with assocaited financial impact 

Compliance / 
Regulatory 
Implications 

None 

Quality Impact 
Assessment 

Complinace with the CNST safety matrices has a postive impact on the patient 
journey  
PATIENT EXPERIENCE: Minor Change – Positive  
PATIENT SAFETY: Minor Change – Positive  
CLINICAL OUTCOME: Moderate Change – Positive  
OPERATIONAL PERFORMANCE: Minor Change – Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Minor Change – Positive  
STAFF: Moderate Change – Positive  

Equality Impact 
Assessment 

No equality implications. 
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Maternity Services Incentive Scheme (CNST) Year 3 compliance report  

Background 

National Health Services Resolution (NSHR) published compliance matrices document for Maternity incentive scheme year 3, also known as CNST in 

December 2019; with the note of an amendment to safety action 2 in Februarys 2020.  

The service was required at that time to provide the Trust Board delegated responsible committee Quality and Performance with compliance evidence for 

all 10 safety actions, the deadline for submission of compliance document was   August 2020. 

Evidence collection processes in place to provide the Trust with assurance of compliance with safety action criteria and submission time frames; an action 

plan was in place to ensure that committee, meeting deadlines were met. Monthly meetings diarised with Director of Midwifery and CNST safety action 

leads in place to provide assurance and for escalation if any barriers to compliance had been identified.  

COVID 19 
23rd March 2020 decision made by NHSR to pause reporting procedure for the Maternity Incentive Scheme. 

• Pause to take immediate effect until 31st August 2020; the 10% uplift for maternity services will not be collected from April 2020 for the year 
2020/2021 

• The reporting period for the incentive scheme was extended from Tuesday 1st September 2020 to Friday April 30th 2021. 

• Trust were expected to maintain: 
o Submission of cases to Early Notification Scheme   
o Monthly submissions of the Maternity data set to NHS Digital 
o Submit all cases to MBRRACE-UK 
o Perinatal Mortality Review Tool reviews to continue ; if there is capacity to do so   

• Updated guidance will be published and submitted to Maternity Incentive nominated contacts for the Trust. 
 
August 2020 
On receipt of the new CNST document, Maternity Services governance team will update the action plan with new date trajectories; barriers to compliance 
will be immediately escalated to the Director of Midwifery, Divisional, and Trust Governance team.  
All evidence of compliance will be centrally stored; compliance reports will be completed and submitted through the Divisional Governance pathways and 
Maternity Committee. A final report will be submitted to Quality and Performance Committee for sign off. 
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Safety Action 1: Are you using the National Perinatal Mortality Review Tool to review perinatal deaths to the required 

standard? 

Overview 
Required standard - There are four key standards that make up this safety action.  
a) A review using the Perinatal Mortality Review Tool (PMRT) of 95% of all deaths of babies, suitable for review using the PMRT, from Friday 20 December 
2019 will have been started within four months of each death. This includes deaths after home births where care was provided by your trust staff and the 
baby died.  
b) At least 50% of all deaths of babies (suitable for review using the PMRT) who were born and died in your trust, including home births, from Friday 20 
December 2019 will have been reviewed using the PMRT, by a multidisciplinary review team. Each review will have been completed to the point that at 
least a PMRT draft report has been generated by the tool, within four months of each death.  
c) For 95% of all deaths of babies who were born and died in your trust from Friday 20 December 2019, the parents were told that a review of their baby’s 
death will take place, and that the parents’ perspectives and any concerns they have about their care and that of their baby have been sought. This includes 
any home births where care was provided by your trust staff and the baby died.  
d) Quarterly reports have been submitted to the trust Board that include details of all deaths reviewed and consequent action plans. The quarterly reports 
should be discussed with the trust maternity safety champion. 
 

Progress: continued to meet time frames for: 

• Section a - All new cases added to tool  

• Section c- Parents informed and perspectives requested.   

• Section D - Quarterly reports to Trust Mortality Group are on target: Next quarterly report due July 2020 for Quarter 1.  
 
COVID 19 Impact : 
 

• Section B - Cancellation of PMRT meetings in March and April has impacted on achieving. 

• Service re-instated PMRT meetings 27.05.20 and held extraordinary meeting 3rd June. Other extra ordinary meetings are being planned to 
clear backlog.  
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Safety Action 2: Are you submitting data to the Maternity Services Data Set (MSDS) to the required standard? 
Overview 
Required standard - There are a total of 14 minimum data items required to be submitted for this action to be compliant:   
 

Progress: continued to meet time frames for: 

• Four data entry clerks employed  

• Manual work arounds continue to meet the standards 

• Data submission target dates completed  

• MIS replacement programme via Local Maternity System has commenced and preferred suppliers identified. 

COVID 19 Impact : 
 

• None as work can be undertaken remotely. 
 

 
 

Safety action 3: Can you demonstrate that you have transitional care services to support the recommendations made in 
the Avoiding Term Admissions into Neonatal units Programme? 
Overview 
Required standard - There are six key standards that make up this safety action. 
a) Pathways of care into transitional care have been jointly approved by maternity and neonatal teams with neonatal involvement in decision making and 
planning care for all babies in transitional care.  
b) The pathway of care into transitional care has been fully implemented and is audited monthly. Audit findings are shared with the neonatal safety 
champion.  
c) A data recording process for capturing transitional care activity, (regardless of place - which could be a Transitional Care (TC), postnatal ward, virtual 
outreach pathway etc.) has been embedded.  
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d) Commissioner returns for Healthcare Resource Groups (HRG) 4/XA04 activity as per Neonatal Critical Care Minimum Data Set (NCCMDS) version 2 have 
been shared, on request, with the Operational Delivery Network (ODN) and commissioner to inform a future regional approach to developing TC.  
e) An action plan to address local findings from Avoiding Term Admissions into Neonatal units (ATAIN) reviews has been agreed with the neonatal safety 
champion and Board level champion.  
f) Progress with the agreed ATAIN action plan has been shared with the neonatal safety champion and Board level champion.  
 

Progress:  

• Section A – completed and in place from January 2020  

• Section B – Monthly audits are completed  

• Section C – system in place – excel spreadsheet is used to collect the data and is submitted monthly to NICU  

• Section D – complete, information can be shared as requested 

• Section E – action plan updated and submitted to the Neonatal network and Maternity Governance Forum 

COVID 19 Impact : 

• Section F – Meetings between the safety champions have been on hold due to Covid 19; these will be rescheduled following de-escalation  
 
To Note . Maternity services would like to make the committee aware of exceptionally low end of year admission rates to NICU - 3.0% lowest admission rate 
with comparable units (tertiary level 3 NICU) across Thames Valley and Wessex, the South West and Kent and Surrey and Sussex. 
 
 
 

Safety action 4: Can you demonstrate an effective system of clinical workforce planning to the required standard? 
Overview 
Required standard - There are four key components that make up this safety action. 
Obstetric medical workforce 
Required standard - There are three key standards that make up this component. 
a) All boards should formally record in their minutes the proportion of obstetrics and gynaecology trainees in their trust who responded ‘Disagreed or 
/strongly disagreed’ to the 2019 General Medical Council (GMC) National Trainees Survey question: ‘In my current post, educational/training opportunities 
are rarely lost due to gaps in the rota.’ 
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b) There should be an agreed strategy and an action plan with deadlines produced by the Trust to address these lost educational opportunities due to rota 
gaps. The Royal College of Obstetricians and Gynaecologists (RCOG) has examples of trust level innovations that have successfully addressed rota gaps 
available to view at www.rcog.org.uk/workforce 
c) The action plan should be signed off by the trust Board and a copy (with evidence of Board approval) submitted to the RCOG at workforce@rcog.org.uk 
Anaesthetic medical workforce 
Required standard - There is one key standards that make up this component. 
a) An action plan is in place and agreed at trust Board level to meet Anaesthesia Clinical Services Accreditation (ACSA) standards 1.2.4.6, 2.6.5.1 and 2.6.5.6 
Neonatal medical workforce 
Required standard - There is one key standards that make up this component. 
a) The neonatal unit meets the British Association of Perinatal Medicine (BAPM) national standards of junior medical staffing. If this is not met, an action 
plan to address deficiencies is in place and agreed at board level 
Neonatal nursing workforce 
Required standard - There is one key standards that make up this component. 
a) The neonatal unit meets the service specification for neonatal nursing standards. If these are not met, an action plan is in place and agreed at board level 
to meet these recommendations 
 

Progress:  

• Section A – Report to be submitted to Q&P based on the outcome   

• Section C – Report in progress 

• Section E – action plan updated and submitted to the Neonatal network and Maternity Governance Forum 

COVID 19 Impact: -  

• Section B – due to change in working patterns to support Covid 19 has delayed the submission of the outcome of GMC survey and any 
subsequent action plan. 

• Neonatal workforce due to Covid 19 the time frames for Neonatal medical  and Nursing staff will change and report and data collection will 
be undertaken in due course  
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Safety action 5: Can you demonstrate an effective system of midwifery workforce planning to the required standard? 
Overview 
Required standard - There are four key standards that make up this safety action.  
a) A systematic, evidence-based process to calculate midwifery staffing establishment is complete. 
b) The midwifery coordinator in charge of labour ward must have supernumerary status; (defined as having no caseload of their own during their shift) to 
ensure there is an oversight of all birth activity within the service. 
c) All women in active labour receive one-to-one midwifery care. 
d) Submit a bi-annual midwifery staffing oversight report that covers staffing/safety issues to the Board. The bi-annual report submitted will comprise 
evidence to support a, b and c progress or achievement. It should include:   

• A clear breakdown of BirthRate+ or equivalent calculations to demonstrate how the required establishment has been calculated.  

• Details of planned versus actual midwifery staffing levels. To include evidence of mitigation/escalation for managing a shortfall in staffing.  

• An action plan to address the findings from the full audit or table-top exercise of BirthRate+ or equivalent undertaken, where deficits in staffing 
levels have been identified.  

• Maternity services should detail progress against the action plan to demonstrate an increase in staffing levels and any mitigation to cover any 
shortfalls.  

• The midwife: birth ratio.  

• The percentage of specialist midwives employed and mitigation to cover any inconsistencies. BirthRate+ accounts for 8-10% of the establishment, 
which are not included in clinical numbers. This includes those in management positions and specialist midwives.  

• Evidence from an acuity tool (may be locally developed), local audit, and/or local dashboard figures demonstrating 100% compliance with 
supernumerary labour ward co-ordinator status and the provision of one-to-one care in active labour. Must include plan for mitigation/escalation 
to cover any shortfalls. 

 

Progress:  

Completed: 

• Section A – Birth rate plus report received and forms part of staffing report submitted to Trust Board 

Maintained activity 

• Section B – Monitored monthly with SOP in place; Datix submitted if the post holder is not supernumerary  

• Section C – Monitored daily by the Operational Co-ordinator 
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• Section D – Staffing report submitted to Trust Board  

COVID 19 Impact: -  

• Time frame for data collection has been paused, awaiting confirmation of new time frame to take data collection forward. 
 

 
 
Safety action 6: Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 
2?  
Overview 
Required standard - There are four key standards that make up this safety action.  

a) Trust Board level consideration of how its organisation is complying with the Saving Babies' Lives Care Bundle Version 2 (SBLCBv2), published in April 
2019. 
b) Note: Full implementation of the SBLCBv2 is included in the 2019/20 standard contract. 
c) Each element of the SBLCBv2 should have been implemented. Trusts can implement an alternative intervention to deliver an element of the care 
bundle if it has been agreed with their commissioner (CCG). It is important that specific variations from the pathways described within SBLCBv2 are also 
agreed as acceptable clinical practice by their Clinical Network. 
d) The quarterly care bundle survey should be completed until the provider trust has fully implemented the SBLCBv2 including the data submission 
requirements. 

Progress:  
Maintained activity 

• Audits for compliance with 
o Growth restricted babies 
o Fetal movement audit compliance with information being shared and documented  equal to or pre 28 weeks 
o Use of Fresh eyes CTG review process 
o Use of Fresh ears intermittent fetal heart auscultation compliance  

• Advert for Fetal monitoring lead published and interviews are being planned  
 
COVID 19 Impact: -  

• Saving babies lives care bundle paused Nationally due to the impact of Covid 19  

• CO monitoring stopped nationally as aerosol generating process – audit for compliance stopped 
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Safety action 7: Can you demonstrate that you have a mechanism for gathering service user feedback, and that you 
work with service users through your Maternity Voices Partnership to coproduce local maternity services?  
Overview 

Required standard - There is one key standard that makes up this safety action. 
a) Demonstrate that you have a mechanism for gathering service user feedback, and that you work with service users through your Maternity Voices 

Partnership to coproduce local maternity services. 
 
Progress: Paused due to Covid 19 
 
COVID 19 Impact: -  

• All user involvement has been paused due to Covid 19 – activity pre Covid 19 was in support of the users voice in the restructuring of Blake 
Maternity centre birthing environment. 

 

 
Safety action 8: Can you evidence that at least 90% of each maternity unit staff group have attended an 'in-house' 
multi-professional maternity emergencies training session within the last training year?  
Overview 
Required standard - There are three key standards that make up this safety action.  

a) Can you evidence that 90% of each maternity unit staff group have attended an 'in-house' multi-professional maternity emergencies training day 
within the last training year? 
b) Can you evidence that multi-professional training occurs at least twice a year with anaesthetic/maternity/neonatal teams in the clinical area, and 
that risks/issues identified are addressed. 
c) Can you evidence that 90% of the team required to be involved in immediate resuscitation of the newborn and management of the deteriorating 
new born infant have attended your in-house neonatal resuscitation training or Newborn Life Support (NLS) course in the last training year?  

 
 
Progress:  

• Awaiting con formation of new time period to assess training compliance 
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• Practice education team have been working with Trust Learning and Development looking at new ways of training for PROMPT based on 
minimal numbers of staff to be in close proximity for training 

• Theory for PROMPT has been created and to be ESR based. 
 
COVID 19 Impact: -  

• No face to face training in March and April 2020 which reduced the compliance figures for PROMPT based on previous time frame 
assessment. 

 
Safety action 9: Can you demonstrate that the trust safety champions (obstetrician and midwife) are meeting bimonthly 
with Board level champions to escalate locally identified issues? 
Overview 
Required standard - There are four key standards that make up this safety action.  
a) A pathway has been developed that describes how frontline midwifery (Helen Bland), neonatal (Kate Graham-Evans), obstetric (Nirmala Vaithilingam) 
and board safety champions (Liz Rix), including the Executive Sponsor for the MatNeoSIP, share safety intelligence from floor to board and through the LMS 
and Local Learning System (LLS). 
b) Board level safety champions are undertaking monthly feedback sessions for maternity and neonatal staff to raise concerns relating to safety issues and 
can demonstrate that progress with actioning named concerns are visible to staff.  
c) Board level safety champions have agreed and maintain oversight of an action plan that describes how the maternity service is working towards a 
minimum of 51% of women receiving continuity of carer pathway by March 2021.  
d) The Executive Sponsor (and/or Board Level Safety Champion) for the Maternity and Neonatal Safety Improvement Programme (MatNeoSIP) is actively 
supporting capacity (and capability) building for all staff involved in the following areas: 

• maternity and neonatal quality and safety improvement activity within the trust  

• the LLS of which the trust is a member  

• specific national improvement work lead by MatNeoSIP that the trust is directly involved with the national Clinical Improvement Leaders Group 
(CILG) where trust staff are members 

 

Progress:  

Completed 

• Section a – pathway completed   
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COVID 19 Impact: -  

• Section a- Whilst pathway completed, evidence of compliance and learning needs to be consolidated and audited  

• Section b - Monthly meetings of safety champions were paused during Covid 19, as part of de-escalation to reschedule. 

• Section c – Update to continuity action plan has not been shared due to pause in meetings 

• Section d- All MatNeoSIP events cancelled awaiting new dates from centre.  

•  

 
 

Safety action 10: Have you reported 100% of qualifying 2019/20 incidents under NHS Resolution's Early Notification 
scheme?  
Overview 
Required standard - There is one key standard that makes up this safety action.  
a) Reporting of all qualifying incidents that occurred in the 2019/20 financial year to NHS Resolution under the Early Notification scheme reporting criteria. 
Qualifying incidents are term deliveries (≥37+0 completed weeks of gestation), following labour, that resulted in severe brain injury diagnosed in the first 
seven days of life. These are any babies that fall into the following categories:  

• Was diagnosed with grade III hypoxic ischaemic encephalopathy (HIE) [OR]  

• Was therapeutically cooled (active cooling only) [OR]  

• Had decreased central tone AND was comatose AND had seizures of any kind. 
 
Progress 

• Completed for the initial time frame financial year 2019-20 
 
Maintained 

• Submission of cases to ENSR during Covid 19; the number of cases submitted From march to end June 2020 is 1 case; this case has also been 
referred to HSIB for investigation. 

 
COVID 19 Impact 

• No impact on this safety action  
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Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report PHT RESPONSE TO THE PATERSON INQUIRY  - UPDATE 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE  -  22nd July 2020 

Agenda item 
number 

094.20 

Executive lead Lois Howell – Director of Governance and Risk  

Author Jacqueline Haines  - Head of Legal Services  

Date report 
written 

2nd July 2020  

Action required Discussion / Action  

Executive 
summary 

The Paterson Inquiry was established to consider the processes and practices 
within the NHS and the independent sector which failed to prevent Ian Paterson 
from performing inappropriate and/or unnecessary procedures on his patients 
which led to his conviction and a prison sentence of 20 years.    
 
The inquiry report which was published earlier this year made a number of 
recommendations, some of which relate to NHS Trusts.  
 
In March the “PHT response to the Paterson Inquiry” was presented to the 
Committee and considered  the extent to which the Trust already complies with 
those recommendations and what steps can, and should, be taken to achieve 
compliance.  
 
Unfortunately, as a result of the Coronavirus Pandemic , Government and GMC 
focus has been on other issues , and the publication of their responses to the 
report have not yet been published. This update therefore  concludes that 
significant  progress cannot be made until the publication of the Government and 
GMC  responses to the Inquiry have been made available.  
 
 
 

Appendices 
attached 

Appendix A – Recommendations  of the Paterson Inquiry   
 

Recommendations The committee is recommended to approve the conclusions of the report. 
 

Next steps The following actions will be taken after publication of the Government and GMC  
responses to the Inquiry consideration of this report: 
 

a) Establishment of working group to consider clinical correspondence with        
patients 

b) Establishment of revised consent lead role to take consent forward 
c) Review the recommendation relating to investigation of clinical 

behaviour 
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Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

  
 

   

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓  ✓  
 

✓  ✓  ✓  

Links to Board 
Assurance 
Framework 

BAF 5, BAF 23 

Links to Board Risk 
Register 

Not applicable.  

Compliance / 
Regulatory 
Implications 

Not currently as recommendations have not yet been incorporated into CQC 
requirements. 

Quality Impact 
Assessment 

PATIENT EXPERIENCE: Major  
PATIENT SAFETY: Major  
CLINICAL OUTCOME: Major  
OPERATIONAL PERFORMANCE: Moderate  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY:  Moderate / Negative 
STAFF: Moderate  

Equality Impact 
Assessment 

No equality implications identified. 
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The Trust’s Response to the Paterson Inquiry Report - updated July 
2020 
 
Background to the report published February 2020  

 
In 2017, Ian Paterson, a surgeon from the West Midlands, was convicted of 17 counts of wounding 

with intent and a further 3 counts of wounding, having performed inappropriate or unnecessary 

procedures on many of his patients. He was sentenced to 20 years in prison.  

 

Following the conviction, the Government commissioned the Paterson Inquiry which investigated 

the extent of Paterson’s malpractice and sets out failures in the NHS, the independent sector and 

the regulatory and indemnity systems.  

 

The inquiry recognised that processes and procedures have significantly tightened up over the last 

10 years, and patient safety is now a significantly higher priority within NHS organisations. 

Nonetheless the inquiry identified a number of recommendations. Of those recommendations, a 

number are addressed directly to NHS Trusts, these are set out below under the headings adopted 

by the inquiry.  The inquiry’s background to each recommendation is set out  in black followed by 

the recommendation (in bold).The  Trust’s response is shown in blue followed by an analysis of the 

adequacy of that position plus further steps recommended to achieve compliance shown (bold). July 

2020 updates are shown in red.      

 

 1. Information to patients 

a) Background  

“Patients told us that Paterson had given information about them in the letters he sent to GPs which 

was different from what he had said at their consultation; but they had not seen these letters at the 

time. Such letters are routinely sent to GPs after consultation or treatment but are not always 

written in a way which is easy to understand”.   

b) Recommendation  

We recommend that it should be standard practice that consultants in both the NHS and the 

independent sector should write to patients, outlining their condition and treatment, in simple 
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language, and copy this letter to the patient’s GP, rather than writing to the GP and sending a copy 

to the patient.  

c)  The Trust’s Response  

(i) Current practice regarding patient letters varies across the Trust.  Only a few consultants currently 

write directly to patients. Some dictate letters in the presence of patients and then send a copy if 

the patient requests.  Some routinely copy letters to the patient, without alteration of the language 

and terminology used.  

(ii) A few consultants write a second letter to patients, with simplified language, but this is not 

commonplace. If a patient has undergone tests, then it is more common for a consultant to then 

write directly to the patient with the results, with a copy to the GP.  There is a general lack of 

confidence that the current system is able to generate separate letters reliably for GP and patient; 

certainly there is evidence that patients have not received letters, even when they have requested 

them (and confirm that they have heard the consultant requesting a separate letter be sent). There 

have been some instances where letters have been sent to the wrong person or address, so 

confidentiality issues will need addressing.  

(iii) Some consultants will print off the letter for the patient next time they come back to clinic, if the 

letter has not been received. There remain concerns regarding the accuracy of letters.  

(iv)  The cancer specialties use a proforma which they fill in and hand to patients when they have 

had a discussion about their diagnosis. Some specialties have developed specific forms, for example, 

breast care. 

(v)  The move to paperless clinics has raised another issue, in that some specialties now use the clinic 

letter as a replacement for the entry into the notes. This has resulted in the letters being very long in 

some instances, and not suitable for sending directly to patients. 

(vi)  Estimated costs for sending separate letters to patient are £410k, based on one sheet of paper.  

d) Assessment of the Trust’s compliance with recommendation   

(i) Practices within the Trust do not currently align with the recommendation, compliance with 

which would amount to a significant change in current clinical practice as well as having significant 

cost implications not just for the organisation, but for the NHS as a whole.  
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(ii) It is recommended that a group is set up to lead on how this significant change in practice can 

be achieved. Both the government and the GMC are expected to publish detailed responses to the 

inquiry’s recommendations in the next few months which should assist the group with this 

project.   

e) July 2020 update  

In light of the unprecedented Coronavirus Pandemic, neither the Government, nor the GMC have 

yet published their responses to the inquiry’s recommendations. It is proposed to await the 

publication of those responses before establishing a group to lead on the achievement of this 

significant change in practice.  

2. Consent  

a) Background  

“We heard that patients often felt under pressure to decide to go ahead with surgery. Their options 

for treatment, including the risks associated with any procedure, were not explained clearly to them 

before they gave consent for surgery. This was out of line with existing guidance, which sets out that 

patient consent must be voluntary, informed, and that the patient must have the mental capacity to 

understand what they are consenting to. Even in the case of patients who need surgery quickly, the 

Inquiry’s clinical panel advised us that patients need a short period of time to reflect on their 

diagnosis and treatment options to ensure they are giving informed consent for their treatment. We 

understand that the GMC is also considering this issue.” 

b) Recommendation  

We recommend that there should be a short period introduced into the process of patients giving 

consent for surgical procedures, to allow them time to reflect on their diagnosis and treatment 

options. We recommend that the GMC monitors this as part of ‘Good Medical Practice’. 

C) The Trust’s Response  

(i) With regard to allowing patients a period of time to reflect on the consent process, the Trust’s 

policy is clear on this and mirrors current GMC guidance. The policy covers provision of information, 

opportunities for patients to ask supplementary questions and to consider relevant risks/benefits of 

all options (including doing nothing). 
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(ii) In many cases, the consent form is still signed on the day of the procedure – which, in itself, is not 

inappropriate, as long as information has been given out and understood beforehand.  An electronic 

patient record may facilitate appropriate documentation of what has been discussed at various 

points in the consent process. 

 

(iii) There are some excellent examples of good practice, for example, radiology now have some 

separate appointments to discuss interventional procedures, in advance of the actual intervention 

(although there is not the resource for all cases to be discussed in this way). 

 

(iv) The next step is to embrace a shared decision making process, whereby the consent process 

begins in primary care, so that all options for treatment, including doing nothing, are considered 

before the patient comes to hospital.  University Hospital Southampton NHS Foundation Trust is also 

taking this forward and held an event recently to promote this.  

 

(v) It needs to be recognised that there is still considerable debate about what patients actually 

retain and understand, despite various discussions and clear, signed documentation of providing 

consent. 

 

(vi) The Trust does not currently have a designated group looking at consent issues.  The current 

Trust lead for consent is retiring at the end of March; a successor has not yet been appointed.  

 

d) Assessment of compliance with recommendation  

Practices relating to consent vary across the organisation, it is recommended that consideration be 

given to setting up a small group to lead on consent, including both the implementation of this 

recommendation and embracing shared decision making in primary care.  

It is also recommended that the Trust’s response to this recommendation be reviewed in the light 

of the formal Government and GMC responses to the inquiry expected to be published in the 

forthcoming months.      
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e)  July 2020 update  

The Trust’s response will be reconsidered in the light of the formal Government and GMC 

responses once published. The Senior Clinical Leadership Team (SCLT) is  also considering what 

model should be adopted to deliver this role in the future and how divisional input can best be 

achieved.  

 

3.Multidisciplinary team (MDT)  

a) Background  

“Every patient with breast cancer should have their case discussed at an MDT meeting, in line with 

up-to-date national guidance. CQC considers this as part of the “safe” and “effective” domains of its 

inspection framework for independent hospitals providing acute service.  

We heard that while Paterson was practising at Spire, decisions about patients’ treatment were not 

discussed at properly constituted MDT meetings. Independent sector providers have told us of 

changes they have made to improve compliance with guidance in this area. We also heard that 

patients who are treated in the independent sector may have their treatment discussed at MDT 

meetings in the NHS, but that the quality of those discussions varied. “ 

b) Recommendation  

We recommend that CQC, as a matter of urgency, should assure itself that all hospital providers 

are complying effectively with up-to-date national guidance on MDT meetings, including in breast 

cancer care and those patients are not at risk of harm due to non-compliance in this area.  

c) The Trust’s Response  

Whilst this is a recommendation for the CQC, it is understood that MDT meetings are well 

established across the organisation for all cancer specialties.   

There is also an agreement with Spire that private patients are discussed at MDT meetings.  

 

d) Assessment of compliance with recommendation  

The Trust is already complying with this recommendation.  
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4. Complaints  

a) Background  

“Patients we saw who were treated in the NHS were not satisfied with HEFT’s (Heart of England NHS 

Foundation Trust) response to their complaints, and did not appear to know about the role of the 

Parliamentary and Health Service Ombudsman (PHSO). Private patients treated in the independent 

sector have no recourse to the PHSO and are directed to the Independent Sector Complaints 

Adjudication Service (ISCAS), if their hospital subscribes to the service. Private patients did not 

appear to know of this option. If the hospital does not subscribe to ISCAS, the patient will not have 

access to independent investigation or adjudication of their complaint.” 

b) Recommendation 

We recommend that information about the means to escalate a complaint to an independent 

body is communicated more effectively in both the NHS and independent sector. We recommend 

that all private patients should have the right to mandatory independent resolution of their 

complaint. 

 

c) The Trust’s Response  

(i) All written responses to complaints come from the Chief Executive or, in his absence, his 

appointed deputy.  The final paragraph of all written complaint responses directs complainants to 

the Parliamentary and Health Service Ombudsman if they are unhappy with the way their complaint 

has been handled by the Trust, this includes complaints involving the Private Patient Unit. 

 

(ii) Complainants are encouraged  to continue working with  the Trust to try to resolve any issues 

that remain outstanding following an initial response  and we send further written responses or 

arrange  meetings if  it is considered that this may resolve any remaining  issues.   If there appears to 

be no way of resolving the issue then we reiterate the advice which was given in the initial response 

and advise them again to contact the Ombudsman if they remain unhappy.  

d) Assessment of compliance with recommendation  

The Trust is already complying with this recommendation.  
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5. Investigating healthcare professionals’ practice and behaviour  

a) Background  

“We heard from senior managers and healthcare professionals in both the NHS and the independent 

sector that Paterson could and should have been suspended by HEFT earlier than he was, given that 

concerns first began to be raised in the early 2000s. HEFT used the HR process to investigate him, 

even though the concerns relating to Paterson from 2003 related to his clinical practice. Goldman 

told us that he was following legal advice and existing guidance in investigating the concerns, using 

an HR process.  

We also heard that some of the healthcare professionals who had raised concerns at HEFT in 2007, 

and who worked alongside Paterson at Spire, did not tell Spire about the concerns until Paterson 

was suspended in 2011. Goldman told us that he felt he acted appropriately in response to the 

concerns raised.” 

b) Recommendation 

We recommend that if, when a hospital investigates a healthcare professional’s behaviour, 

including the use of an HR process, any perceived risk to patient safety should result in the 

suspension of that healthcare professional. If the healthcare professional also works at another 

provider, any concerns about them should be communicated to that provider. 

C) The Trust’s Response  

(i) Where concerns arise in respect of Medical or Dental staff, reference is made to the Trust’s Policy 

on the Handling of Concerns and Disciplinary Procedures for Doctors and Dentists.  This policy 

mirrors the nationally agreed “Maintaining High Professional Standards in the Modern NHS” 

(MHPS).  The Medical Director, Deputy Medical Director or Associate Medical Director seeks 

independent advice from the Practitioner Performance Advice Service (PPA) which was formally 

known as NCAS and also notifies the Trust’s GMC link in the event of an investigation being 

launched.  

  

(ii) Any decision in relation to restriction or exclusion of Medical & Dental Staff is taken by the Case 

Review Panel comprising the Medical Director, Director of Workforce and OD and the LNC Chair 

following a thorough assessment of all known information. Suspension is not the default position.  
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(iii) In the event that the individual also undertakes work for other providers, the Trust notifies those 

providers of concerns and any action being taken.   

 

(iv) Board level oversight is achieved through cases reported to the Trust’s Workforce and OD 

Committee which is chaired by a Non-Executive and attended by Non-Executive colleagues. 

d) Assessment of compliance with recommendation  

The Trust complies with current national guidance which does not advocate that suspension 

should automatically take place in cases where there is “any perceived risk to patient safety”. 

Whilst suspension may be appropriate in exceptional cases, for example where behaviour may be 

indicative of criminal activity, where concerns relate to competency it is generally considered 

more appropriate to remove a clinician from patient facing roles in the first instance.  Suspending 

clinical staff can result in deskilling and this in itself presents a threat to patient safety. 

  

It is advised that the committee reconsider this recommendation when  the GMC and government  

responses  to the Inquiry  are  published.   

 

e) July 2020 update  

This recommendation will be reconsidered when the GMC and government publish their 

responses to the inquiry.  

 

6. Corporate accountability 

a) Background  

“We also heard that witnesses felt that they did not receive any meaningful apology from the 

hospitals. We understand that apologising was conflated with admitting legal liability. Despite the 

historical guidance on being open and saying sorry and, more recently, the Duty of Candour, we 

were provided with no evidence to show how boards accept and implement accountability for 

apologising.”   

b) Recommendation 
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We recommend that when things go wrong, boards should apologise at the earliest stage of 

investigation and not hold back from doing so for fear of the consequences in relation to their 

liability. 

c) The Trust’s Response 

There is clearly a culture of making appropriate apologies within PHT. For example, complaint 

responses usually contain appropriate apologies, which are encouraged within the “Policy for the 

management of comments, compliments, concerns and complaints”, and which clearly states that 

“an apology is not an admission of liability”. Apologies are also frequently included in Duty of 

Candour correspondence which accompanies investigation reports and are offered in press releases 

relating to individual issues. 

d) Assessment of compliance with recommendation  

The culture of the organisation clearly encourages the offering of making appropriate apologies. It 

is suggested that no further action is required in relation to this recommendation.    

 

Conclusion  

Summary of current position with regards to the recommendations of the Paterson Report  

Recommendation Trust position 

1)Standard practice for clinic letters to be sent to 

patients 

Awaiting GMC and Government guidance   

2) Period of reflection in consent process SCLT to consider model to be adopted for 

consent lead role who can take this forward 

3)Breast cancer MDT discussions needed Already compliant across cancer specialties   

4)Patients  should be informed how to escalate 

complaints to PHSO 

Already compliant 

5)Investigations into clinical practice  that raise  

patient safety issues should result in suspension  

of clinician 

Awaiting GMC and Government guidance 
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6) Board accountability for apologising to 

complainants  

Already compliant , organisational culture 

encourages apologies  

 

The committee should be assured that the Trust already complies with many of the 

recommendations of the Inquiry directed at NHS Trusts. The Trust does need to review the 

recommendations relating to consent and patient information and the committee is recommended 

to commission the establishment of working groups who should report back to the Committee at 

regular intervals on their progress.    In addition it is advised that the recommendation relating  to 

investigation of clinical behaviour and practice is  reviewed  by the committee once the 

GMC/government have issued  their detailed responses to the Inquiry .  

 

The Coronavirus pandemic has resulted in the postponement of the publication of both the 

government and GMC responses to the Paterson Inquiry. Whilst the Trust already complies with 

many of the inquiry’s recommendations, it is proposed that the recommendations be 

reconsidered once those responses are published.   

 

Jacqueline Haines  

Head of legal services  

14th July 2020  
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Via email: mark.cubbon@porthosp.nhs.uk 

Mark Cubbon, Chief Executive 
Portsmouth Hospitals NHS Trust 
Trust HQ, Level F 
Queen Alexandra Hospital 
Portsmouth 
Hampshire 
PO6 3LY 

Date: 16 July 2020 

CQC Reference Number: INS2-9157948301 

Dear Mr. Cubbon, 

Re: CQC focused inspection of Portsmouth Hospitals NHS Trust – Queen 
Alexandra Hospital 

Following the feedback meeting with myself, Keith Morris and Jemma Robinson on 
15 July 2020, I thought it would be helpful to give you written feedback as highlighted 
at the inspection and given to you and your colleagues John Knighton, Liz Rix and 
Nicole Cornelius at the feedback meeting.  

This letter does not replace the draft report we will send to you, but simply confirms 
what we fed-back on 15 July 2020 and provides you with a basis to start considering 
what action is needed.  

An overview of our feedback 

We explained the purpose of the inspection was to specifically review medicines 
management. 

The feedback to you was: 

• We confirmed, based on initial findings, that there were no obvious breaches
of regulations. However, we would need to review all our notes to confirm.

• We saw some areas of good practice regarding medicines management
across the areas we visited. For example, the use of yellow stickers in ED

Care Quality Commission 
Citygate 
Gallowgate 
Newcastle Upon Tyne 
NE1 4PA 

Telephone: 03000 616161 
Fax: 03000 616171 

www.cqc.org.uk 
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(pitstop) to denote time-critical medications, the use of a ‘peg’ to alert nurses 
that doctors have prescribed or made changes to medicines. 

• Staff told us moving pharmacy staff onto wards during the Covid situation has 
been a really positive move. 

• We spoke with practice educators who were able to describe the work they 
had undertaken to upskill staff during all the ward changes. They told us of 
some innovative initiatives they used to do this. 

• Although not specific to medicines management, staff described the positive 
impact and visibility of the senior leadership team during the Covid situation. 

• Although CD cupboards were small, ward and pharmacy staff kept them well 
organised. 

• Staff we spoke to demonstrated that they understood the learning that was 
shared with regard to the recent TTO incident and syringe never events.  

 
During the feedback we also described a number of concerns; 

• Staff described challenges completing some sections of the drugs charts. 
Some boxes are small and where there is a requirement for two staff to sign, 
there is only a box for one signature. 

• We highlighted two drug charts we reviewed relating insulin prescribing. On 
both charts we noted that there were no times listed for the administration of 
insulin and on one an adjustment had been made to the dosage, but this had 
not been annotated or signed. 

• We described we had seen variability in the discharge process and the use of 
a variety of discharge checklists across different departments. Understanding 
that different departments/specialties have specific requirements, there was 
not a clear approach or shared learning. 

• Similarly, we noted good practice and initiatives (as highlighted above) did not 
appear to have always been shared with other departments. 

• An issue concerning the recording keeping of FP10 prescription forms in AMU 
(yellow area) had been discovered during our inspection. During the 
inspection staff were not able to account for all FP10s. Staff in AMU advised 
that they would raise this immediately with the pharmacy department. We 
agreed we would ask for the final outcome of the review after the inspection.  

 
We advised may also make some additional data requests to follow up discussions 
held with staff. We will keep any requests to a minimum and these will be sent 
separately, as soon as possible. 
 
A draft inspection report will be sent to you once we have completed our due 
processes and you will have the opportunity to check the factual accuracy of the 
report. 
 
Could I take this opportunity to thank you once again for the arrangements that you 
made to help organise the inspection, and for the cooperation that we experienced 
from you and your staff.   
 
If you have any questions about this letter, please contact me directly or through our 
National Customer Service Centre using the details below: 
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Telephone:  03000 616161 
 
Write to: CQC  

Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 

 
If you do get in touch, please make sure you quote or have the reference number 
(above) to hand. It may cause delay if you are not able to give it to us. 
 
Yours sincerely, 

 

 

Sarah Ivory-Donnelly 

Inspection Manager 
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Committee: FINANCE AND INFRASTRUCTURE COMMITTEE 

Date of Meeting: 15TH JUNE 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH JULY 2020 

Chair: CHRISTINE SLAYMAKER 

Lead Officer: MARK ORCHARD – CHIEF FINANCIAL OFFICER 

Agenda Item 
Number: 

103.20 

 
 

Appendix 1: Agenda 

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

 

Integrated Performance Report 

 
The finance section of the Integrated Performance Report was considered by the Committee. The 
subsequent discussion is covered under agenda item 070.20 (month 2 financial performance) below. 
 

 

 
Agenda 
item 

Items of particular note: 

069.20 
 

Lead Executive Summary 
 
The Chief Financial Officer had set his objectives for 2020 – 21 recently. These covered a range 
of areas and discussions with the relevant leads would be held in the near future. A substantial 
update on the financial strategy for improvement would be presented to the Committee in August 
2020 which would describe the Trust’s ambitions over the longer term, with an Improvement 
Group to be established to support this work.   
 
Progress was being made on a number of projects relating to commercial activity, with the draft 
Commercial Strategy to be compiled by October 2020. The Procurement Strategy remained on 
schedule for presentation to the Committee on 21st July 2020. The Estates and Facilities 
Committee had held an extraordinary meeting in June 2020. This event had assessed the 
service’s present position and how it could fulfil its ambitions. Non-Executive Directors would be 
engaged as strategies developed, prior to their completion and launch to ensure that Board level 
messages were translating into realities at ward level. 

 

070.20 
 

Finance 
 
2020 – 21 Month 2 financial performance: The Trust is still operating under the temporary 
financial arrangements put in place until 31 July The Trust would be reimbursed for any revenue 
expenditure required for the management of the pandemic, ensuring that a break even position 
would be reached for every month during this period. A retrospective top up of £2.1 million would 

Enclosure Number 

10 
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Agenda 
item 

Items of particular note: 

be applied for this month (making a cumulative total of £3.6 million for the year). Pay costs were 
above plan, although agency spend continued to decline as hoped. However, substantive staff 
costs had increased whilst bank expenditure was at a consistent level. Given this, there had been 
a focus on pay which was reflected in the reporting presented to this meeting in the Integrated 
Performance Report. 
 
Accrued and untaken annual leave was emerging as an issue which may have an impact later 
in 2020 – 21. Given the suspension of the annual leave policy in April 2020 (which had 
subsequently been restored) and the national mandate that where staff were prevented from 
taking leave due to the COVID-19 pandemic they can transfer it into future years, there may be 
implications for the Trust.  
 
With regards to Capital funding, he Trust had agreed its share of the Sustainability and 
Transformation Partnership’s funds at £10.7 million. This was £500,000 less than the figure in 
the original business plan for 2020 – 21 but was a smaller reduction that some predictions. The 
business case for additional bed capacity would also need revisiting in light of the response to 
COVID-19. National approval and reimbursement for COVID-19 capital expenditure is still 
awaited. 
 
Service Line Reporting (SLR) / PLICS: This information is used to support business case 
development and performance reviews across the Trust. The Cost Improvement Programme and 
long term business planning also deploy the information and analysis generated Given the 
progress made on remote consultations and similar innovations during the response to COVID-
19, outpatient activity may be reviewed to ascertain financial improvements which could be 
made.  
 
The overall rating of the audit of reference costs for 2018 – 19 was limited assurance. The areas 
of greatest risk had been identified and addressed with the relevant operational staff. As a result, 
it was anticipated that any future audit would note that the matters had been resolved.  
 

071.20 
 

Investment 
 
The orthotic prosthetic contract was at its midpoint of a ten year arrangement. The current 
provider was meeting all aspects of the national specification; as a result, the Committee 
discussed the extension of the contract in its present format. 
 

073.20 Committee administration 

 

The Chair observed the recent work undertaken by Deloitte in their Well-led Review, and the 
Care Quality Commission’s conclusions during their Use of Resources inspection. As a result, 
the review of committee effectiveness would be suspended for the duration of 2020 – 21.  
 

 
Agenda 
item 

Items for escalation to the Trust Board: 

 None on this occasion 

 
Agenda 
item 

Recommendations: 

 None on this occasion 
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FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Monday 15th June 2020  
3.30pm – 5.00pm  

Via Microsoft Teams  

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

065.20 Welcome and Apologies Noting No 15.30 Chair 

066.20 Conflicts of interest Noting No 15.32 Chair 

067.20 Minutes from 20th May 2020 Approval Yes 15.35 Chair 

068.20 Action Log from 20th May 2020 Discussion/ 
decision 

Yes 15.40 Chair 

069.20 Lead Executive Summary Discussion/ 
Noting 

Yes 15.45 CFO 

070.20 Finance 
1. 2020/21 Month 2 Financial Performance
2. Service Line Reporting / PLICS

Discussion/ 
Noting 

Yes 
Yes 

15.55 
FD 
DDoF 

071.20 Investment 
1. Orthotic prosthetic contract extension Yes 

16.30 
COO 

072.20 Infrastructure 
1. Estates, Facilities and PFI – quarterly update
2. Sub Committee feedback - for noting

• Capital Priorities Group (21st May 2020)

Discussion/ 
Noting 

No 

Yes 

16.40 
DEF 

CFO 

073.20 Committee Admin 
1. Review of Committee effectiveness
2. Receipt of Board Assurance Framework and Board

Risk Register
3. Work plan – to be reviewed and consideration given

to the next agenda

Decision/ 
Noting 

No 
Yes 

Yes 

16.50 
CFO 
Chair 

Chair 

074.20 Additions to the Board Assurance Framework and/or 
Risk Register,  and for referring to the Audit Committee 
– The Committee is asked to consider whether in light of matters

discussed at the meeting any further additions should be made to the 
Board Assurance Framework and/or Risk Register, and should any  items 
be referred to the Audit Committee 

Decision Yes 17.00 Chair 

075.20 Any Other Business Discussion No Chair 

076.20 Items to be raised with the Trust Board Decision No Chair 

077.20 Date of Next Meeting: 
Tuesday 21st July 2020 (11.00am – 2.00pm), E Level 
Boardroom 

Noting No Chair 
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Committee: FINANCE AND INFRASTRUCTURE COMMITTEE 

Date of Meeting: 21ST JULY 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH JULY 2020 

Chair: CHRISTINE SLAYMAKER 

Lead Officer: MARK ORCHARD – CHIEF FINANCIAL OFFICER 

Agenda Item 
Number: 

103.20 

 
 

Appendix 1: Agenda 

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

 

Integrated Performance Report 

 
The finance section of the Integrated Performance Report was considered by the Committee. The 
subsequent discussion is covered under agenda item 083.20 (month 2 financial performance) below. 
 

 
Agenda 
item 

Items of particular note: 

081.20 
 

Action Log 
 
The Commercial Strategy was due to be presented to Trust Board in the near future. The 
Committee would be engaged appropriately with additional support from Roger Burke-
Hamilton. 

082.20 
 

Lead Executive Summary 
 
Indications had been given that, from 1st October 2020, the current temporary financial 
arrangements in place will be revised for the remaining six months of the financial year; this is 
expected to be based on a fixed allocation for the period. The Trust would still be expected to 
break even, managing costs within notified resources, which would require an increased focus 
on efficiency. However, specific details had yet to be provided; it was hope that clarity would be 
given over the course of summer.  
 
The Commercial Strategy would be presented to the Committee in October 2020. This would 
provide an overview of priorities and activity in the longer term (five years and beyond) and 
would work alongside enabling strategies such as Estates and Finance.  

083.20 
 

Finance 
 
2020 – 21 Month 3 financial performance: The Trust had maintained its break even position as 
required by the present arrangements for COVID-19. This was based on the receipt of a further 
£2.1 million retrospective COVID-19 top up. Expenditure had been consistent with previous 
months; agency spend remained low, particularly with regard to nursing. Substantive pay costs 
had risen since 2019-20, whilst expenditure on planned activity had been low during the 
response to COVID-19. The cash position remained positive with all non-NHS suppliers paid 
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Agenda 
item 

Items of particular note: 

up to the end of July 2020. 
 
The recent decline in the number of patients with COVID-19 at the Trust in recent weeks had 
affected costs. Whilst some expenditure had declined since the peak of demand, it had yet to 
return to the levels before the start of COVID-19. In the longer term, the overall cost profile 
would be affected by the transition towards further phases of the response to the pandemic; in 
particular, this applied to the recovery of routine services which had been paused over recent 
months. Capital was fully committed; in addition, should there be any slippage from planned 
activity there were a series of projects which could receive funding. As a result, underspend 
was not anticipated.   
 
Model Hospital: The Committee received a presentation demonstrating the use of this system 
in analysing the financial performance of the Trust. In particular, its application in ensuring 
progress on the recommendations arising from the Use of Resources report was noted.  

084.20 
 

Investment 
 
Queen Alexandra Hospital additional bed capacity: The Committee received an update on the 
progress made on this matter. Work had been paused given the response to COVID-19; but 
plans are now being considered which could see the work completed by June 2021. Trust 
Board would be informed on any decisions it was required to make on this matter.   
 
Managed Printing Services: The Trust had formed the proposed case through engagement 
with the proposed supplier and divisional teams. Behaviours would also be driven to ensure 
that the efficiencies were delivered as fully as possible (e.g. ordering of printers and paper 
would be strictly limited). The Committee approved the business case.   
 
Orthotics and Prosthetics – mid contract review: The paper had been revised given the 
feedback from the meeting on 15th June 2020. In particular, the focus on the role of Finance 
and Infrastructure Committee in the process had been considered. The structure of the 
arrangement meant that further approval was required; this would need to be at Board level 
given the figures involved. The Committee recommended the five year extension to Trust 
Board. 
 
Contract Register: The Register was presented, with a view to providing an overview of the 
items which were due for consideration by the Committee within the next six months. Similar 
documents could be created for a range of governance bodies to allow them to plan their work 
appropriately.  

084.20 Infrastructure 

 

Procurement and Commercials: The Procurement Improvement Plan was being compiled and 
would be presented to the Committee on 17th August 2020. The response to COVID-19 and 
lessons learned from the period were being analysed, with issues such as sustainability and 
virtual work systems considered. In particular, supply chain resilience had been tested during 
the period and was being assessed.   

 
Agenda 
item 

Items for escalation to the Trust Board: 

 None on this occasion 

 
Agenda 
item 

Recommendations: 

 None on this occasion 

 

Page 230 of 241



FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Tuesday 21st July 2020  
11.00am – 2.00pm  

E Level Boardroom, Education Centre, Queen Alexandra Hospital 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

078.20 Welcome and Apologies Noting No 11.00 Chair 

079.20 Conflicts of interest Noting No 11.02 Chair 

080.20 Minutes from 15th June 2020 Approval Yes 11.05 Chair 

081.20 Action Log from 15th June 2020 Discussion/ 
decision 

Yes 11.10 Chair 

082.20 Lead Executive Summary Discussion/ 
Noting 

Yes 11.15 CFO 

083.20 Finance 
1. 2020/21 Month 3 Financial Performance
2. Model Hospital

Discussion/ 
Noting 

Yes 
Yes 

11.25 
FD 
FD 

084.20 Investment 
1. Queen Alexandra Hospital additional bed capacity
2. Managed Printing Services
3. Orthotics and Prosthetics – mid contract review
4. Contract Register

Yes 
Yes 
Yes 
Yes 

12.15 
CFO 
DSP 
COO 
DPCS 

085.20 Infrastructure 
1. Procurement and Commercials – quarterly update
2. Sub Committee feedback - for noting

• Commercial Steering Group

• Capital Priorities Group

Discussion/ 
Noting 

Yes 

Yes 
Yes 

13.15 
DPCS 

DPCS 
FD 

086.20 Committee Admin 
1. Work plan – to be reviewed and consideration given

to the next agenda
Decision/ 

Noting 
Yes 

13.50 
Chair 

087.20 Additions to the Board Assurance Framework and/or 
Risk Register,  and for referring to the Audit Committee 
– The Committee is asked to consider whether in light of matters

discussed at the meeting any further additions should be made to the 
Board Assurance Framework and/or Risk Register, and should any  items 
be referred to the Audit Committee 

Decision Yes 14.00 Chair 

088.20 Any Other Business Discussion No Chair 

089.20 Items to be raised with the Trust Board Decision No Chair 

090.20 Date of Next Meeting: 
Monday 17th August 2020 (1.30pm – 4.30pm), E Level 
Boardroom 

Noting No Chair 
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Committee: AUDIT COMMITTEE 

Date of Meeting: 15TH JUNE 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH JULY 2020 

Chair: DAVID PARFITT 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

105.20 

 
 

Appendix 1: Agenda 

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

 
Agenda 
item 

Items of particular note: 

064.20 Annual Report and Accounts 2019 – 20 
 
Consideration had been given to the draft document at an earlier meeting and a draft had also 
been circulated to the Board for comment – these comments have been  incorporated into the 
latest draft.  Consequently, the latest version presented to the Committee required only minor 
amendment. The Committee approved the Annual Report and Accounts 2019 - 20, subject to 
some minor amendments, under the power delegated to it by the Board on 27th May 2020. 
Subsequently, the approved Annual Report and Accounts were submitted to the Department of 
Health and Social Care on 25th June 2020. 
 

065.20 External audit – report to those charged with governance 
 
The External Auditors outlined their approach to the 2019 – 20 audit, including the impact that 
COVID-19 had had on their original audit plans. They reported that they were intending to issue 
an unqualified audit opinion.   
 
Key potential risks which had been the subject of scrutiny included user fraud or error, revenue 
recognition and the Trust’s status as a going concern. No significant issues had been identified 
by the auditors in the first two areas. With regards to going concern, the Trust’s cumulative 
historical and current financial position had been considered. The auditors were content with 
both the preparation of the accounts on a going concern basis and the related disclosure in the 
Annual Report & Accounts.  
 
In addition, the auditors reviewed the valuation of property, plant and equipment undertaken by 
the District Valuer. The valuer’s report contained a material uncertainty caveat which reflected 
the potential impact that COVID-19 may have upon property values. Having completed the 
process, the auditors were satisfied with the overall values of the main estate reported in the 
Annual Accounts. The valuations given to other buildings, on an existing use basis, had also 
been agreed.  
 

Enclosure Number 

11 
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Agenda 
item 

Items of particular note: 

As a result of COVID-19, not all of the planned stock takes of inventory could be undertaken at 
the year end. Subsequently, arrangements were made to complete virtual stock takes and then 
track backwards to the yearend position. This had allowed for the successful completion of the 
necessary audit work and for material assurance to be provided.   
 
The draft Letter of Representation had been circulated in advance; and the Committee confirmed 
that they were content with the representations being made.  
 
The External Auditors had undertaken work examining Value for Money secured by the Trust. 
This had allowed Ernst & Young to provide an unqualified conclusion that the organisation’s 
position was reasonable, based on the delivery of the year end position and Cost Improvement 
Programmes throughout 2019 – 20.  
 

 
Agenda 
item 

Items for escalation to the Trust Board: 

064.20 The Annual Report and Accounts for the year ended 31st March 2020 were approved prior to 
their submission to the Department of Health and Social Care. They will be presented at the 
Trust’s Annual General Meeting on 29th September 2020. 

 

 
Agenda 
item 

Recommendations: 

 None on this occasion. 
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AUDIT COMMITTEE 

Monday 15th June 2020 
13:45 – 15:15  

Via Microsoft Rooms 

A G E N D A 

Item No. Time Item Enclosure 
No. 

Presented 
by 

060.20 13.45 
Welcome, apologies for absence, declaration of 
interests  

N Chair 

061.20 13.47 Any other business not raised in advance of the 
meeting 

N Chair 

062.20 13.50 Minutes from 18th May 2020 1 Chair 

063.20 13.55 Action Log from 18th May 2020 2 Chair 

064.20 14.00 Annual Report and Accounts 3 DGR 

065.20 15.00 
External audit – report to those charged with 
governance 

4 
Ernst & 
Young 

066.20 15.10 
Meeting administration 

1. Receipt of Board Assurance Framework
2. Work programme 2020 – 21

5 Chair 

067.20 15.15 

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

N All 

068.20 
Referrals from other committees and / or Trust 
Board 

N DGR 

069.20 Any other business N Chair 

Date of next meeting: Monday 13th July 2020, 09:00, E Level Boardroom, Education Centre, Queen 
Alexandra Hospital 
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Committee: AUDIT COMMITTEE 

Date of Meeting: 13TH JULY 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH JULY 2020 

Chair: DAVID PARFITT 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

104.20 

 
 

 

Appendix 1: Agenda 

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

 

 
Agenda 
item 

Items of particular note: 

074.20 External Audit – Progress Report 

The Auditors’ draft letter on their 2019/20 audit was received and discussed. The draft letter is 
attached for information and will be formally published as part of the AGM agenda. The 
Committee noted that no material concerns or issues were raised in the draft letter. 

 

075.20 Internal Audit – Revised Internal Audit Annual Plan 2020-21 

The Committee noted a  few amendments to the internal audit plan which had been reviewed 
at the March meeting which mainly arose from changing Trust needs in the light of the 
pandemic. It was agreed that there may be a need to use contingency days, or to re-prioritise 
planned audits, to create capacity for audit work to be undertaken on the Trust’s recovery 
planning and delivery. 

 

076.20 Internal Audit – Summary Internal Controls Assurance Report 

The Committee noted that all audits completed since the Mach meeting had received a 
“reasonable assurance” rating, with no urgent recommendations. 

 

077.20 Internal Audit – Recommendations Tracking 

The Committee welcomed the revised approach to providing assurance on the implementation 
of the audit recommendations and management actions. The impact of the pandemic on 
delivery of a small number of actions was noted and the Committee accepted assurance from 
the Director of Governance & Risk that progress would be pursued urgently. 
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Agenda 
item 

Items of particular note: 

078.20 Counter Fraud – Progress Report (Q1 2020/21) 

The Committee noted the update on the counter fraud programme particularly the continuing 
focus on the management of conflicts of interest and secondary employment on which 
progress on this work will be presented to the next meeting. 

 

079.20 SFI Compliance Report 

The Committee was pleased to note the elimination of overdue nominal roll updates since the 
last committee meeting and the relatively small number of single waiver tenders. 

 

 
Agenda 
item 

Items for escalation to the Trust Board: 

085.19 Nothing to escalate. 

 
Agenda 
item 

Recommendations: 

086.19 There are no recommendations to the Board arising from this meeting. 
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AUDIT COMMITTEE 

 
Monday 13th July 2020 

09:00 – 12:00  
via Microsoft Teams 

 

A G E N D A 
 

Item No. Time Item Enclosure  
No. 

Presented 
by 

 
 

070.20 09.00 

 
Welcome, apologies for absence, declaration of 
interests  
 

 
N 

 
Chair 

 
071.20 

 
09.02 

 
 

 
Any other business not raised in advance of the 
meeting 
 

 
N 

 
Chair 

072.20 09.05 
 
Minutes from 15th June 2020 
 

1 Chair 

073.20 09.10 
 
Action Log from 15th June 2020 
 

2 Chair 

074.20 09.20 External audit – progress report N 
Ernst & 
Young 

075.20 09.40 
Internal audit – revised Internal Audit Annual 
Plan 2020 – 21  

3 TIAA 

076.20 10.00 
Internal audit – Summary Internal Controls 
Assurance report 

4 TIAA 

077.20 10.20 Internal audit – recommendations tracking 5 DGR 

078.20 11.00 

 
Counter fraud – progress report (quarter 1  
2020 – 21) 
 

6 CFS 

079.20 11.20 SFI compliance report 7 HFA 

080.20 11.30 Debt update and write off 
 

8 
 

HFA 

081.20 11.40 TIAA client briefing notices 9 HFA 

082.20 11.50 Annual Audit Committee report 10 DGR 

083.20 11.55 

 
Meeting administration 

1. Work programme 2020 – 21 
  

11 Chair 
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084.20 12.00 

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

N All 

085.20  
Referrals from other committees and / or Trust 
Board 

N DGR 

 
086.20  

 
Any other business 
 

 
N 

 
Chair 

 
Date of next meeting: Monday 12th October 2020, 09:00, E Level Boardroom, Education Centre, Queen 
Alexandra Hospital 
 

  Meeting Close   

  Opportunity for private discussions with internal and external audit. 
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Executive Directors

Mark Cubbon ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Nicole Cornelius ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

John Knighton X ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Chris Adcock ✓ ✓

Liz Rix X ✓ X ✓ ✓ ✓ ✓ ✓ ✓

Paul Bytheway X ✓

Emma McKinney ✓ ✓

Lois Howell ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Penny Emerit ✓ ✓ ✓ ✓ X ✓ ✓ ✓ ✓ ✓

Nigel Kee ✓ ✓ X ✓ ✓ ✓ ✓

Mark Orchard ✓ ✓ ✓ ✓ ✓ ✓

Helen Bray ✓

Non-Executive Directors

Melloney Poole ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Christine Slaymaker ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

David Parfitt ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Gary Hay ✓ ✓ ✓ ✓ x ✓ ✓ ✓ ✓ ✓

Inga Kennedy ✓ X ✓ X ✓ X ✓ X ✓ ✓

Martin Rolfe X ✓ ✓ ✓ x ✓ ✓ ✓ ✓ ✓

Roger Burke-Hamilton ✓ ✓ X ✓ ✓ ✓ ✓ ✓ ✓ ✓

✓

X

Attended

Apologies given
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