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TRUST BOARD MEETING IN PUBLIC 
Wednesday 29th September 2021  

09:30 – 13:00 
To be held via Zoom 

A G E N D A 

Item No. Time Item Enclosure  
Y/N 

Presented 
by 

085.21 09.30 Welcome, apologies and declaration of interests 
(to ascertain whether any Member has a conflict of 
interest with any items on the Agenda) 

N Chair 

086.21 09.32 Minutes of the last meeting – 26th May 2021 1 Chair 

087.21 09.35 Matters arising/summary of agreed actions 2 Chair 

088.21 09.37 Notification of any other business N/A Chair 

089.21 09.40 Patient story N/A Chair 

090.21 10.10 Chairman’s opening remarks N/A Chair 

091.21 10.20 Chief Executive’s report 3 CEO 

092.21 10.30 Operating context N COO 

STRATEGY 

093.21 10.40 Corporate strategy – quarterly update 4 DSP 

094.21 11.00 Board Assurance Framework 5 DGR 

095.21 11.10 Operational Plan for the second half of 2021 – 22 6 DSP 

096.21 11.20 Research and innovation 7 DR 

 
QUALITY, SAFETY AND PERFORMANCE 
 

097.21 11.30 
 
Maternity Services improvement plan 
 

8 CN 

098.21 11.50 

 
Quality and Performance Committee feedback 

• 23rd August 2021 
o Learning from deaths 

• 20th September 2021  
o Board Risk Register 

 

9 
Committee 
Chair 

099.21 12.00 

 
Safety, quality and operational performance 
report analysis 
 

N** 
MD / CN  
/ COO 
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WORKFORCE AND ORGANISATIONAL DEVELOPMENT 
 

100.21 12.10 

 
Workforce and Organisational Development 
Committee feedback 

• 12th August 2021 
o Health and wellbeing 
o Freedom to Speak Up 
o Equality, diversity and inclusion – Workforce 

Equality Standards 
o Guardian of Safe Working Hours 

 

10 
Committee 
Chair 

101.21 12.20 

 
Workforce and organisational development 
performance report 
 

N** CPO 

 
FINANCE AND INFRASTRUCTURE 
 

102.21 12.30 

 
Finance and Infrastructure Committee feedback 

• 17th August 2021 

• 21st September 2021 
 

11 
Committee 
Chair 

103.21 12.40 Financial performance report analysis 
 

N** 
 

CFO 

 
FOR NOTING / INFORMATION 

104.21 12.50 Record of attendance 
 

12 
 

Chair 

105.21 12.55 Any other business N Chair 

106.21 13.00 

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

N Chair 

 
107.21 

 
 

 

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 

 
108.21 

 
 

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 24th November 2021 N Chair 

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

Held on Wednesday 28th July 2021 
Via Microsoft Teams 

 
MINUTES 

 
Present: Melloney Poole  Chairman  
 Roger Burke-Hamilton  Non-Executive Director  
 Graham Galbraith  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  
 Vivek Srivastava  Non-Executive Director 
 Aswinkumar Vasireddy  Non-Executive Director 
 Penny Emerit  Chief Executive Officer  
 Chris Evans  Chief Operating Officer 
 John Knighton  Medical Director  

 Mark Orchard  Chief Financial Officer  
 Liz Rix   Chief Nurse  

 
In Attendance:  Anoop Chauhan  Director of Research  
  Nicole Cornelius  Chief People Officer 
  Graham Terry  Director of Strategy and Performance  
  Lisa Ward   Director of Communications and Engagement 
 
  Mary Cordova  Staff Nurse (for minute 068.21) 
  Clare Jackson  Critical Care Staff Nurse (for minute 068.21) 
  Tina Jackson  Family Liaison Officer (for minute 068.21) 
  Sean Kerr   Consultant (for minute 068.21) 
  Lucy Wiltshire  Associate Director People Development (for minute 068.21) 
    
  Dave Gordon  Committee Clerk (minutes) 
 

Item No Minute 
 

064.21 Welcome, apologies and declarations of interest 
 
The Chairman welcomed all to the meeting; no apologies were received.  
  
David Parfitt declared an interest regarding his role as a co-opted independent member 
of the Regulation, Audit and Accounts Committee for West Sussex County Council. 

  

065.21 Minutes of the last meeting – 26th May 2021 
 
The minutes of the meeting of 26th May 2021 were approved as a true and accurate record.  

  

066.21 Matters arising / summary of agreed actions 
 
The Board noted the summary of agreed actions.  
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067.21 Notification of any other business 
 
No supplementary business was raised. 

  

068.21 Staff story 
 
The Associate Director People Development introduced four employees who had been 
redeployed during the pandemic. The Trust had established a centralised staff and 
manager support function in the preliminary stages of its response to COVID-19. Part of 
its work had been the identification of core services in this context and the allocation of 
workforce to support them.  
 
Redeployment opportunities were then assessed; some decisions were made based on 
staff and their need for shielding from the virus. Others had seen their service area 
suspended, whilst some were needed to support temporary programmes (e.g. the Trust’s 
vaccination hub). In total, 219 staff had seen their roles reassigned in this period. In 
addition, the changes to the work of employees who remained in their customary roles but 
had to adapt to the challenges of the pandemic were recognised. 
 
Two areas which had been instituted during the pandemic remained in place; the staff 
support line and Family Liaison Officers. The former facilitated the reporting of staff 
absence and conducted welfare calls, whilst the Family Liaison Service enabled contact 
between families and patients whilst visiting restrictions were in place.  
 
In Critical Care, the unified response to the pandemic had been essential in providing 
services whilst experiencing operational pressure. The Consultant referred to the second 
wave, which had posed particularly significant challenges given its intensity and duration. 
The actions of junior anaesthetists were commended in this regard, with their assistance 
in the running of the Intensive Therapy Unit appreciated. However, the issues associated 
with communications regarding a virus which was not well understood had proved to be 
problematic. This was particularly applicable to the first wave, whilst the second peak 
proved to be harder in terms of workload and burn out. The impact on family life was also 
recognised.  
 
The Family Liaison Officer remained with the service and had appreciated the opportunity 
to provide real support for patients and their relatives. Whilst the nature of some of the 
video calls had proved challenging, families had commented that without the service such 
contact at vital stages of care would not have been possible. The team ethos had also 
been noted.  
 
The Staff Nurse had needed to shield and worked on the staff support line. This was a 
significant shift in skill set and initially proved to be challenging. However, the opportunity 
to offer advice and comfort to individual employees facing issues outside of the workplace 
had been rewarding. The unity of purpose within the team had been recognised through 
the Hidden Heroes award received recently.  
 
The Chairman alighted on the comment by the Consultant regarding personal 
circumstances and the impact on family life. Martin Rolfe noted the conversations held at 
Quality and Performance Committee regarding the demands arising from the pandemic 
and the impact this had on the delivery of healthcare. The various experiences discussed 
in this item had confirmed the theoretical observations which they had made on the likely 
implications for staff and the requirement for them to operate outside of their standard 
roles.  
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Inga Kennedy referred to the importance of teamwork in this context and hoped that the 
benefits arising from greater co-operation and co-ordination would be maintained once the 
pandemic had concluded. Vivek Srivastava added that it would be imperative to ensure 
that staff members who may be struggling but were unwilling to come forward were 
identified and offered assistance in an appropriate and supportive manner. The Chief 
People Officer had included details on the health and wellbeing offer available for staff in 
the Integrated Performance Report presented to this meeting. The Trust had also been 
developed mental health training for managers which would be used to assist staff through 
conversations. In addition, the ‘Respect and Protect’ campaign was being relaunched to 
ensure that service users were aware of the unacceptability of violence or antagonism 
towards staff. The Director of Communications and Engagement would be using real life 
examples as part of this to make sure the message was highlighted to all parties.  
 
The Chief Executive Officer thanked all involved for sharing their personal experiences. 
The importance of providing individualised health and wellbeing offers had been made 
clear through their stories, with the Trust’s provision offering the breadth which reflected 
the various needs of staff members. The importance of team working had also been a 
common theme running through this discussion. The roles served by some of the new 
positions created during the pandemic (e.g. Family Liaison Officers) had also 
demonstrated their permanent applicability to the provision of healthcare and would enrich 
the Trust’s services.  

  

069.21 Chairman’s opening remarks 
 
The Chairman commented on the current situation faced at the Trust and the resultant 
pressures on staff. As well as the operational considerations of balancing the pandemic 
and recovery of other services, this had included a recent heatwave and the telephony 
issue arising from a power surge. Staff members had also had to self-isolate over recent 
weeks as a result of family members or other close colleagues testing positive for COVID-
19. The situation in relation to the Emergency Department and ambulance conveyances 
would be discussed under minute 071.21. 

  

070.21 Chief Executive’s Report 
 
The Chief Executive Officer highlighted the following matters: 
 
Elective recovery, standard service provision and COVID-19: Queen Alexandra Hospital 
was experiencing considerable pressure with an ongoing peak in demand for urgent care 
having a significant impact. This manifested itself through increased admission numbers, 
high levels of bed occupancy and recent rises in COVID-19 hospitalisations. This was 
consistent with national trends; the stress points arising from this were being mitigated as 
far as possible. Discussions with system partners were focusing on root causes to ensure 
that solutions were sustainable and had a long-term impact, with primary care an area of 
focus to limit future demand for emergency services. Enhanced command arrangements 
were in place at the Trust to manage the competing pressures.       
 
Maternity Services – Care Quality Commission focused inspection: The report from this 
inspection had been published by the Care Quality Commission on 28th July 2021. An 
interim summary of findings had also been considered by Quality and Performance 
Committee on 21st June 2021. Improvements made in the service had been acknowledged 
by the Care Quality Commission, as had the impact of the interim team and the 
subsequent arrival of permanent leadership for the area. An improvement plan had been 
established prior to the visit and would be revisited in the context of the recommendations 
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made by the Care Quality Commission. Staff would be engaged throughout this process 
to ensure that any required changes were adopted at all levels.   
 
Site situation and financial arrangements: Whilst the current wave of COVID-19 appeared 
to be leading to fewer hospitalisations, the high bed occupancy levels and demand for 
urgent care meant that the maintenance of a safe environment within the hospital was 
complex. A further consideration was the lack of certainty regarding financial 
arrangements for the second half of 2021 – 22. Whilst the exact nature of the regime to 
be in place for this period had not been clarified, it was anticipated that it would involve a 
return towards pre-COVID priorities. As a result, the Trust may well need to introduce 
greater efficiencies which would need to be balanced with clinical and operational 
considerations. This would also require the formation of an appropriate response at a 
system level, with conversations on the matter already underway.  
 
Trust Executive Team: The arrival of Alison Fox-St Marthe as Interim Director of 
Governance and Risk on 2nd August 2021 was welcomed, as cover for Lois Howell whilst 
she undertook her secondment with Isle of Wight NHS Trust. She would be in attendance 
at the Trust Board on 29th September 2021.  
 
The Board accepted the Chief Executive Officer’s report.     

  

071.21 Operating context  
 
The Chief Operating Officer referred to the previous comments made about operational 
pressures. As of the time of this meeting, there were 48 COVID positive patients on site, 
with five of these in Critical Care. These numbers had increased over the past fortnight, 
as had local prevalence rates (although the latter had recently showed signs of decline).  
 
Accident and Emergency attendances were currently above the Trust’s upper control limit, 
with Medicine and Urgent Care operating for several weeks at a level which had constantly 
exceeded their bed base. This had led to a bed occupancy level which had generally 
fluctuated between 96% and 98%. Modelling on potential future demand for COVID 
services was being undertaken, factoring in a range of different variables (e.g. ending of 
restrictions on 19th July, local vaccination uptake rates). This had led to a forecast that the 
most likely scenario would see a peak in bed spaces for COVID treatment at 126 in the 
late summer or early autumn 2021. Escalation plans had been drawn up to manage this, 
with knowledge taken from the previous waves applied to their formation. 
 
The most urgent elective cases were being prioritised, with cancer services aligned 
accordingly. The Deputy Chief Operating Officer was overseeing the Delivery Framework 
which sought to provide care in as efficient and effective a manner as possible. As part of 
this, meetings were currently being held every two hours to assess the position at the 
hospital. Across the Trust 147 employees were self-isolating, which was an additional 
pressure in terms of workforce capacity. 
 
The Medical Director confirmed that the modelling discussed above was proving relatively 
accurate thus far. This also reflected the experiences of areas worst affected by the 
present peak of the pandemic in previous weeks, with any such rise in admissions to the 
hospital expected to commence within the following three weeks. Whilst community 
prevalence rates may be dropping, their impact would take some time to be felt at the 
hospital. Cases of Respiratory Syncytial Virus (RSV) in children were also anticipated to 
exceed usual levels by 30% in the autumn of 2021 given lower immunity in the population 
after COVID restrictions. This may also apply in influenza and other respiratory conditions.   
 
The Board noted the report.  
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072.21 Building Better Emergency Care – Outline Business Case 
 
The Chief Financial Officer presented the case, which had been through a series of 
assurance processes prior to review by the Finance and Infrastructure Committee on 21st 
July 2021. This meeting had recommended the proposals to the Trust Board for approval. 
In addition, members had received a detailed briefing on the plans at a Board 
Development Day on 30th June 2021.  
 
At present, the Emergency Department was housed in a facility that was approximately 
40 years old. As a result, this placed limitations on provision of services which had led to 
the redevelopment being proposed. In December 2018 the Trust had been awarded £58.3 
million of national capital investment funding by the Department of Health and Social Care 
to undertake the project. Subsequently the Strategic Outline Case had been approved by 
Trust Board on 25th September 2019. Should the Outline Business Case be approved by 
Trust Board and then the national authorities, it would proceed to the Full Business Case 
which would confirm the final details of the facility. The completion of the first two elements 
of formulating proposals had cost £2 million which was already included in the Trust’s 
financial planning.  
 
Planning consent had been granted by Portsmouth City Council on 21st July 2021 following 
a lengthy period of collaboration with their relevant officers. Support from local 
commissioners and the Integrated Care System had been confirmed by formal 
correspondence received on 23rd July 2021. An additional capital funding request for £3 
million would be necessitated by the proposed Emergency Department; this was to cover 
work which would ensure that it was fully integrated with the rest of the site and suited 
future demand. This had increased the total cost to £63.3 million, with £1.5 million (of the 
additional £3 million) to be allocated to cover this in each of the financial years 2022 – 23 
and 2023 – 24. This had also been discussed with NHS England & NHS Improvement as 
well as the Department of Health & Social Care.  
 
Under the present schedule, October 2024 would see the vacation of the present 
Emergency Department, with the reassigned purpose of the area on C level to be decided. 
Any costs arising from this would be absorbed by the service involved. There was no direct 
requirement for additional staffing in relation to the proposals. 
 
Should progress be made as intended, the Full Business Case would be presented to 
Trust Board in May 2022. Construction work would then commence in the autumn of 2022 
and last approximately two years. 
 
The Chief Operating Officer highlighted the improvements for efficient pathways and 
patient experience that would arise from the redevelopment of the Emergency 
Department. Clinicians had been involved at all stages of discussions, with key benefits 
identified including the treatment of adults & children in single rooms, enhanced 
resuscitation capacity and easier access to CT scanning. In addition, the learning taken 
from the pandemic had been applied to the creation of separate patient pathways to 
minimise the risk of cases of healthcare acquired infection. The improved patient flow 
which would result should then have concomitant impacts on waiting times, ambulance 
handovers and areas where bottlenecks had emerged in current provision. 
 
Given these clinical considerations, the Chairman requested that Quality and Performance 
Committee should include Building Better Emergency Care in future agendas as 
appropriate. 

Action: COO      
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Christine Slaymaker welcomed the report in her role as Chair of Finance and Infrastructure 
Committee. It had covered the areas of assurance they had raised and resolved their 
questions in full. The Committee had also covered the future proofing of the project in 
depth, focusing on engagement with the South Central Ambulance Service and the 
application of knowledge gained during the pandemic to the evolution of proposals 
(particularly infection prevention and control). This discussion of matters beyond the 
financial aspects had allowed for the mature consideration of the project and confirmed 
the justification for the additional £3 million requested. Procurement procedures and any 
potential future liabilities (e.g. increased cost of construction materials) had also been 
covered. Given this, the Committee recommended the case for approval.  
 
Graham Galbraith concurred, noting the transformational nature of the new facility for the 
Trust. The Chairman wished to reflect her thanks to those involved for their work on the 
matter and their insight in forming the details of the plan.      
 
The Board approved the submission of the Outline Business Case to NHS England & NHS 
Improvement and the Department of Health & Social Care. 

  

073.21 Integrated Care System – Design Framework  
 
The Director of Strategy and Performance outlined the provisions of recent national 
documents relating to Integrated Care Systems and their implications for future joint 
working with partners. The overview of the Integrated Care Systems Design Framework, 
alongside the revised System Oversight Framework released in June 2021 were the key 
publications in this regard. These consolidated the four principle purposes of Integrated 
Care Systems, which were improving outcomes, tackling inequalities, enhancing 
productivity & value for money and supporting broader social & economic development.  
 
The Design Framework had two main component parts; the establishment of an Integrated 
Care Partnership and an NHS body which would be created for the Integrated Care 
System. The former was a system-level collaboration between NHS bodies and local 
authorities, whose main role was the development of a strategy created to meet the needs 
of the population in the area. This will be led via a Board, with the Chair to be appointed 
jointly.  
 
The NHS body would establish the shared priorities for health services across the footprint 
and would lead on the integration agenda. Major areas of activity would include the 
allocation of resources to achieve strategic objectives, embedding collaboration and the 
establishment of appropriate governance arrangements. It would also be led by a Board 
which would oversee its activities as a unitary body. Membership of this would include 
Non-Executive Directors, Executives (including a Chief Executive) and partner members 
representing an NHS trust, primary care and local government. Private provider 
collaboratives were also specified in the Design Framework as part of the future 
landscape.  
 
Integrated Care System boards would provide accountability for the performance of the 
organisation across the region. However, individual organisations’ boards would retain 
their role in being responsible for their performance. This would also be applied through 
provider licences and Care Quality Commission regulation. The System Oversight 
Framework would support this through the alignment of priorities between organisations 
and the identification of areas requiring external support from NHS England or NHS 
Improvement. The document had also introduced a new theme, namely the achievement 
of local strategic priorities. It was anticipated that the framework would assign one of four 
levels of oversight to which the Integrated Care System would be subject. This would 
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mirror the arrangements for the Single Oversight Framework and range from light-touch 
regulation to the provision of input and support where required. 
 
The Chairman referred to the progress being made on this, with the Chair and Chief 
Executive for the Integrated Care System NHS body having been appointed. Guidance 
and provisions for the area were being published and updated regularly; the Chief 
Executive Officer would ensure that members were apprised as required and involved in 
related discussions. The Trust would also take its role in shaping proposals and ensuring 
benefits were delivered for the local population.  
 
Christine Slaymaker sought assurance that funding arrangements and aligned incentive 
contracts would be managed in a consistent and sustainable fashion. The Director of 
Strategy and Performance would be working with the Chief Financial Officer to ensure that 
decisions made did not add unnecessary risk to either the system’s position or those of 
individual providers. The Chief Executive Officer added that collaboration would make it 
unlikely that different contractual models were in operation within the same Integrated 
Care System. It was also anticipated that needs-based assessment would remain in place 
for funding decisions.  
 
Graham Galbraith asked how other structures would be realigned to ensure that they 
worked effectively with these new system-level bodies. The Chief Financial Officer 
referred to the integration of the eight Clinical Commissioning Groups in the region into 
one covering Hampshire and the Isle of Wight. This would assist with embedding the 
different level at which decisions were to be made. 
 
David Parfitt inquired as to how duplication or administrative ambiguity would be avoided 
with the introduction of additional governance structures. The Chairman referenced the 
work undertaken by the Chief Executive for the Integrated Care System NHS body in this 
regard, with the issue being acknowledged by all parties.  
 
Vivek Srivastava observed the potential imbalance between the responsibility for service 
delivery held by the organisations within an Integrated Care System and their influence in 
policy formation. Aswinkumar Vasireddy added that the inclusion of all stakeholders in the 
process, and the resolution of any potential conflicts within their views or interests, 
required sensitive management. The Chief Executive Officer stated that the representation 
of the local community within the unitary boards that would be established should help 
resolve issues arising from this; however, relationship management would be a central 
role for these bodies. Resilient pathways across the region would also be imperative in 
delivering the benefits of system-level collaboration and assist with benefits of scale.        
 
The Board noted the report.  

  

074.21 Quality and Performance Committee feedback 
 
The Committee Chair (Martin Rolfe) summarised the recent meetings, with the themes of 
COVID-19 and site pressures discussed in a manner which was reflected in much of the 
content of this Board meeting. The focus on reducing the number of patients who were 
deemed medically optimised for discharge had been clear, with the role of system co-
operation being of crucial importance. The workforce issues arising from self-isolation had 
also been considered (in particular for Maternity Services), with the risk associated with 
depleted staffing requiring balancing against infection prevention and control. As a result 
of this conversation, a new entry had been added to the Risk Register. 
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Maternity Services had been covered extensively, with the findings of the Care Quality 
Commission and the Improvement Plan for the area considered in depth. The work being 
undertaken was commended, as was the involvement of Inga Kennedy as the Non-
Executive Director with responsibility for the service. The Chief Nurse referred to the 
focused inspection of Maternity Services held on 20th May 2021. This visit had been 
welcomed by staff, with the conclusions in the report published on 28th July reflecting the 
Trust’s internal observations. The improvements made since the previous review had 
been recognised by the Care Quality Commission, with the understanding and vision of 
the new leadership team having been notable.  
 
However, some staff had commented that they felt unable to raise concerns as they would 
wish, and this would be a central focus for the future. The final report contained one ‘must 
do’ recommendation (regarding the timely review of policies to reflect current guidance) 
and 11 ‘should do’ areas for improvement which would be addressed through the 
Maternity Improvement Plan. The Maternity Committee would provide governance and 
oversight of this, reporting into Quality and Performance Committee. The Chief Nurse 
wished to record her thanks for those involved in this process and welcomed the imminent 
arrival of 25 midwives and two obstetricians to support the delivery of the required 
improvements. Inga Kennedy would continue to work with the Chief Nurse and Director of 
Maternity Services & Midwifery, with the recent completion of the submission for the 
Clinical Negligence Scheme for Trusts as an example of this.    
 
Assurance had also been received regarding the progress of electronic prescriptions and 
medicine administration. In addition, the Annual Safeguarding Report 2020 – 21 had been 
presented; this had demonstrated the problems arising from the pandemic (e.g. domestic 
abuse whilst movement outside the home was constrained) and the Trust’s appropriate 
response to this which included staff redeployment. The Committee wished to commend 
the work of those involved with mitigating the present situation.  
 
The Chief Nurse introduced the Quality Accounts 2020 – 21, with the content following a 
national prescribed format in many areas and reporting having been affected by the 
pandemic. Quality and Performance Committee had commended the document for 
approval, with its publication on schedule with the required deadlines. The Chairman was 
satisfied with the content and hoped that the Director of Communications & Engagement 
would be able to communicate its positive messages in a manner which suited a lay 
audience.  
 
A never event had been reported. It had been noted that the issue had been observed 
and raised by a junior clinician at a preliminary stage, which was a positive sign regarding 
the safety culture at the Trust.    
 
The Board approved the Board Risk Register, Quality Accounts 2020 – 21 and 
Safeguarding Annual Report 2020 – 21. 

  

075.21 Safety, quality and operational performance report analysis 
 
The Medical Director thanked the Quality and Performance Committee for their input and 
support during the recent period which had been appropriate for the challenges faced by 
the Trust. The risks to quality and safety associated with the current combination of 
pressures were acknowledged by all parties, with elective recovery continuing despite the 
increase demand for urgent care. Given the bed base allocated to elective care at present, 
any downward pressure on its size would have a significant and direct impact. Therefore, 
all potential risks being observed at present were being recorded, monitored and mitigated 
as effectively as possible in a timely fashion. Systemic and human factors involved in this 
were also being tracked, with civility and respect in communications whilst under pressure 
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being emphasised. This allowed staff in areas such as the Emergency Department to 
operate in a manner which reflected the evolving position as closely as possible.  
 
The Chief Nurse reflected many of these points, with safe services relying on proven 
solutions which were effective when placed under stress. As a result, the learning taken 
from previous periods of high demand had seen the reintroduction of measures to increase 
mitigation (e.g. daily safe staffing meetings had a greater patient safety focus, use of 
military support where appropriate for service provision). Infection prevention and control 
was a further area of activity given the recent gradual rise in COVID hospitalisations.    
 
The Chief Operating Officer noted the importance of both the volume of demand arriving 
at the Trust and referring patients to more appropriate care settings where suitable. The 
resilience of the teams delivering services would also be crucial and require evaluation 
should the current scenario remain in place for a protracted period.  
 
Christine Slaymaker sought guidance as to how Finance and Infrastructure Committee 
could support the work of Quality and Performance Committee; the review of committee 
effectiveness had highlighted clinical engagement at meetings as a key strength of the 
body. This was with reference to a discussion the latter had held on cleaning standards, 
which her committee had previously considered from a financial perspective. The Chief 
Nurse was working with the Estates and Facilities Team on this matter, with progress 
reported to the Infection Prevention and Control Transformation Group. A detailed review 
of the cleaning standards was underway and would be fed into Trust policy once the work 
had concluded.  
 
The Board noted the report. 

  

076.21 Finance and Infrastructure Committee feedback  
 
The Committee chaired by Christine Slaymaker had reviewed the recent telephony issues 
mentioned under minute 069.21. The replacement of the switchboard concerned had been 
the subject of a business case presented to Finance and Infrastructure Committee on 23rd 
September 2020 which had been agreed. Aspects of this were being accelerated to 
resolve the issues arising from the incident; however, it had been noted that the root cause 
(a power surge) was not connected with the equipment itself.  
 
The financials risks that had arisen recently were also considered. While the Trust’s 
position remained relatively stable, planning for the second half of 2021 – 22 was 
becoming more complex in the absence of national guidelines. This particularly applied to 
the Elective Recovery Fund (where targets require to receive grants may become higher), 
fluctuating costs associated with staffing and the need to recommence the Cost 
Improvement Programme whilst demand remained at an elevated level. The outpatient 
pharmacy project had experienced a delay, although the new timetable appeared to be 
robust.  
 
The Board noted the report. 

  

077.21 Financial performance report analysis 
 
The Chief Financial Officer referred to the conclusion of the present financial framework 
at the end of September 2021. This included additional funding available to accelerate 
elective recovery; however, the nature of its replacement from October 2021 onwards was 
not yet clear. At present, the Trust was reporting a broadly balanced position, with a deficit 
of £26,000 for the year to date. However, receipts from the Elective Recovery Fund had 
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exceeded original estimates by approximately £4.6 million. This had been 
counterbalanced by increased workforce spend, resulting from increased activity. 
Planning for the second half of 2021 – 21 would have to be cognisant of the non-recurrent 
nature of Elective Recovery Fund payments.  
 
It was expected that the regime for the remainder of the financial year would only be 
clarified in September 2021. However, it was apparent that the efficiencies required to be 
delivered would increase; cost savings in the region of 3% savings may be required. 
Meanwhile, allocations were expected to continue on a block basis as was the case for 
the first half of 2021 – 22. Any pay settlement would be backdated to 1st April 2021 and 
nationally funded based on the Trust’s workforce establishment. As a result, the only 
expected costs arising were associated with new appointments made since the start of 
the financial year. 
 
The capital expenditure profile for 2021 – 22 was front loaded, with 32% of the annual 
budget having been spent in quarter one. The chief contributor to this was the construction 
of the modular wards on the site of the North car park. The Trust’s cash position remained 
healthy, with £5 million of the £15 million of liquidity related to undertaken annual leave 
carried forward from 2020 – 21. Rapid payment of non-NHS business suppliers was being 
prioritised given the wider economic position and potential importance of income for their 
sustainability.    
 
The Board noted the update. 

  

078.21 Workforce and organisational development performance report analysis  
 
The Chief People Officer focused primarily on workforce, in terms of capacity and 
wellbeing. The establishment had been increased slightly due to business cases; 
however, temporary staff had been engaged to provide cover for those self-isolating or 
otherwise unable to attend. Whilst this had essentially used bank staff rather than agency 
workers, the fact that this led to an employee base in excess of the funded establishment 
placed pressure on Trust finances. However, the number of staff who were self-isolating 
had recently reduced and a system for the management of such situations had also been 
introduced.  
 
Turnover had increased; this had been anticipated given the fact that very few people had 
changed jobs during the height of the pandemic and was at a reasonable level (10.4%). 
The vacancy rate had also risen, but from a very low base and mainly as a result of the 
increase in the establishment mentioned previously.  
 
Wellbeing support and staff development were areas of activity, with coaching and 
mentoring being expanded. An additional 15 staff members would be able to take on such 
roles in a fully accredited capacity by 2022. Affina team coaching had been launched and 
would work on developing the sense of shared purpose within staff cohorts as well as 
across different services. The action learning set model had been applied to nursing 
having been well received by the Senior Leadership Team when trialled there. React 
mental health training would support managers in identifying potential moral injury in staff, 
with 15 Trust staff able to deliver this internally as well as including this within the Passport 
to Manage system. Gary Hay added that the Workforce and Organisational Development 
Committee would monitor the return of standard whistleblowing arrangements after the 
Freedom to Speak Up team had amended their activities in response to COVID-19.  
 
Christine Slaymaker returned to the theme of family life raised under minute 068.21 and 
the importance of the home for staff experiencing heightened workplace demands. As a 
result, it may be important to consider this theme throughout meetings in coming months 
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and also consider how support can be offered to the families themselves. Vivek Srivastava 
related his experience that, traditionally, redeployment had been followed by a period of 
normalisation and recovery once the individual concerned returned to their standard 
duties. The fact that this had not been possible since the start of the pandemic was a 
further factor which required inclusion in planning. The Chief People Officer acknowledged 
this, with the establishment of a wellbeing day and the distribution of letters to the children 
of staff explaining their parent’s role during the recent period being well received. The 
expansion of such responses was being considered at present. The military had signalled 
their ability and willingness to support such efforts. The Chief Executive Officer would also 
ensure that this was included in any flexible working policy.  
 
The Board noted the report.  

  

079.21 Audit Committee feedback 
 
The Committee Chair (David Parfitt) noted that the external auditors have given an 
unqualified opinion on the Trust’s Annual Report and Accounts 2020 – 21, with the value 
for money conclusion having been signed subsequently. This delay had been caused by 
the new form of a report specified by the National Audit Office and had not had any 
material impact on the auditor’s view.  
 
The meeting of the Committee on 12th July 2021 had undertaken a detailed review of the 
internal audit on medical staff leave. Given the “limited assurance” opinion by the internal 
auditors, the Audit Committee had referred it to both the Quality and Performance 
Committee and the Workforce and Organisational Development Committee for follow up. 
A counter fraud strategy had been presented to the Committee in line with the new 
standards for the area and was commended.     
 
The Board noted the report.  

  

080.21 Record of attendance  
 
The record of attendance was noted. 

  

081.21 Any other business  
  
The Director of Research was asked to identify key areas of work being undertaken in his 
directorate. A Research and Innovation Sub-Group had been established and would report 
to Quality and Performance Committee. This body would consider the large bank of 
information which had been gathered during the pandemic, as well as building on the 
Trust’s University hospital status which was celebrating its first anniversary. Major fields 
of study included diagnostics & genetic sequencing for coronavirus, nosocomial infection 
& policies on infection prevention & control and technological support for the trust (working 
alongside local businesses to assess the potential benefits of their services).  
 
In addition, relationships with faculties besides medicine at the University of Portsmouth 
(e.g. law, business) were being cultivated. The cosmology department offered some high 
calibre scientists, whose expertise on data analysis may well prove to be applicable to the 
Trust’s research work and clinical delivery. Graham Galbraith referred to the co-operation 
between the hospital and the University during COVID-19, with the next logical step being 
the appointment of the academic chairs which have been under consideration in recent 
months.    
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The Chairman requested that an item on research should be added to future agendas. 
This was agreed by the Director of Research.  

Action: DR 

  

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

  

083.21 Conclusions on key messages from the meeting  
 
The Chairman anticipated a return to Board meetings in persons once circumstances 
allowed.   

  

084.21 Additions to Board Assurance Framework and Risk Register 
 
This had been considered in depth under minute 049.21 and would be raised with the 
Interim Director of Governance and Risk upon her arrival in August 2021. 

Action: CEO 

  

 Date of Next Meeting: Wednesday 29th September 2021 9.30am at Royal Maritime Club, 
Queen Street, Portsea, Portsmouth PO1 3HS 
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ROLLING ACTION POINTS FROM: Trust Board Meetings in Public                                                        
 

Minute Agenda Topic Summary of Action required  Owner Due Date  Update 
 
Status 

28th July 2021 

072.21 

 
Building Better 
Emergency Care 
– Outline 
Business Case 
 

The Chairman requested that Quality and 
Performance Committee should include 
Building Better Emergency Care in future 
agendas as appropriate. 

COO 
29th Sept 
2021 

The revised governance for Building Better 
Emergency Care links with Quality and 
Performance Committee 

Complete 

081.21 
Any other 
business 

 
The Chairman requested that an item on 
research should be added to future 
agendas. This was agreed by the Director 
of Research.  
 

DR 
29th Sept 
2021 

Included on the agenda as item 095.21 Complete 

084.21 

 
Additions to 
Board 
Assurance 
Framework and 
Risk Register 
 

Re: comments on Board Assurance 
Framework as raised on 26th May 2021 
This… would be raised with the Interim 
Director of Governance and Risk upon her 
arrival in August 2021. 
 

CEO 
29th Sept 
2021 

Raised with Director of Governance and Risk, 
response to Board comments outlined in agenda 
item 094.21 

Complete 
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Enc. 3a 3b 44   

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

TRUST BOARD – 29TH SEPTEMBER 2021 

Agenda item 
number 

091.21 

Executive lead Penny Emerit – Chief Executive 

Author Penny Emerit – Chief Executive  

Date report 
written 

21st September 2021 

Action required Noting 
 

Executive 
summary 

The Chief Executive has provided a report which offers an overview of activity at 
the Trust, the response to COVID-19 and progress made on strategic objectives. 
She has also outlined issues of current interest to the Board and indicated her 
top three areas of concern and clinical risk. These are as follows: 
 

• The issues arising from non-elective demand and the associated increase 
in bed occupancy and attendances in the Emergency Department, 
particularly those relating to patient flow and balancing any related risks. 

• The potential impact of any increase in Covid activity given the context of 
high occupancy and the fact that the equivalent period in 2020 saw an 
increase in the prevalence of Coronavirus. 

• Staff wellbeing given the demands of the pandemic and the fact that 
current activity levels had not offered any respite. 

 

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 

✓ ✓ ✓ ✓ 
✓ 

Enclosure Number 

3 
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Links to Board 
Assurance 
Framework 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
BAF 1 – urgent care, quality, performance and patient flow   
BAF 29 – delivery of strategic objectives whilst managing COVID-19 pandemic 
and recovery 
 
 

Links to Board Risk 
Register 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
RR 1401 – staff health and wellbeing during unplanned sustained pressure 
RR 1683 – risk to care during coronavirus outbreak causing overcrowding 
RR 1869 – risk of patient harm arising from cumulative demand associated with 
pandemic 
 

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. 
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Report from the Chief Executive 
 
Introduction 
 
1.1 The extremely busy period for the organisation and more widely across the NHS and 

primary care which I described in my July report to the Board continues. We are 
seeing an average of 330 people a day attending our emergency department, while 
we also continue to focus on elective activity to reduce waiting lists, as well as 
treating a fluctuating number of patients with COVID-19. 
 

1.2 Maintaining safe and effective services during this period of sustained and significant 
pressure remains our priority. We are focused on ensuring our patients receive the 
best possible safe care, that they are treated in the most appropriate setting for them, 
whether in hospital or the community, and that we are staffing and resourcing our 
teams appropriately to tackle the concurrent challenges they face. 
 

1.3 Today also gives us an opportunity acknowledge, discuss and consider the impacts 
of these pressures on our colleagues across PHU, and the ongoing need to focus on 
the wellbeing of our teams and individuals – it is rarely more important than when we 
are experiencing this level of sustained pressure. 
 

1.4 It is also vital we don’t lose sight of the teamwork, achievements and significant gains 
made in recovering our elective activity in the face of these challenges. Maintaining 
this momentum will be important as we head into winter, and we continue to seek 
innovative ways to address the challenge this brings. Our plan for the second half of 
the year (H2) sets out how we intend to balance: preparation for future surges from 
winter demand or COVID-19, ongoing elective recovery and delivery of cancer 
standards, and workforce resilience. 
 

1.5 Our planned development across QA continues in support of the operational plan, 
with the additional bedspace created in our new ward building to be available before 
the end of the calendar year, and construction of our new multi-storey car park for 
patients and visitors starting shortly.  
 

1.6 This meeting’s agenda gives us chance to reflect on the Care Quality Commission’s 
(CQC’s) report on our maternity services and the continued improvements we are 
making in that area, including oversight and scrutiny of our corresponding actions 
and performance. The agenda also presents the opportunity to discuss our operating 
plan for 2021/22 and financial settlement for the second half of the financial year. 
 
Operational pressures and elective recovery  

 
2.1 We continue to work with system partners across Hampshire and the Isle of Wight to 

respond to sustained levels of extremely high demand across urgent, emergency and 
unplanned care. With partners, we have an agreed improvement plan for urgent care 
which was reported to Quality & Performance Committee this month and we are 
developing a system-wide winter surge plan, alongside our own, which will come to 
the Board in November. 

 
2.2 We continue to treat between 55 and 65 patients with COVID-19, with up to ten per 

cent requiring intensive care currently. As well as impacting inpatient capacity, our 
robust infection prevention and control measures remain in place, with the need to 
maintain social distancing across QA having continued impact on outpatient and 
diagnostic capacity. 
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We remain conscious of those in our local communities who have not yet been fully 
vaccinated and we will be supporting the government’s Autumn and Winter Plan, 
working with partners to encourage everyone who is able to be vaccinated to take up 
the offer, and offering a booster programme for all colleagues as soon as we receive 
our supply of vaccines. 

 
2.3 We continue to follow national planning guidance (for the first half of the year) in 

recovering our services affected during the most recent wave of COVID-19 and are 
currently working to the elective recovery thresholds and demonstrating positive 
delivery against those (using 2019/20 levels as a comparator). It is anticipated that 
this focus will continue into H2. At the time of writing the planning guidance has not 
been published, however we continue to have an ongoing focus on the prioritisation 
of our patients requiring cancer treatment, and this will continue into the last two 
quarters. 

 
2.4 QA is now operating at Opel 4, reflecting pressures across the site. Increases in non-

elective demand continue to challenge capacity and we are working with our partners 
across the system to address this. Our planning for H2 reflects our ongoing response 
to these pressures and plans for winter.  
 
 

OPEL status No of days No of days 

Month July August 

OPEL1 0 0 

OPEL 2 0 0 

OPEL 3 0 4 

OPEL 4 31 27 

 
2.5 Acknowledging the ongoing pressures and challenges facing our colleagues and 

supporting them as best we can remains a key area of focus. The 2021 NHS Staff 
Survey was launched this month and we are encouraging all colleagues to share 
their feedback about working at PHU so that we can continue to improve. 
 
In addition, our Head of Equality, Diversity and Inclusion Candice Berry is currently 
leading an engagement programme to gather views from both inside and outside the 
organisation to help shape our first Equality, Diversity and Inclusion Strategy. A wide 
range of experiences, ideas and feedback is essential and we are encouraging 
colleagues, partners and our local communities to help shape this.  

 
Strategic Items 
 

COVID-19 Response: Autumn and Winter Plan 2021 
 
3.1 The government have announced their Autumn and Winter Plan 2021, which 

includes measures designed to prevent the NHS coming under ‘unsustainable 
pressure.’ 

These include encouraging everyone who is able to be vaccinated to take up the 
offer, offering the vaccine to 12 to 15 year-olds and launching a booster programme 
for the over-50s, younger adults with health conditions and frontline health and care 
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workers. We will start to offer vaccinations to colleagues who were vaccinated more 
than six months ago as soon as possible, in line with national guidance.  

3.2 The Care Quality Commission’s Urgent and Emergency Care Survey was published 
in September and showed that, despite the challenges we faced and continue to 
face, 87 per cent of ED patients rating their overall experience as seven out of ten or 
higher. Similarly, 96 per cent of patients said they were treated with respect and 
dignity and 95 per cent had confidence and trust in the doctors and nurses treating 
them. Like other feedback, we will look in the results in detail to make continuous 
improvements. 
 
Financial settlement 

3.3  The government has confirmed that the NHS will receive an extra £5.4 billion over 
the next six months to support its ongoing response to COVID-19 and to further 
restore elective activity. £478 million of this funding has been dedicated to continue 
the hospital discharge programme to support patients leaving hospital as quickly and 
as safely as possible, with the right community or at-home support. £700 million has 
been made available on a non-recurrent basis to support winter and elective recovery 
specifically. This additional investment provides welcome certainty for the NHS 
ahead of winter. 

At the time of writing, the funding envelope as it relates to both the Hampshire and 
Isle of Wight integrated care system (ICS) and its constituent statutory organisations 
remains to be confirmed. Specific funding allocations, together with detailed planning 
guidance for the second half of 2021/22, is expected by the end of September 2021. 
In the meantime, the ICS and NHS South East have been invited to put forward bids 
against the £700 million available nationally to support winter and elective recovery, 
with PHU fully engaged in this process. 

The main agenda presents the opportunity to discuss our draft operating plan and 
financial assumptions for the second half of the financial year. 

Strategic partnerships 

3.4 The strategy update on today’s agenda provides an opportunity to reflect on all our 
strategic partnerships. Working together at scale: guidance on provider collaboratives 
sets out NHS England and Improvement’s expectations for how providers should work 
together in provider collaboratives, as well as the benefits, enablers, and possible 
governance arrangements. It views provider collaboratives as one of several key 
components of system working and ICS delivery, and we continue to work with 
partners across Hampshire and Isle of Wight to progress this. 

3.5 Last month I was delighted to attend Portsmouth Historic Dockyard to re-sign the 
Armed Forces Covenant (AFC) onboard HMS Victory and reiterate our commitment to 
our military community and our partnership with Joint Hospital Group South, alongside 
commanding officer Karen Mccullough. We are privileged to have the role we do in 
supporting veterans, reservists, serving personnel and their families as patients.  

Quality and Operational Performance Items 

4.1 The Integrated Performance Report (IPR) and feedback from the Quality and 
Performance Committee provide the full detail on the performance and assurance 
provided to the Committee. The information below draws particular attention to the 
Trust’s performance in relation to avoidable harm and constitutional standard 
performance, noting the context under which the Trust was operating during the 
reported months. 
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4.2 Two never events were reported in July relating to a procedure carried out on the 

wrong patient, and another receiving an injection into the incorrect eye. Awareness of 
both incidents was widely shared within services immediately. 
 
There has been an increase in operational pressure during August, with a significant 
number of escalation areas open, this is reflected in the increase in patient safety 
incidents relating to staffing, pressure ulcers, tissue damage and ambulance hold 
breaches. 
 
Avoidable Harm 

 

  Occurrences 
since last report 
(July & August) 

Two-monthly 
trajectory 

Year to date 
position 

2021/22 
threshold   

C Difficile Jul – 3 

Aug - 12 

n/a  31 73 

MRSA BSI Jul – 0 

Aug - 0 

0 0 0 

E. coli BSI Jul – 7 

Aug – 13 

n/a 53 117 

Klebsiella BSI Jul – 2 

Aug – 7 

n/a 19 39 

Pseudomonas BSI Jul – 2 

Aug - 3 

n/a 12 24 

Community and 
hospital acquired 
category 3 and 4 
pressure ulcers 

July – 12 

Aug - 12 

n/a 41 57 

Falls which cause 
moderate, severe 
or catastrophic 
harm 

July – 4 

August - 7 

n/a 29 n/a 

Never events 
July – 2 

August - 0 

n/a 4 8 

 
*Targets for 2021/22 have yet to be published by NHS England and NHS Improvement 
 

Constitutional standards 
 

4.3 Performance against constitutional standards is covered in detail in the operational 
performance report within the IPR.  Performance for August should be considered 
against the background of the increasing demand for emergency care and recovery 
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of the elective programme with continued focus on treatment of urgent and cancer 
patients based on clinical review of patients.   

 
4.4 In July we achieved of 8 of the 9 key standards, with 62 day performance 

unachieved, with the same provisional performance for August. We continue to 
prioritise treating our patients with cancer and have consistently delivered good 
access of care throughout the pandemic, as recognised by the Wessex Cancer 
Alliance. 

 

4.5 There has been continued focus on treating cancer and urgent (P2 treatment < 4 
weeks) patients and a gradual increase in referrals. This has led to continued growth 
in the number of patients waiting for treatment. The waiting list has risen from 36,670 
at the end of March to a provisional position of 42,141 at the end of August. The 
Trust has returned to normal operating theatre capacity and is delivering an average 
of 224 theatre sessions per week. This has led to a continued reduction in the 
number of patients waiting >52 weeks from 3,104 at the end of March to a provisional 
position of 1,414 at the end of August. Social distancing continues to affect outpatient 
and diagnostic capacity. 
 

4.6 Provisional performance against the six-week diagnostic standard performance for 
August is 87.6% against a planned trajectory of 89.9 % against the 99% standard. 
Staffing levels remain a key challenge in maintaining MRI performance.  Nationwide 
shortages in specialist staff groups and reluctance of non-UK resident staff to travel 
during the pandemic has exacerbated the situation. An action plan has been 
developed to address this.  

 
Engagement and Recognition 

 
Media coverage and social media focus 

5.1       Media interest continues to grow around the pressures facing the NHS, and how the 
system is managing pressures across urgent, emergency and primary care. We 
continue to work closely with system partners around messaging on accessing the 
most appropriate care via NHS 111, helping patients recognise symptoms of RSV 
and access relevant treatment, and the roll out of the booster vaccination 
programme. 
 
We have facilitated and promoted the work of PHU in numerous pieces of media 
coverage, including local print and radio to promote the importance of being 
vaccinated against COVID-19, accessing the most appropriate care, research taking 
place at PHU and celebrating achievements of our colleagues through positive 
patient stories.  
 
Label1, the company behind BBC 2’s Hospital, are finalising their filming for the 
UKTV series looking at the work of our nursing and midwifery colleagues across the 
Trust, and we look forward to sharing more shortly.  

Awards and recognition 

5.2 I am delighted that nominations for our annual Pride of Portsmouth awards opened 
this month, and would encourage colleagues, volunteers, patients and members of 
the local community to nominate any colleague or team who has made a significant 
impact over the past year.  
 
Our colleagues continue to be recognised nationally and locally: 
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Nursing Times Awards 
PHU has been shortlisted for five Nursing Times awards: including categories for 
‘Rising Star’, Team of the Year, integrated approaches to care, technology and data, 
and public health nursing 
 
HSJ Awards 
PHU’s IT department have been shortlisted for this year’s Health Service Journal 
awards in the Driving Efficiency Through Technology category, and the team have 
also been shortlisted with the Health Tech News (HTN) awards. 
 
HSJ Patient Safety Awards 
Alongside partners South Central Ambulance Service, Portsmouth and south east 
Hampshire clinical commissioning groups and others, PHU were highly commended 
at the HSJ Patients Safety Awards for ‘Best use of Integrated Care and Partnership 
Working’. This recognises our work to create an innovative process via the NHS 111 
First model, to ensure patients receive the right urgent care service to suit their 
needs. 
 
MP briefings 
 
We continue to work closely with our local MPs and covered a number of topics at 
our most recent briefing with them earlier this month. We met virtually to discuss 
prevalence of COVID-19, admission and bed occupancy and our plans to restore and 
recover services, as well as changes to our estates, the wellbeing of our colleagues 
and the challenges associated with urgent care demand. 
 
We also updated Hampshire Adult Social Care Committee in July and Portsmouth’s 
Health Overview and Scrutiny Panel in September around our new emergency 
department and the challenges facing the NHS and our organisation currently. 

Risk and concerns 
 

Top three concerns 
 
6.1 These are my top three concerns for the Trust: 

 

• A period of concerted non-elective demand has led to increased occupancy in the 
emergency department and the overall bed base. The lack of empty beds inhibits 
patient flow across the site and therefore our ability to care for patients in the most 
effective and timely way. While the safety of our patients is the absolute focus, the 
position creates a difficult balance of risk between those patients in hospital and 
those awaiting treatment. 

 

• In September last year we saw a sharp increase in Covid rates both in the 
community and at the hospital, culminating in a particularly challenging second wave. 
At present, Covid rates in the community are far higher than they were at this time 
last year and bed occupancy is above 97%. Even with the remarkable effectiveness 
of vaccines, any increase in covid numbers could create significant challenges. 

 

• Colleagues have been extremely challenged over the 18 months from mitigating the 
impact of multiple waves of Covid prevalence and admission. This summer has 
provided no respite, with pressure similar to that of a bad winter. We fully recognise 
the vital importance of looking after our colleagues and have increased access to 
occupational health, given all colleagues a ‘wellbeing day’, relaunched our monthly 
staff awards and are recruiting wellbeing champions to promote its continued 
importance. 
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report QUARTERLY STRATEGY UPDATE: Q1 2021 – 22 
Board / 
Committee 

TRUST BOARD – 29TH SEPTEMBER 2021 

Agenda item 
number 

093.21 

Executive lead Graham Terry – Director of Strategy & Performance 
 

Author Graham Terry – Director of Strategy & Performance 
 

Date report 
written 

21st September 2021 

Action required Discussion / Noting 
 

Executive 
summary 

This paper provides an update to the Trust Board on the progress of the Working 
Together strategy as at quarter 1 (Q1) of 2021/22 (Year 4). This: 

• Provides an update on progress of Working Together  
• Sets the context for the current reporting period 
• Outline progress of Strategy into Action as part of our improvement 

approach, Delivering Excellence 
• Provides an update on progress, performance, and risks 
• Provides an update on key enabling strategies 

 
As reported in May to the Trust Board, the Trust priorities and areas of focus 
continue to be delivered in the context of recovering services affected by the 
pandemic; delivering services within a covid environment and managing the 
increasing urgent & emergency care (UEC) pressures. 
 
Whilst balancing these demands, during this period we have continued to maintain 
a focus on our key priorities: operational delivery and partnership working, patient 
safety, patient experience, supporting our workforce, making best use of our 
resources and a commitment to ongoing improvement 
 
Progress continues to be made with the deployment of Strategy into Action 
throughout the organisation. As previously, the intent is for the Working Together 
strategy and Trust priorities to have increased ownership and understanding 
throughout the Trust, and that staff be able to explain their role(s) in contributing 
in a meaningful way. 
 
The strategy implementation, as per each strategic aim, is updated, and despite 
the operating context of the Trust progress has been made in a number of notable 
areas as outlined in the paper. 

 

Enclosure Number 

4 
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In support of this there has also been continued progress made on our enabling 
strategies – across workforce, digital, estates, commercial and finance.  
 
 

Appendices 
attached 

Appendix A – Balanced Scorecard 
 

Recommendations The Board is requested to note the content of the report 
 

Next steps The following actions will be taken after consideration of this report: 
a) Incorporate ongoing implementation from delivering excellence 

supported through strategy into action 
b) Monitor progress through Q2&3 of 21/22 

 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 
 

✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ 
 

✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

As per the Balanced Scorecard contained within the report 

 

Links to Board Risk 
Register 

As per the Balanced Scorecard contained within the report 

Compliance / 
Regulatory 
Implications 

Not applicable. 

Quality Impact 
Assessment 

No direct impact on quality. 

Equality Impact 
Assessment 

No direct equlaity implications. 
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1 

Trust Board Strategy Update – Year 4 (2021/22) Quarter 1: Working Together 

1. Purpose
This paper provides an update to the Trust Board on the progress of the Working Together strategy as 
at quarter 1 (Q1) of 2021/22 (Year 4). This: 

• Provides an update on progress of Working Together

• Sets the context for the current reporting period

• Outline progress of Strategy into Action as part of our improvement approach, Delivering
Excellence

• Provides an update on progress, performance, and risks

• Provides an update on key enabling strategies

2. Context
As reported in May to the Trust Board, the Trust priorities and areas of focus continue to be in the 
context of recovering services affected by the pandemic; delivering services within a covid 
environment and managing the increasing urgent & emergency care (UEC) pressures.  

Since the last update in May, the covid prevalence has increased, as can be seen on the graph below, 
however hospitalisations have not increased to the extent of the previous waves. At the time of writing 
the rate is high at circa 400 per100,000, with approx. 55-65 admitted patients (and 6-10 patients with 
Covid in Intensive Care). The reduction in admissions compared to the community prevalence rate can 
be attributed to the vaccine effect and Infection Prevention Control (IPC) measures. As such the Trust 
continues to deliver services with strict IPC controls in place (which impacts on capacity and staffing 
required). 

From a UEC perspective, the local system has been experiencing increases in demand across all 
partners (including primary care and the ambulance service). As such all are working closely to make 
improvements. This is being overseen locally by the system Operational Response Group (ORG), 
urgent and emergency care board, as well internally through weekly oversight including Operational 
Delivery Group (ODG). As a consequence the Trust has been under increased pressure in responding 
to this demand. 

However, as previously, despite such circumstances this paper demonstrates that the Trust continues 
to make positive progress with the delivery of the Working Together strategy, to the benefit of our 
patients, staff and communities.  

Page 29 of 244



2 
 

 
As reported in May, a number of key documents had been published nationally with specific focus on 
integration and collaborative working across systems.  Since that time additional papers are worth 
noting for the Trust Board that have been published: 
 

• Working together at scale: guidance on provider collaboratives – This sets out NHS England / 
Improvements (NHS E/I) expectations for how providers should work together in provider 
collaboratives, as well as the benefits, enablers, and possible governance arrangements. It 
views provider collaboratives as one of several key components of system working and ICS 
delivery 
 

• Several guidance documents from NHS E/I on Integrated Care Systems (ICS) guidance to 
support systems’ transition into statutory Integrated Care Boards (ICBs) by 1 April 2022, as 
discussed previously 

 
In addition, at the time of writing national planning guidance is expected to inform the second half of 
2021/22. A separate paper is to be presented to Trust Board this month.  
 
 
3. Implementation Plan & Delivering Excellence 
Progress continues to be made with the deployment of Strategy into Action throughout the 
organisation. As previously, the intent is for the Working Together strategy and Trust priorities to have 
increased ownership and understanding throughout the Trust, and that staff be able to explain their 
role(s) in contributing in a meaningful way. 
 
As reported to Quality & Performance Committee, Performance Review Meetings with Divisions were 
reinstated post the covid command structure in April and May, with focus on improvement and 
oversight of performance in all domains. This has resulted in evidence-based discussions and focus in 
terms of actions to drive improvement (supported by the development of revised scorecards). 
 
The Delivering Excellence framework (below) supports the purposeful implementation of the strategy 
through: 
 

• Strategic Initiatives: Long term transformational initiatives which enable long term organisational 

sustainability and cut across multiple True North domains. 

 

• Breakthrough Objective Projects: Projects which align to and deliver the Trust’s Breakthrough 

Objectives 

 

• Trust Projects: Includes a range of projects; projects directly derived from strategic initiatives, 

projects derived from breakthrough objectives that are too big for Delivering Excellence Every Day 

and/or are projects which are statutory or regulatory mandates 

 
As such, this approach will allow us to direct appropriate resources most able to make improvements. 
Consequently, actions across all these areas contribute to measurable improvements against the Trust 
True Norths. 
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4. Year 4 – Quarter 1 2021/22 Progress & Key Messages 
Outlined below is a summary of the progress made against the strategy implementation, as per each 
strategic aim. This is updated in the line with the context described above and in line with the ongoing 
Delivery Excellence implementation 
 

1. Fulfil our role for the communities we serve 

• Elective recovery – The Trust has attained the elective recovery thresholds for the first 
quarter of H1 (set nationally from 70% in April to 85% in June of 2019/20 levels). Guidance 
was revised nationally in July to be set at 95%. The total number of patients waiting over 
52 weeks has reduced over the first five months to 1414 (from 3142 at the start of 
2021/22). 
 
In addition, the HIOW ICS was awarded accelerator status to advance delivery of elective 
recovery. In doing so the Trust has been able to put on additional activity where possible, 
use alternate provision (such as insourcing and outsourcing) and look to advance digital 
solutions e.g. in pre-operative assessment. These plans have been jointly developed 
across the ICS and with local system partners across Portsmouth and South East 
Hampshire.  
  

• Provider collaboration: 
IOW Acute Partnership – This has remained active over the last few months, with 
progress being made in a number of key services, including Stroke, Urology, Cancer 
Services and the Core Emergency Services. In addition, further work is progressing with 
the enabling and corporate services. 
 
Acute Collaboration – Across the HIOW ICS work is underway to establish an acute 
provider collaborative. The governance arrangements are in the process of being 
established, as is the work programme and areas of focus. It is anticipated this will build 
on current specific joint working, and look to enhance focus on elective recovery and 
digital  
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• Building Better Emergency Care – The Outline Business Case was submitted in July 2021, 

following approval by the Trust Board. This is in the process of being reviewed by NHS E, 

whilst the programme continues to develop the Full Business Case (with the aim still for 

the summer of 2024 construction completion date).  

 

• Armed Forces Covenant (AFC) - The Trust re-signed the Armed Forces Covenant (AFC) to 

highlight the Trust’s commitment to military personnel and their families across our 

community. The Trust signed up to the AFC in June 2018 to ensure our promise to 

supporting the armed forces community is in our staff and patient policies, services and 

projects and make sure no current or former personnel are disadvantaged by serving 

their country. 

 

As part of UK Defence Medical Services, the Joint Hospital Defence Medical Group (South) 

and Portsmouth Hospitals University NHS Trust have a long-established relationship. 

Doctors, nurses and other Allied Health Professionals from the Royal Navy, Army and 

Royal Air Force have worked at Queen Alexandra Hospital in Cosham since 1 April 2005. 

 

The Trust supports Ministry of Defence personnel by incorporating them within clinical 

roles across the site to help them gain further experience and enabling them to carry out 

their military commitments anywhere around the world 

 

2. Support safe, high quality patient focused care 

• Quality Improvement 
- To provide assurance of the consistent delivery of high-quality care to our patients 

we have undertaken a comprehensive review of Nursing Standards and developed 
an accessible data base of all quality indicators. This Dashboard will measure clinical 
indicators so improvement goals and performance can be monitored over time 

- Through Delivering Excellence Every Day (DEED), four pilot wards and an outpatient 
department have commenced trialling 

 

• Development of Clinical Fridays 
- To support, help and understand the challenges staff may face along with identifying 

what is working and can be shared, “Clinical Fridays” are taking place every week 
(first part 0900 to 1100 in the clinical setting) 

- Matrons and Senior Lead Nurses share their observations and ideas and use their 
shared experience to generate a consistent approach to improving standards of 
nursing care. 

- This is providing a developmental model in a safe space for leaders to grow in 
confidence 

 

• Specific focus on the highest reported incidents: 
- Tissue Viability - The Tissue Viability Team have developed support for services 

focusing on triangulation of documentation between risk assessment, 
prevention/management plan and pressure ulcer risk category. The learning from 
investigations focuses on the assessment and prevention of tissue damage. A 
pressure ulcer working group has been created with matron engagement 
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- Falls - Work is ongoing with falls simulation training and two falls champion study 
days have been delivered. Falls training provided to AHP’s and is now included within 
junior doctor induction sessions. Monthly learning posters have been distributed 
describing local and national recommendations for preventing falls. Postural blood 
pressure compliance improvement projects commenced on wards 

- Medication - Further development of DEED within the Clinical Delivery Division, with 
a focus on medication errors and actions to improve reporting and reduce the 
percentage of potential harm. 

 

• The Maternity service has developed an overarching Maternity Improvement Plan. This 
plan encompasses the following areas for improvement: 
- Safety 
- Voice of women 
- Voice of our team 
- Quality improvement programmes 
- Partnership working 
- Regulatory requirements. 

 
The actions and recommendations from the Ockenden review received in December 
2020 and the CQC final report following their visit on the 20th May 2021 are reflected in 
the Improvement Plan 
 

• Real Time feedback continues to progress with feedback being explored by Patient 
Experience Group, and where improvements required these are being responded to 
 

• Deaf awareness training now in place with staff across the organisation asked to 
participate in training and an aspiration to link this to a deaf awareness champions role 
 

• A new steering group has begun to look at the wider piece around Accessible Information, 
encompassing a broad range of patient needs and there will be a significant focus on this 
over the next 6 months 
 

• PALS continue to receive messages from loved ones and the FLO team continue to 
support our patient experiences of keeping in touch, during the current restrictions to 
visiting. 
 

• Recruited an End of Life and Palliative Care nurse lead, who is currently scoping the 
service.  This will include the development of reporting for activity, quality, safety and 
experience of care; identify priorities for targeted interventions/quality improvement; 
team development and relaunch 
 

• Research headlines over the last quarter: 
- The Trust has recruited over 3,500 participants into clinical trials and studies and is 

currently the highest recruiting Large Acute Trust nationally. Nationally, when 

compared to all Trusts, including those with allied medical schools, PHU is ranked 

fifteenth. 

- The Research Team is maintaining an extensive portfolio of Urgent Public Health 

(UPH) studies and is ranked ninth overall nationally for all UPH activity. 

- The Portsmouth genomics research group has been awarded further funding from 

COG-UK to extend the viral sequencing work at the University of Portsmouth, in 
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collaboration with PHU. To date, the Portsmouth team has sequenced over 10,000 

genomes and access to the genomics work has also supported our IPC teams manage 

nosocomial infections. The new funding will extend our understanding of viral 

infection and patient outcomes locally.  

- PHU continues to make a significant contribution to research impact; the Trust has 

produced over 160 academic publications in the first quarter of the year and research 

and patient stories have been reported by local media. 

- Our collaboration with the University of Portsmouth is continuing to evolve. We are 

making good progress developing our joint clinical data research programme and the 

appointment of the first of our joint academic Chairs, a Chair in Clinical Data Science, 

is expected early next year. 

 

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

• The Trust has a plan to breakeven for the first half of 2021/22 and to continue its ability 
to ‘live within its means’. Performance is on track at the end of the first quarter, with the 
benefit of additional income from the Elective Recovery Fund  
 

• Implementation of the Financial Strategy for Improvement Plan continues with success, 
with notable achievements including earlier financial reporting, focus on workforce 
expenditure and improving timely payment to non-NHS suppliers 
 

• The Cost Improvement Programme was paused in 20/21 but a renewed focus on planning 
and delivery is in place to ensure we can meet requirements this financial year, consistent 
with our ambition to eliminate waste and live within our means 
 

• Capital planning: This year’s capital plan is circa £40m, mainly related to estates 
development including the implementation of additional bed capacity and progressing 
BBEC development. Currently the programme is on track 
 

• New style approach to Use of Resources analysis in place, which brings together 
benchmarks such as Model Hospital, PLICS and SLR to inform opportunity and 
improvements.  
 

• Financial reporting is evolving to’ live within our means’. This year’s breakthrough 
objective has been agreed as ‘living within an agreed affordable establishment’. Several 
supporting driver and watch metrics have been agreed to track delivery of this goal 
 
 
 

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

• Commenced a programme of work called ‘Every Voice Matters’ aimed at addressing 

inequalities in the workplace – our Equality and Inclusion team are running a series of 

engagement events to understand what we need to do, together, to ensure every 

member of staff working at PHU feels valued and is treated with respect and dignity.  

• Health and wellbeing plan is in place outlining the continuation of support for staff.  A 

Wellbeing Guardian is in place and we have continued training on Mental Health First Aid 
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with 296 staff now able to spot the signs and symptoms of mental ill health and provide 

help on a first aid basis.  

• New Quarterly Staff Survey commenced in July which included the nine questions asked 

within the National Staff Survey as part of the staff engagement theme which aligns to the 

NHS People Promise and NHS People Plan.   

• Re-launched Employee, Team and Volunteer of the month awards - updated web page, 
nomination and judging process. 
 

• Workforce metrics as outlined below demonstrate a reasonable position, these do though 
need to be looked at in the context of the current operational context: 

• Trust vacancy rate remains low but the sudden upturn in the economy is creating 
significant pressure for appropriate staff in all staff groups. 

• Turnover remains low, however increasing back to pre-pandemic levels 

• Sickness has decreased, back to levels more consistent with pre-pandemic.  Although 
is an area of focus for the Trust 

• Temporary staffing has increased as a result of a number of factors, which include: 
high occupancy; increased activity for recovery; slight increase in turnover in a very 
difficult recruitment market and challenging periods with rostering 
 

• Leadership continues to be strengthened in education and training with a number of 
improvement workstreams commenced aligned to current patient safety priorities.  
 

• New roles have been developed and implementation has begun with the first Anaesthetic 
Associates in post 

• Apprenticeship steering group established to align to workforce planning and new role 

development.  Apprenticeship policy being reviewed to enable the identification of 

appropriate apprenticeships in support of developing a sustainable future workforce 

pipeline, aligned to workforce planning requirements. New apprenticeships supported 

within Audiology, Radiology, Blood Sciences and Laboratory 

• External review underway of ACP/ANP pathways to ensure PHU is working within the 

national framework, we have a consistent approach to the roles and responsibilities and 

an appropriate governance framework in place.  A report will be provided with finding 

and any recommendations shared with appropriate parties 

 

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

• The section on enabling strategies highlights the progress being made with Estates and 
Digital strategies. 
 
 
 

5. Key Messages from the Balanced Scorecard – Quarter 1 Performance & Risks 
The balanced scorecard (Appendix I) 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). 

These have been aligned to reflect the updated risks on the BAF. 
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Strategic Aim 1: “Fulfil our role for the communities we serve”: 

• The associated indicators under this aim show the continuing work to recover services, within 

a challenging context. However positive work is under way in many areas. 

• As reflect in the context section, UEC pressures have increased, and as such are visible with 

associated performance indicators (ambulance handovers and occupancy). As covered under 

the BAF (1 & 29) and as part of the ongoing partnership work across the system, improvement 

plans are in place to respond to these challenges.  

• Performance against cancer standards for the most recent month, for the 62 day standard, 

(linked to BAF 21) has shown a deterioration. However, it must be noted the previous positive 

performance, and that across the other cancer access standards. Further mitigations are in 

place, and the treatment of patients with cancer remains a priority during recovery.  

 

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

• The scorecard for patient safety and patient experience reflects incidents and SIRIs 

• Of the BAF risks associated with this aim, focus safeguarding application of compassionate 

care, and maternity governance. All risks have identified mitigations and plans in place. 

 

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

• From the balanced scorecard the relevant performance indicator associated with capital is 

green and balanced alongside the BAF (7) with mitigations.  

• The red risk under this aim, associated with stranded patients, as previously reported can 

arguably be applicable to strategic aim 1 also with pressure on partners impacting on our 

ability to deliver our objectives. However, with greater emphasis through recovery on system 

and provider collaboration, this will help to mitigate the risk. 

 

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

• Whilst the performance metrics demonstrate delivery, as previously in the strategic aim 

update, the operational context and workforce pressures need to be considered which can be 

linked to the associated BAF risks 

• The key BAF risks associated with this aim are focused on: challenges in recruiting and 

retaining staff in a number of key areas (BAF14), culture (5), mandatory and other important 

training (6) and leadership capacity (30). For each, mitigation plans are in place and the 

combined risk will have ongoing oversight 

 

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

• As with previously BAF (16) regarding the physical environment of ED, balanced with the 

performance of ambulance holds.  Part of the benefit with the new ED build (although not 

until 2024), however the introduction of the Medical Village later in the year, will improve 

flow, with SDEC and additional bed capacity and mitigate the performance and then the risk, 

in this area. 

• The further BAF (2) associated with IT systems is in part mitigated by the elements highlighted 

with the BAF and also as per the update on the Digital Strategy. 
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6. Enabling Strategies 
As reported previously, underpinning the main Trust strategy are a number of enabling strategies 
focusing in more detail on the deployment of specific aspects. The following provides an update under 
each: 

• Workforce and Organisational Development Strategy – Delivery against key strategic objectives 
outlined within this strategy continues to be overseen by the Workforce and Organisational 
Development Committee.  Following a resource realignment in support of delivering our internal 
people priorities and those outlined within the national people plan, a number of new roles 
established are starting to embed.   
 

• Workforce Transformation – Function established to bring together workforce information, 

workforce systems (including rostering and ESR), new role development and the development 

of the partnership with the IOW.   Plans to implement a Workforce Transformation Board, 

with supporting terms of reference are in place. 

 

• Equality, Diversity and Inclusion – As referenced above commenced a programme of work 

called ‘Every Voice Matters’  

 

• Health & Wellbeing and Covid support – Significant wellbeing support remains in place as a 

result of Covid.  Increasing emphasis on mental health support for staff is being made available 

through a number of programmes.  

 

• Professional Education - Our partnership with University of Portsmouth continues to 

strengthen with a number of opportunities being explored.   

 

• Culture change –  Focus on a programme to embed and bring to life our values and behaviours, 

which make staff feel #proudtobePHU 

 

• Strategic Partnerships – HIOW/IOW.  Relationships are being built between the IOW and PHU 

HR Teams.  An overarching agreement to enable staff to work in either Trust is in place.  

Development of joint CSER programme is being produced to address medical shortages in 

both Trusts.  A travel time agreement has been proposed and agreed between both Trusts.  

 

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

• Digital Maturity – As reported last time having achieved HIMSS Level 2, the Digital Strategy 

sets out the target of reaching HIMSS level 5 by the end of March 2024. In order to support 

this a funding application has been made through the NHSx Aspirant or Unified Tech Funding, 

but an announcement has yet to be made. 

 

• Digital Business Engagement – The Trust has now successfully recruited all four Digital 

Business Partners (DBPs) supporting the clinical divisions within the Trust. The DBPs will 

support divisional boards and care groups in their digital needs and help shape the strategic 

direction for enabling digital transformation across the Trust. 
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• Intelligent Automation – Following the successful go live of the ED/SCAS patient record 

transfer automation, progress has now been made on the recruitment of the Head of 

Intelligent Automation (IA) and an IA Developer. With this dedicated resource the ambitions 

of the Digital Strategy regarding robotic process automation will be achievable. 

 

• Minestrone and Bedview – Incremental developments in both products had a focus on 

enriching the Clinical Document Repository, Renal Take-list, Advice & Guidance, Digital 

Medicines and Medical Device integrations, Assessments, Patient Noting and Referrals. 

 

• Strategic Outline Business Cases (SOC) – As part of the planned work for year 3 of the Digital 

Strategy, work has started on producing a SOC for both Patient Entertainment Systems and 

Transcription Services. Both cases will be presented to the IT Committee during Q3 2021/22. 

 

• Managed Print Services (MPS) – Following the go-live of the new Trust wide MPS service, 

visibility of the volume of printing across the Trust is now being reported, providing the sheer 

scale of the digitisation and paperless programme. It is estimated that 2 million sheets of 

paper are printed in the Trust each month. This data excludes the Medical Photography 

department. 

 

• Estates & Facilities Strategy – Ongoing oversight is being provided through the Estates & Facilities 
Committee and into FIC. The Trust’s major projects have been progressing under the banner of 
Building Better for the Future. Headlines from quarters 1 and 2 of 2021/22 include: 

o Installation of new modular ward block on the site of the north public car park and 
commencement of fit-out works 

o Enabling works for a new multi-storey car park for patients on the north public car park 
o Submission of the Outline Business Case (OBC) for the new Emergency Department and 

start of work to develop the Full Business Case (FBC) 
o Installation of new Interventional Radiography room (IR2)   
o Commencement of enabling works to create a new commercial Outpatient Pharmacy in 

the North Entrance 
o Further work to analyse the Staff Travel Survey and develop a Green Travel plan are 

underway 
o The Biodiversity and Greening Strategy for the QAH site has concluded and is now 

informing a project working with the Hospitals Charity to look at implementation  
 

• Commercial Strategy – Having been approved by Board at the end of March 2021 the Trust 
Commercial Strategy has now moved into its delivery and ongoing monitoring phase (with 
oversight from FIC).  
 
As one of the Trust’s key enabling strategies, the Commercial Strategy is fully aligned with the 
vision and strategic aims set out in our overarching ‘Working Together’ strategy and is focused 
upon providing commercially enabled means of accelerating improvements to the quality of 
services and infrastructure for our patients and colleagues.  
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The Commercial function has been successful in achieving sign off for 2 major business cases 
during the first half of 2021/22: 

o Outsource of Outpatient Pharmacy services to Lloyds Pharmacy - which is expected to 
deliver significant clinical benefits as well as delivering significant savings to the Trust 

o An expanded North Public Car Park - which will provide much needed additional public 
parking as part of the Trust’s Travel and Transport Strategy as well as making a direct 
contribution to subsequent commercial projects.  

Both the Outpatient Pharmacy and the North Public Car Park are expected to be fully operational 
before the end of the current financial year.  
 

• Finance Strategy – As referenced above, good progress is being made against the agreed 

improvement objectives, particular items of note being: 

 

• Optimise the use of our workforce: As part of Delivering Excellence and ‘Living within our 

means’, this year’s breakthrough objective has been agreed as ‘Living within an agreed 

affordable establishment’. As a result, in-depth analysis of our Total Workforce capacity has 

been undertaken, including root cause analysis of variation and countermeasure actions to 

address variation have been agreed by each clinical division. 

 

• Timely financial reporting:  Financial results are now reported on the first working day after 

month end, bringing forward financial reporting by 5 working days.  The provision of more 

timely financial data enables the Trust to earlier insight into the drivers of financial 

performance and take speedier actions to address any issues requiring corrective action. As 

we are the only Trust using SBS to have moved to day 1 reporting, we have also been sharing 

our learning with other Trusts and the national ‘One NHS Finance’ programme as an example 

of innovation. 

 

• Timely payments of non-NHS suppliers: particular attention to paying non-NHS suppliers in a 

timely manner has resulted in ongoing improvements in payment performance, consistently 

achieving payment of >98% of invoices within terms and 84% actioned within 7 days. 

 

• Skilled workforce: Finance team have achieved NHS Level 1 Future Focussed Finance 

Accreditation and achieved accreditation from AAT, CIMA, ACCA. 

Finance and Infrastructure Committee receive quarterly progress updates on the implementation of 

the plan. 

7. Conclusion 
Progress continues to be made in the delivery of the Working Together strategy, whilst the Trust 
operates in challenging circumstances. Key messages from this period of quarter one in year four are: 
 

• The Trust continues to deliver services, working closely with system partners, whether locally 
across Portsmouth and South East Hampshire, across the HIOW ICS or as part of the Acute 
Partnership with the IOW Trust.  
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• As part of Strategy into Action, the Trust has identified those longer term, transformational 
strategic initiatives that will contribute to the strategy and contribute to a number of the Trust 
True Norths.  

 

• This has been further supported by an improvement focus with the Divisional Performance 
Reviews 
 

• All enabling strategies have made good progress, whether that be the establishment of the 
equality, diversity and inclusion programme of “Every Voice Matters” (as part of the workforce 
strategy); establishment of Clinical Fridays; Continued delivery of the Maternity Improvement 
Plan;   successful ongoing delivery ED/SCAS patient record transfer automation; or, commercial 
developments including the outsourcing of the outpatient pharmacy service 

 
At the present time there are a couple of key risks that should be flagged that could impact on the 
strategy through the course of the remainder of the year. These include: 
 

• Variances in demand that impact on our operational plan, such that it adversely impacts 
capacity. This would include elements such as further increases in the prevalence of covid 
leading to increases in hospitalisations, the impact of flu and the implications of winter 
 

• The wellbeing and capacity of our workforce to deliver across all the identified priorities 
 
It will also be important over the next quarter and remaining period to continue to make progress 
with: 

• Our role in the ICS, the importance of Portsmouth and South East Hampshire and acute 
collaboration and the IOW Acute Partnership 
 

• Our ongoing focus to foster a culture to support improvement 
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c. 3a 3b 4  
Title of report BOARD ASSURANCE FRAMEWORK 
Board / 
Committee 

TRUST BOARD – 29TH SEPTEMBER 2021 

Agenda item no. 094.21 

Executive lead Alison Fox-St Marthe – Interim Director of Governance and Risk 

Author Alison Fox-St Marthe – Interim Director of Governance and Risk 

Date report 
written 

16th September 2021 

Action required Trust Board is recommended to adopt the Board Assurance Framework as 
attached. 

Executive 
summary 

The Board Assurance Framework has been reviewed in full since its consideration 
by the Trust Board on 26th May 2021. All risk scores have been considered and an 
update against each outstanding action has been provided. Developments on the 
points made by Board members in May are also discussed at the end of this 
executive summary. 
 
Two risks have increased in score. The first is the entry regarding system-wide 
pressure on the urgent care pathway (BAF1) and has increased from nine to 20 
following a request for a review of this risk at the May Trust Board meeting. It 
should also be noted that this risk has been revised to reflect the impact of 
external factors on the Trust. The other entry to increase in score relates to 
demand for capital spending (BAF7) and has risen from nine to 12. 
 
Four risks have reduced in score: 

• BAF5 (organisational culture does not support efficient, effective 
operation) has reduced from nine to four 

• BAF6 (take up of mandatory and other important training is below target) 
has reduced from 12 to eight 

• BAF32 (enhanced maternity governance arrangements are not yet 
sufficiently embedded) has reduced from 12 to eight  

• BAF33 (Risk of harm to relationships as a result of failure to recover 
services at the date expected / required) has reduced from 12 to nine. 

 
BAF5 and BAF6 are recommended for removal from the BAF. 
 
A new risk (BAF34) has been added. Whilst this reflects previous entries relating 
to a year-end break financial position, it also considers operational delivery. This 
is a result of the atypical activity currently faced by the Trust which is expected to 
remain the case over coming months. 
 
14 risks remain at their previously indicated score, although the reasons for the 
current rating may have changed.   
 
The risk regarding the definition of clinical strategies (BAF4) has reached its 
target rating but is not proposed for removal. It is recommended that the Board 
retains oversight for a further period, with the entry to be kept for monitoring in 
the light of coming significant changes to the external and statutory environment 
in which the Trust operates.   
 

Enclosure Number 

5 
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The revised ratings and rankings of all risks are attached as Appendix A, alongside 
a very brief rationale for the assigned rating. A heatmap of the current risk scores 
is attached as Appendix B. All these documents are based on a more detailed 
analysis compiled by the Trust under the stewardship of the Director of 
Governance and Risk. 
 
Going forward the Board Assurance Framework will align to the Delivering 
Excellence Framework and work will be undertaken by the Executive Team over 
the next few months before presentation at the Trust Board. 

Appendices 
attached 

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

Recommendations Trust Board is requested to adopt the Board Assurance Framework, including the 
removal of BAF5 and BAF6.  

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 Board’s assurance committees 
for review and consideration in terms of the formation of work programmes and 
agenda items.  

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 

 
✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓  
 

✓  ✓ 

Links to Board 
Assurance 
Framework 

Appendices A and B summarise the Board Assurance Framework 

Links to Board Risk 
Register 

Many of the Board Assurance Framework risks have associated Board Risk 
Register entries, indicated on the full framework document mentioned in the 
executive summary. 

Compliance / 
Regulatory 
Implications 

The Trust is required by its Provider Licence to maintain an effective system of 
internal control, of which the Board Assurance Framework is a key part. 

Quality Impact 
Assessment 

Effective management of the risks to the 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  Oct Jan Apr Sep  

1 BAF8 

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

✔ ✔ ✔  ✔ MD 12 16 20 20 ↔ 12 31.12.22 

Cessation of the alternative mental health pathway has caused a very significant rise in the number of people in the need of urgent mental 
health services, presenting and being brought to the Trust’s ED. The Trust’s MD is Chairing the PHU Mental Health Steering Group (MHSG) 
which links directly with the re-established Operational Mental Health Group. The MHSG will oversee the development and implementation of 
the metal health training strategy. A new action has been added with the aim of reducing this risk to the target score, the focus being on 
working with system partners to ensure existing patients needs are being addressed. The system work is the priority and therefore even 
though a number of actions have been closed the current position remain the same. 

2 BAF1 

System-wide pressure on the urgent care pathway with risk to quality and 
experience 

✔ ✔ ✔  ✔ 
COO 8 12 9 20 ↑ 12 31.12.21 

As a result of improvement actions delivered in the ED and other key areas of the Trust, and with the significant support of system partners, 
flow within and beyond the hospital has improved considerably over recent months.  However, significant demand over the last 8 weeks has 
put extreme pressure on the front door. This has led to an increase in ambulance handover times and flow through the hospital. There are 
actions plans in place to support improvement include admission review, in-hospital flow and discharge planning. As a result the likelihood of 
pressure on the urgent care pathway has increased and the current risk rating raised to 20. System wide meetings are in place and the Trust’s 
internal plans are reviewed and enacted.  

3 BAF28 

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

✔ ✔ ✔ ✔ ✔ CEO 12 16 16 16 ↔ 6 31.03.23 

Regional and national focus on delivery of recovery plans means that individual organisations will remain committed to delivery of their own 
objectives for some time. In that context, it is premature to reduce the rating for this risk, although it is likely that more comprehensive, 
system-based plans and projects will resume later in the year as analysis of new patterns of demand and pandemic related backlogs is 
completed. 

4 BAF23 

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

✔ ✔ ✔ ✔ ✔ DGR 12 16 16 16 ↔ 4 31.03.22 

An external review has reported and work is on-going to finalise the action plan which will support improved governance processes from ward 
to board. The Board will receive the action plan at its November 2021 meeting. It is expected that the action plan will take some months to 
implement and embed, hence the request to change the target deadline. The Trust has also introduced revised governance arrangements in 
Maternity in response to the Ockenden report, and until those changes are embedded and delivering planned improvements, it is 
inappropriate to reduce the rating significantly.   

Page 45 of 244



5 BAF2 

The Trust’s IT systems and infrastructure are not at the required level 
to support the Trust’s objectives. The current levels of investment in 
digital infrastructure will not deliver the Trust’s digital maturity and 
cyber security ambitions. 

✔ ✔ ✔ ✔ ✔ DSP 12 12 12 12 ↔ 4 31.12.23 

A number of developments have made progress, but the impact of COVID and the associated diversion of IT resources into meeting pandemic 
related demand has meant that not all have been delivered to the required standard yet.  The position is being recovered and further progress 
is anticipated.  The outstanding action is development and implementation of the Information Strategy and whilst it is anticipated that this will 
be approved by the end of December 2021, implementation will take between 12-24 months depending on the resources available. Therefore 
the target score will not be fully met until implementation is complete and therefore the target date has been changed to address that point. 

6 BAF3 

There is inconsistency in the application of basic, compassionate care 
in some parts of the Trust 

 ✔  ✔  CN 9 12 12 12 ↔ 4 30.09.21 

The monitoring of quality continued throughout the pandemic, and over the last few months additional governance has been put in place. The 
Nursing and Midwifery strategy has been approved but is a three-year strategy. The further roll-out of the Delivering Excellence Framework 
will help to ensure that all staff are clear about what is expected of them and whether required standards are being achieved. The ward 
accreditation scheme is being piloted and will link to the DEF programme timeline which will take 12-24 months. This risk links closely to 
BAF23 and the CN and DGR will discuss whether to merge these two risks for the next iteration of the BAF,  

7 BAF7 

Demand for capital spending in the Trust exceeds capital sums 
available 

 ✔ ✔  ✔ CFO 12 12 9 12 ↑ 8 31.03.22 

The Trust has made effective use of additional sums provided nationally and regionally during 2020/21 and has made a number of significant 
investments (eg, new ward space on the North Car-park, replacement and additional imaging equipment).  However, there remains a gap 
between demand for capital and its availability, which can only be managed by rigorous prioritisation of spending plans.  The Trust has 
submitted its second half (H2) of the year plan which will be presented to the Board in November 2021. There are risks to achieving the plan in 
terms of wave 3 of Covid and Winter Pressures and as such the risk has been increased. 

8 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 
and recovery. 

✔ ✔ ✔ ✔ ✔ COO 15 20 12 12 ↔ 6 31.03.22 

Planning for 2021/22 has been completed with the submission of the second half year plan (H2) but achievement of this and the strategic 
objectives is subject to managing the 3rd wave of the pandemic and the additional risks around winter. However, the Trust is on plan with its 
restore and recovery programme and it is hoped the third and forth quarter review will see a reduction in the current position of this risk. 
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9 BAF30 

Leadership capacity to deliver challenging objectives in the context of 
the pandemic and associated recovery programme  

✔ ✔ ✔ ✔ ✔ 
CEO 12 12 12 12 ↔ 4 30.03.22 

The Leadership are focussed on right sizing the organisation between now and March 2022 to deliver the restore and recovery programme. In 
addition, the 2021/22 second half (H2) plan is being developed for delivery from 1 October 2021. This plan is currently working through the 
Trust’s governance and will be presented to the Board in November 2021. Alongside this work continues with the Delivering Excellence 
programme which will align the strategic objectives to the capacity of the leadership team and provide discussion points around any 
disconnect, work on the strategic filter is on-going and being discussed by the Trust Leadership Team during September 2021. 

10 BAF33 

Risk of harm to relationship with partners, staff, service users, 
commissioners and regulators as a result of failure to recover services 
at the date expected / required by those groups 

✔ ✔ ✔ ✔ ✔ COO   12 9 ↓ 6 31.03.22 

Planning for the recovery of services post-pandemic is complete and all actions are either complete or on-going given the nature of the 
pandemic as a result the score has been reduced but given the 3rd wave of the pandemic is not at its peak and there are potential risks in 
relation to winter and associated issues the risk has not yet reached its target score. Planning for the last 6 months of the year could be at risk 
due to these aspects and so this risk requires close monitoring. 

11 BAF34 

Operational delivery within an overall balanced financial position ✔ ✔ ✔ ✔ ✔ CFO    12 ↔ 4 31.03.22 

Whilst the Trust continues to operate within a balanced financial position for the first half of 2021/22, expenditure (particularly against 
workforce) continues to increase and is temporarily being offset by non-recurrent income. Income parameters remain uncertain for the second 
six months of 2021/22 (expected September 2021) and for forward planning into 2022/23 (expected January 2022). Continued high levels of 
expenditure arising from management of the pandemic and associated costs of recovery and lost income arising from suspension of some 
activity during the pandemic are the main causes. The risk is monitored through the Trusts financial governance framework and all actions are 
on track. 

12 BAF9 

Demand for radiology/imaging services exceeds radiological capacity   ✔ ✔  ✔ COO 9 9 9 9 ↔ 6 31.03.22 

The Trust succeeded in delivering the diagnostic imaging standard in August against plan, which could indicate a reduction in the risk rating.  
In addition the Trust has been successful in bidding for community diagnostic hub. However, there may be unmet / unanticipated demand for 
imaging and radiology services hidden in the backlog of patients whose diagnostic tests and other treatments were delayed by the pandemic.  
The Trust needs to focus on capacity for MRI, non-obstetric CT and cardiac MR which is outlined in the radiology strategy. For this reason, it is 
proposed that the risk rating is left at 9. 
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13 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 

The 2021-22 international recruitment plan is to recruit 70 nurses, 20 AHP’s and 60 junior doctors.  As at end August the plan is on track to 
deliver for AHP’s and Nurses.  The medical plan will achieve 33 by end September.  A stocktake is underway to clarify any other vacancies that 
can be filled with this programme. In response to the Birthrate+ review: Midwives – as at end August there are a total of 35.6 fte vacancies out 
of a total establishment of 220.5 fte; 15 will be starting in the next three months.  Other recruitment activity is by advertising in the UK and 
with the ICS by collaborating on an international recruitment programme to onboard 10 before July 2022.  There are also 3 SpR level 
international medics joining O&G in September. 
 

14 BAF16 

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

The physical environment of the department has not improved since the risk was last rated. BAF 1 has been significantly updated and the 
current risk score has been increased to recognise the current system-wide pressures. Staffing in the department has improved (see BAF 14 
above) meaning that risks associated with a need to spread staff thinly amongst the numerous different areas, and/or deployment of 
temporary staff unfamiliar with the peculiarities of the layout are reduced. The long-term resolution of the layout and environmental 
challenges will be by the delivery of the Building Better Emergency Care and Medical Village projects.  Both of these projects were suspended 
during the pandemic but have now resumed.  The Board rejected the reduction in risk score proposed in April 2021 and as the situation 
remains the same and with additional pressure on the ED the score remains unchanged for this quarter.  

15 BAF21 

The Trust’s performance against key cancer standards is inconsistent  ✔ ✔    COO 9 12 9 9 ↔ 6 31.12.21 

The Trust met all the cancer standards in June but in July met 8 out of 9.  This is likely due to the planned reduction in theatre capacity during 
that month and an increase in referrals following recovery and more patients visiting their GPs. Risks around CT equipment have been 
managed. The Cancer Board is now meeting and undertaking deep dives which may identify areas for further work. It is therefore 
recommended that  the risk rating for this risk remains static for this quarterly review. 

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 8 8 8 8 ↔ 8 31.03.22 

Completion of all required safeguarding training was delayed by the challenges of managing the pandemic.  However, there is no evidence 
that safeguarding activities have reduced as a result of lack of training, and indeed referrals made by the Trust have increased during the 
lockdown period.  It is proposed that the risk remains on the BAF for the coming year, not only to ensure oversight of the conclusive resolution 
of training issues, but also to reflect the potential challenges of coming changes to the Deprivation of Liberty regime.  Trust policies, systems 
and procedures will all require review, and the risk of unlawful detention of patients under the new regime will need to be assessed once 
details of the new provisions are clearer. Training is now being offered face to face as well as online and in order to progress this further 
improvement trajectories will be required for areas that are not meeting the standard.  
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17 BAF32 

Enhanced maternity governance process changes are not yet 
sufficiently embedded to give consistent assurance that the Trust 
implements learning from all relevant incidents 

✔ ✔    CN   12 8 ↓ 4 31.03.22 

As a result of internal reviews of quality and governance arrangements in maternity, and subsequently of assessment against the Ockenden 
report’s recommendations, the Trust has revised the majority of its maternity governance policies and processes.  Although initial indications 
are positive with CQC reporting positively on shared learning, the new processes are not yet sufficiently embedded to give assurance that all 
relevant learning from incidents and complaints is extracted, shared and implemented, leading to risk of patient harm and reduced outcomes.  
Therefore, the final action will provide external assurance that the governance framework is embedded and until this is commissioned and has 
reported this risk will not meet its target score. 

18 BAF4 

The Trust’s clinical strategies are poorly defined ✔ ✔ ✔ ✔ ✔ MD 6 6 6 6 ↔ 8 31.03.21 

The Trust now has in place a well-articulated strategy for its mid-to-long-term development, and associated improved clarity in its objectives. 
Although this risk has been scored at a level below its target for some time now, it is not proposed that this risk is removed from the BAF at 
this point.  The Trust’s strategic position will remain under review in light of the changing external environment associated with the 
development of the Integrated Care System across Hampshire and the Isle of Wight, and the implications of the recent White Paper.   

19 BAF18 

There is a lack of capacity and expertise in a number of key “back-
office” functions 

✔ ✔ ✔ ✔ ✔ CFO 6 6 6 6 ↔ 4 31.12.21 

The majority of the original elements of this risk have been addressed.  However, there has been an Increase in priorities requiring estates 
and procurement input and in general there is a lack of funding for support functions given the competing demands on budgets across Trust.  
The procurement leadership gap has been filled by a fixed term appointment but wider team capacity challenges exist, against which 
mitigations are in place. Additionally, the Trust will, in the autumn of 2021, recommence it’s substantive Director of Estates, Facilities & PFI 
recruitment campaign.   
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PROPOSED FOR CLOSURE 

 BAF6 

Take up of mandatory and other important training is below target  ✔  ✔  DWOD 12 12 12 8 ↓ 8 31.12.21 

Whilst the impact on training was felt during the pandemic the actions taken to address this risk have been completed and mandatory 
training rates are in line with best practice. The main actions in relation to Military clinical colleagues supporting areas to release staff to 
attend training and revision of the delivery format for all statutory and mandatory training the have reduced this risk. In addition Health 
Roster is being trialled and rolled out and the improvement plan to achieve compliance was agreed with the Dentist’s and Doctors Negotiating 
Committee. There is a review of training compliance and an audit being undertaken which may highlight other risks or actions but this risk has 
been mitigated and is submitted for closure.  

 BAF5 

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

The original concerns and risks identified under this heading have improved significantly as a result of focussed work on understanding staff 
culture and addressing some of the most significant concerns, in major part through the Change Agent programme.  This work has now 
concluded and will be presented to the Board at its Development session in October 2021. The concerns around diversity and inclusion have 
been addressed and a new Head of Diversity and Inclusion is in post and following the implementation of the 2020/21 strategy is refreshing 
this based on the latest feedback. In addition the Professional Standards Committee which will focus on both clinical and non-clinical 
standards and equity across the piece has been established and is meeting regularly. Therefore the risk is proposed for closure. 
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Appendix B - Heatmap 

Impact score 
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 BAF11      BAF32 

10 

Moderate 3 6    BAF18 9      BAF5     BAF7

BAF9     BAF14 
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12   BAF3    BAF6

BAF7     BAF32  

 BAF30   BAF 34 

15  

Likely 4 8   12   BAF2    BAF33

BAF29 

16    BAF23    BAF28 20  

Certain 5 10 15  20    BAF8   BAF1 25 
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Title of report OPERATIONAL PLAN FOR H2 (SECOND HALF) OF 2021 – 22 
Board / 
Committee 

TRUST BOARD – 29TH SEPTEMBER 2021 

Agenda item 
number 

095.21 

Executive lead Graham Terry – Director of Strategy and Performance 

Author Graham Terry – Director of Strategy and Performance 

Date report 
written 

20th September 2021 

Action required Noting 
 

Executive 
summary 

Trust Board received a report on the Operational Plan for the first two quarters of 
2021 – 22 at its meeting on 31st March 2021. This had a focus on the recovery of 
services following the peak in the pandemic. As a result, the priorities were elective 
recovery, safeguarding Urgent and Emergency Care, the deployment of the Trust 
estate, wellbeing of the workforce and the delivery of a break-even financial 
position. 
 
Subsequently, the Operational Plan for the Trust was submitted to Board on 26th 
May 2021. Since that time  a core planning group has been developing the plans 
for quarters three and four. This has worked through the learning taken from the 
progress of the Operating Plan thus far and the implications of any announcements 
made regarding the remainder of the financial year. Whilst, at the time of writing, 
national guidance has yet to be issued it was expected that many of the 
arrangements for the first half of 2021 -22 would remain in place. 
 
The report therefore outlines the key headlines of the plan, the implications from 
H1 and the identified risks for the Trust Board to be aware of. The development of 
the plan is being overseen by Trust Leadership Team and was updated to Finance 
and Infrastructure on 21/09/21. 
 

Appendices 
attached 

There are no appendices attached to this report. 
 

Recommendations The Committee is requested to note this report. 

Next steps There are no prescribed actions arising from the consideration of this report. 
 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ ✓ ✓ ✓ 

Enclosure Number 

6 
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CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ 
✓ 

Links to Board 
Assurance 
Framework 

BAF34 – operational deliery within balanced financial position 
 
 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

The Operating Plan will be submitted to national authorities in line with 
requirements. 

Quality Impact 
Assessment 

No direct impact on quality, although Operational Plan will have an effect across 
the Trust and wider Integrated Care System. 

Equality Impact 
Assessment 

No direct equalities implications. 
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OPERATIONAL PLAN (H2) 2021/22 – UPDATE: 
Trust Board – 29th September 2021 

1. Introduction

This paper provides an update on the operating plan for the second half (H2) of 2021/22 following the 
previous briefing provided in May 2021.  In line with the national approach, the Trust has developed 
its operating plan for the first and now second half of the year. This paper outlines the key headlines 
of the Trust’s plans, focusing on the main priorities, activity and outcomes it will deliver, along with 
the underpinning workforce and financial plan to support its delivery.  

The intent of the operational plan for 2021/22 is to ensure that the Trust continues to recover from 
the pandemic and to continue to respond to its ongoing impact. The ongoing presence of covid in our 
community is being balanced with the need to continue to restore services, such as our elective 
programme. Whilst the roll out of the vaccination programme has decreased the impact on 
hospitalisations compared to the second most prominent wave earlier the year, plans for the second 
half focus on resilience for the winter period, protection of elective service and preparation for any 
further potential surges. 

2. Our plans for the (H1) first half of 2021/22

The key components of the Trust’s plan for April to September, responded to national and local 
requirements focused on: 

• Continuing to respond to the Covid-19 pandemic and prepare for any future surges

• Supporting the roll out of the vaccination programme

• Starting to recover the Elective activity that had been impacted by the pandemic

• Maintenance of our cancer performance and further recovery of services

• Supporting the health & wellbeing of staff

As previously, PHU’s operating plan set out to continue to deliver the strategic requirements for the 
Trust as identified through Working Together and to be implemented through a Strategy into Action 
methodology as part of Delivering Excellence. Below provides a high level “plan on a page” for 21/22: 
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At a headline level during H1 we have: 

• From a financial perspective we are forecasting a breakeven position at month 6 

• Activity levels have been broadly in line with the nationally set recovery thresholds (which 
uses 2019/20 as a comparator), with some variability across months and by area (and as such 
this has allowed the Trust to receive Elective Recovery Funding) 

• We have sustained good access for patients requiring cancer treatment during H1 

• Waiting times have increased in a number of areas / specialties as a consequence of the 
pandemic, however the total number of patients waiting over 52 weeks has reduced over the 
first five months to 1414 (from 3142 at the start of 2021/22). There does remain continued 
focus on patients with long waits 

• Urgent and Emergency Care (UEC) activity levels have been higher than planned in both the 
Emergency Department (ED) and Non-Elective (NEL) Admissions (having set the plan at 19/20 
levels), as such this has added pressure onto available capacity within the Trust  

• During H1 we have experienced fluctuations in covid admissions, at times this has increased 
to circa 80 patients, and consequently requiring additional surge capacity to be made available 
for high care and ITU. Infection Prevention Control (IPC) measures and practices have 
remained in place (including visiting restrictions, and reductions in some settings for social 
distancing, such as outpatients and diagnostics) 

 
3. Our plans for the (H2) second half of 2021/22  
 
Whilst national planning guidance for H2 is yet to be published much of the intent set out in H1 is 
expected to continue. PHU as part of the wider Hampshire & Isle of Wight Integrated care system 
(HIOW ICS) will be working to develop plans which will deliver services to the local population. 
 
Continuing the hospital’s response to managing with the presence of covid within our community, the 
impact of prevalence rates and hospitalisation will be a key factor underpinning our plan. Capacity will 
be based on that available to services whilst still operating within the context of covid (e.g. ongoing 
use of red/green space implications to the bed base, necessary ongoing increases to the ITU footprint, 
implications for theatre capacity, diagnostics and outpatient space allowing for social distancing etc)  
 
Key areas of focus in H2 will include: 

• Supporting workforce resilience, focusing on culture, improvement and health & wellbeing 

• UEC activity plan to be revisited from that set in H1 to reflect the increased levels of ED 

attendances and NEL admissions, to above 2019/20 levels 

• Working with system partners to best manage access to unscheduled care services either in 

or outside the hospital for front and backdoor services (e.g. via 111 First, Discharge to Assess) 

and increasing the capacity to deliver Same Day Emergency Care as an alternative to admission 

• Right sizing the Trust to ensure the right capacity is in place, supported by the right workforce 
to deliver the right care. This is with recognition to the current and ongoing UEC pressures, 
set alongside ongoing need to deliver elective care and care for patients with covid, and to 
include our learning from covid and responding to surge 

• As part of right sizing capacity this will include the increased provision of Same Day Emergency 
Care (as above) and the introduction of new modular wards from December, in order to 
support the Trust through winter; provide ongoing capacity to support our local patients and 
pathways with partners (such as the Isle of Wight) 

• Elective recovery being maintained at circa 95% of 2019/20 activity levels (to be revisited once 
the planning guidance is published)  
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• Cancer access to be maintained at the current levels, and as such meeting all 9 of the national 
standards (notwithstanding pressures in certain modalities and pathways, and the need to 
respond to changes and fluctuations in demand)  

• As with H1 plan, Covid measures will remain, associated with the IPC practices highlighted 
above. During H2 plans for a booster will be implemented in line with national guidance. 

• A balanced financial plan reflecting the needs outlined above, and ongoing covid costs 
 
 

4. High level timeline 
We are in the process of working up the activity, workforce, and finance plans, to reflect the above, 
which are being developed with system partners across the ICS. These will be reviewed as and when 
the national guidance is published. Below provides an indicative timetable for H2 in the absence of 
confirmed national timescales:  
 

 Sep Oct Nov Dec 

PHU activity submission  Complete    

1st cut finance submission  Complete    

Initial results published by HIOW Mid    

National Guidance expected  Late    

Trust Board -29th Sept Late    

PHU 22/23 planning commencing   Early   

2nd cut finance  Late   

HIOW Draft submission      Mid  

Final HIOW submission    Early 

 
 
5. Conclusion (including key risks) 
As is evident from the above, the H2 plan is building on the key areas of delivery from H1. These 
include:  

‐ Continued recovery of elective activity and the priority of access for patients requiring cancer 
treatment 

‐ Increased pressures from UEC to be reflected in the activity plan, supported by ongoing 
system partnership working on both front and backdoor plans 

‐ Right sizing capacity where possible, specifically:  bed and care space capacity and workforce 
(with the ability to flex with surge requirements) 

‐ Continued need for IPC practices to be maintained and the implementation of a booster 
programme 

‐ Delivery of a balanced financial plan 
 
The main identified risks to the plan for H2 are listed below: 

• Increasing levels of UEC demand across the system 

• Further surges in covid prevalence rates resulting in increased hospitalisations 

• The wellbeing and capacity of our workforce 
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Action required Noting and comment 
 

Executive 
summary 

To brief the Board on research performance at PHU against local and national 
benchmarks. 
 

Appendices 
attached 

There are no appendices to this report 
 

Recommendations Trust Board is recommended to note this report 
 

Next steps Progress the transition as a University Hospital 
 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 
 

✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ 
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Regulatory 
Implications 

Not applicable. 

Enclosure Number 
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Quality Impact 
Assessment 

No impact on quality 
 

Equality Impact 
Assessment 

No equality implications 
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TRUST BOARD PUBLIC OR PRIVATE   Agenda Item Number:  
        Enclosure Number: 
 
 

Subject: Board Performance Report, Quarter 2 – 2021/22 

Research Department 

Prepared by: 

Sponsored by: 

Dr Alice Mortlock, Head of Research 

Professor Anoop Chauhan, Executive Director of Research  

Purpose of paper To brief the Board on research performance at PHU against local and 
national benchmarks.  

For Information only 

Key points for Trust Board 
members 

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

National Research Performance 

• When comparing the number of patients recruited into research 
studies nationally, PHU is currently ranked 15th (n=742) (Chart 1a). 
The Trust has recruited 3,547 participants into research studies to 
date this financial year, sitting alongside large teaching 
organisations with an allied Medical School. 

• PHU was ranked first nationally when compared to other large 
acute Trusts (Chart 1b).  

• Patient recruitment into clinical trials and research studies at PHU 
is making a significant contribution to research activity within the 
Wessex region (chart 2). 

Urgent Public Health Research 

• Following the onset of Covid-19, recruitment into most research 
studies was paused nationally. Instead, attention turned to 
supporting Urgent Public Health (UPH) studies, which are complex, 
multi-arm and interventional. At the end of 2020/21, 8,282 
participants were enrolled into clinical research studies and trials 
at PHU, of which 4,457 participants were enrolled into national 
UPH studies.  

• The Trust is a leading site nationally for recruitment into the 
Recovery trial, aiming to identify treatments that may be 
beneficial for people hospitalised with suspected or confirmed 
COVID-19. In 2021/22, PHU is currently ranked 9th nationally for 
UPH activity (Chart 3) and has recruited 609 patients to date into 
the Recovery Trial. Nationally, a collective effort into fast-tracking 
patient recruitment has provided vital new evidence and resulted 
in changing practice to improve patient outcomes e.g. 
dexamethasone, tocilizumab and anti-monoclonal antibodies are 
now offered to Covid-19 patients as standard care; azithromycin, 
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aspirin, colchicine, convalescent plasma, hydroxychloroquine and 
lopinavir-ritonavir had not shown sufficient efficacy.  

• PHU is a leading site for recruitment into the REMAP-CAP trial 
(Randomised, Embedded, Multi-factorial, Adaptive Platform Trial 
for Community-Acquired Pneumonia), recruiting 117 Covid-19 
patients in critical care to date.  

• PHU (in collaboration with the Wessex Clinical Research Network 
and other partners) was awarded pump-priming funding in 
February 2021 from the Department of Health and Social Care to 
set up a research vaccine hub in the heart of the city. The hub was 
open for business six weeks later and has recruited 193 local 
participants into national booster vaccine trials to date, with 
results from these studies directly influencing central government 
public health policy publicised over a week ago.  

• The Trust was the first organisation to open the SIREN study in 
Wessex; this UPH study examines whether infection from the 
SARS-CoV2 virus protects against future infection. 317 staff 
members were recruited into the study. 

• In addition to delivering an extensive UPH portfolio, the research 
workforce was mobilised to work across the Trust supporting key 
functions (including intensive care, swabbing, the Covid-19 
dashboard, HR, Patient Liaison and medical care through the SpR 
on-call rota).  

• The Trust collaborated with the University of Portsmouth, 
sequencing the virus from infected individuals to identify trends in 
viral mutations and prevalence; a clinical case study is presented 
in section 5.  

Clinical and Patient Impact 

• PHU researchers continue to contribute to the international 
academic knowledge base; section 4 presents an overview of the 
impact of the cardiology department. Next, a patient story 
highlights the benefits of taking part in the “IronMan” study; a 
PHU led national study that has enrolled 88 local patients to date. 
The Cardiology Research Team provides a model exemplar of the 
PHU research strategy under the leadership of Professor Paul 
Kalra.  

• A team of volunteers, the “Patient Research Ambassadors”, has 
remained active throughout the pandemic, meeting virtually and 
supporting all PHU led research by providing a patient perspective 
on the study design and set-up. 

• Despite the pandemic and obvious focus on UPH research 
activities, our current metrics indicate we are making good 
progress balancing non-UPH vs UPH research activities, 
particularly when compared to other Trusts. In addition, our 
commercial research portfolio is expanding, supported by the 
Wessex Clinical Research Network “Managed Recovery 
Programme”. 

• PHU continues to make a significant contribution to research 
impact; the Trust has produced over 160 academic publications in 
the first quarter of the year. In addition, local media have reported 
research and patient stories. There have been 70 since the last 
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Board Report (this information not included in this Report but 
available on request). 

Looking ahead to Q3/Q4 

• Looking ahead, we continue to focus on growing our PHU led 
research portfolio and expanding our grant income. The COVID-19 
pandemic has led to many changes in the way hospitals work. The 
rigorous infection control measures and the need to eliminate any 
potential risk of infection spread is vital but can be time-
consuming.  This risk means there is an urgent need to develop 
contactless technology to measure patient vital signs in hospitals. 
Lifelight® is an app (developed by a company called XIM) for 
measuring vital signs, which can be used on smart devices 
equipped with a camera. The app can measure vital signs by 
detecting small skin colour changes each time the heart beats. This 
method means that it does not need to touch the patient. The 
NIHR-AI funded Vision MD study (CI Prof Chauhan) will advance 
the development and accuracy of the Lifelight® app for the non-
invasive measurement of vital signs. The technology can be rolled 
out across a wide range of settings, both within hospitals and out 
in the community. This innovative approach could enable the 
continued provision of high-level patient care while reducing 
pressure on nursing and equipment resources.  

• In a “first of its kind” research study due to open shortly, the 
respiratory research team will assess the carbon impact of inhaler 
prescribing practices. Inhalers are some of the most prescribed 
medicines in the UK and can be expensive. They form the mainstay 
of treatment for asthma and COPD. Some inhalers have a high 
carbon footprint; the outcomes of this study may inform and 
facilitate a drive to greener inhaler prescribing practices. 

• The development of a new Clinical Research Facility on site is due 
to start this autumn. The facility will support an expansion of 
research activity and increase capacity for more trials.  

• The department is developing a new research strategy to support 
the transition of the Trust into a University Hospital.  

Options and decisions required 

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

For information 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board's discussion 

Progress the transition as a University Hospital and develop a new 
University Hospital strategy.  

Develop more grant-funded, PHU led research for the benefit of our 
patients. 

 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

 

NHS South of England Procurement Services supports all research 
contracting. 
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Consideration of Public and 
Patient Involvement and 
Communications Implications? 

Patients and the public are embedded within research activities through 
our active Patient Research Ambassador scheme, and we have a dedicated 
Patient and Public Involvement Facilitator to oversee this work. 

One day a week of a dedicated communications officer based within the 
central communications team supports research.  

 

 
Enclosure Number: 

 

 

 

 

 

 

  

Committees/Meetings at which paper has been approved: Date 

  

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

Strategic Aim Support safe, high-quality patient-focused care. 

BAF/Corporate Risk Register 
Reference (if applicable) 

 

Risk Description  

CQC Reference  
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Research Performance and Impact  
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Quarter 2 

Financial Year 2021/2022 

 
 

 

Data obtained:  14th September 2021 
Research Office 
research.office@porthosp.nhs.uk 
Tel: 023 9228 6236 
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SECTION 1: PERFORMANCE 2021/22 - NATIONAL POSITION 

 

CHART 1a: PHU POSITION IN ENGLAND 2021/2022 - PATIENT RECRUITMENT (ALL TRUSTS, n=742) 

 
Source: NIHR Open Data Platform  
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CHART 1b: PHU POSITION IN ENGLAND 2021/2022 (LARGE ACUTE TRUSTS n=42

 
 
Source: NIHR Open Data Platform  
 

SECTION 2: LOCAL PERFORMANCE 2021/22 
 
CHART 2: PATIENT RECRUITMENT 2021/22 IN TRUSTS ACROSS WESSEX 

 
Source: NIHR Open Data Platform  
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SECTION 3: URGENT PUBLIC HEALTH (UPH) STUDIES 2021/22 

CHART 3: UPH RECRUITMENT 2021/22 - ALL TRUSTS 

 
Source: NIHR Open Data Platform  

  

Page 68 of 244



 

SECTION 4: RESEARCH IMPACT – SPOTLIGHT ON CARDIOLOGY 

Patient story 

An accidental fall on a cruise holiday to Australia in 2018 led to Terry Chapman being seen by a cardiologist in 

Sydney. Unfortunately, he was diagnosed with a serious heart condition. On his return, Terry was quickly referred 

to the cardiology team here at PHU.  

During his first cardiology appointment, Terry was also diagnosed with 

an iron deficiency and was invited to join the "IronMan" research study, 

led by Prof Paul Kalra – and he hasn't looked back since.  

The study looks at whether iron supplement injections can ease the life-

limiting symptoms of heart failure. Funded by the British Heart 

Foundation, the study determines if iron supplements can reduce 

hospitalisation in heart failure patients and improve their ability to 

exercise without becoming breathless and exhausted.  

As part of the trial, Terry visits the cardiology research team regularly, 

where he has been advised that if he ever had any concerns to contact 

the team immediately. 

 

"The care I have received has been second to none. One of the benefits of taking part in the IronMan study is that it 

has enabled me to receive treatment really quickly – it's been incredible."   

Keen to help with further research, Terry also took part in the SYMPACT study. The study looks at gaining a better 

understanding of the symptoms that patients with heart failure experience and whether they influence the self-

management of their condition. 

Terry meets with the cardiology research fellow Dr Elena Cowan every four months to fully assess his health, and any 

concerns are addressed quickly. For example, one visit saw Terry being treated for a skin condition and referred to the 

dermatology team the following day and treated. 

Terry added: "I'm amazed at how quickly I get seen and cared for as a result of being part of this study. I hadn't 

appreciated how one condition can impact another, but they are always addressed and sorted so quickly." 

More recently, Terry arrived in the outpatient clinic where the research nurses, Lili Lopes and Serena Howe, quickly 

recognised he was having a heart attack and admitted him to the coronary care unit immediately. Now fitted with a 

pacemaker, Terry is home and thankful for the care he has received.  

"I cannot recommend getting involved in research enough. Not only does it benefit you, but also other patients. 

Members of my family have been so impressed with the treatment I have received at PHU and have said they would 

give their right arm to be involved in research!" 
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Clinical Academic Impact 

How do SYMPtoms and management tasks in chronic heart failure imPACT a person's life (the SYMPACT study)? 

Rosalynn Austin joined the Research department in 2010 as a Specialist Research Nurse. In 2016 she 

started a clinical academic research fellowship (PhD). Patients with chronic heart failure (CHF) struggle 

to follow self-care plans, leading to worsening illness and poor quality of life. The burden of treatment 

(BoT) describes this workload and its impact on patients' lives. Suggesting the balance between a 

patient's treatment workload and their capability to manage it is crucial. If BoT is reduced, self-care 

engagement and quality of life may improve. The SYMPACT study explores how symptoms and management tasks 

impact CHF patients' lives. The study has recruited and followed up 230 participants. 

Publications: 

• How do SYMPtoms and management tasks in chronic heart failure imPACT a person's life (SYMPACT)? Protocol for a 

mixed-methods study. Austin et al., ESC Heart Fail. 2020 Sep 17;7(6):4472-4477. 

• Do chronic heart failure symptoms interact with burden of treatment? Qualitative literature systematic review. 

Rosalynn C Austin, Paul R Kalra et al., BMJ Open. July 2021. 

 

Assessing Heart Function in Septic Shock (the GLASS heart study) 

Emma Lane is a Chief Cardiac Physiologist and clinical academic, researching advanced 

Transthoracic Echocardiography (TTE) to identify septic cardiomyopathy, a condition 

associated with septic shock. In septic cardiomyopathy, the main pumping chamber of the 

heart, the left ventricle (LV), begins to fail (dysfunction). This failure, in turn, will ultimately 

affect organ perfusion elsewhere. Unfortunately, the current method for assessment with TTE 

is not universally accurate in identifying LV function in septic shock. Emma uses advanced TTE 

techniques for LV assessment to determine which technique identifies the most patients with LV dysfunction and 

correlates outcomes with blood test markers known to detect LV dysfunction.  

 

The Cardiology Research Team, under the leadership of Professor Paul Kalra, illustrates a model exemplar of the 

PHU research strategy:  

• The consultant workforce, under the leadership of Professor Kalra, engaged in research activity across the 

department. 

• As illustrated by the impact case studies, the department has a dedicated team of Research Nurses, Clinical 

Academics and Clinical Research Fellows embedded within the department and directly supporting patient 

care. 

• Significant charity grant income (over £1.3 M) and commercial income supporting national, multicentre, high 

impact research studies such as IronMan. 

• The leading site for patient recruitment into high profile national trials such as the British Heart Foundation-

funded ERIC-PPCI trial, which did not show any evidence of improved outcomes in patients after remote 

ischaemic conditioning following a heart attack. 

• An extensive portfolio of interventional, observational and commercial research and significant external 

income support the generation of Portsmouth-led research for the direct benefit of patients and the clinical 

service.  
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SECTION 5: CLINICAL IMPACT  

The Trust collaborates with the University of Portsmouth, sequencing SARS-CoV-2 variants from infected individuals 
to identify trends in viral mutations and prevalence. This information feeds into the COVID-19 Genomics UK 
Consortium (COG-UK), delivering large-scale, rapid whole-genome sequencing of SARS-CoV-2 to Public Health 
Agencies, the NHS and the UK government (https://www.cogconsortium.uk/). Access to the genomics work has 
supported our IPC teams in managing our nosocomial infections and discussed below. 
 
Monitoring of nosocomial transmission of COVID-19 at PHU 

Case numbers of SARS-CoV-2 increased significantly in the UK over the winter period of 2020 due to the emergence 
of a novel lineage, the Alpha variant B.1.1.7.  
 
Hospital settings are areas where minimising person-to-person spread of the disease is essential due to the enclosed 
nature of the healthcare environment and the possibility of patient-to-patient and staff-to-patient contact.  
 
A team from the University of Portsmouth, led by Dr Sam Robson and the research team at the PHU Translational 
Research Laboratory, and the clinical microbiology teams in PHU utilised a whole-genome Nanopore sequencing 
approach to identify clusters of related COVID-19 cases at the hospital.   
 
In this study, the team generated high-quality whole-genome sequence data for 1408 COVID-19 positive patients and 
health care workers (HCWs) at the Trust between October 2020 and May 2021. Genomic data analysis revealed six 
lineages of the virus present in the hospital during this period. Nosocomial transmission events occurred to varying 
degrees and patterns amongst samples from the different lineages.  
 
The greatest proportion of nosocomial transmission events occurred in December 2021 at the height of Wave 2 and 
were associated with non-B.1.1.7 variants. Infection transmission chains were identified for the variants AS.1, 
B.1.36.17, B.1.1.37 and B.1.177.9, which were present in the hospital environment in November and December 2020. 
This information helped the IPC teams to enhance measures that helped reduce the number of hospital-acquired cases 
and transmission events.  
 

Publication under review: Monitoring of nosocomial transmission in a major acute NHS Trust in the South Coast of the UK, Beckett 

et al. 2021 
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097.21 

Executive lead Liz Rix – Chief Nurse 

Author Lynn Woolley -Director of Maternity 
Ellie Lindop– Deputy Director of Governance and Risk 

Date report 
written 

20th September 2021 

Action required Discussion and Noting 

Executive 
summary 

In December 2019 the Chief Midwifery Officer for England published a Self-
Assessment tool for Maternity Services. This provided us the opportunity to 
undertake a review of maternity services reflecting the elements within this tool. 
The Chief Nurse in discussion with the Trust Leadership team agreed to 
commission an external review to undertake this assessment. The subsequent 
review was commenced in January 2020. It focused on three key areas: 

• Leadership, culture, and teamwork

• Safety and governance

• Managing performance and improvement

The final report was received by the Trust in July 2020 and the recommendations 
were: - 

• To develop a strategic vision and midwifery strategy

• To undertake a detailed review of the workforce and support
mechanisms.

• To review the senior leadership structure.

• To consider how to improve safety culture.

• To support and encourage a culture of development for improvement.

In response to these recommendations and findings, the senior leadership team 
and wider workforce were reviewed resulting in significant changes at a senior 
level. 

The Maternity service created an overarching Maternity Improvement Plan. 
This plan encompasses the following areas for improvement: - 

• Safety

• Voice of women

• Voice of our team

• Quality improvement programmes

• Partnership working

• Regulatory requirements.

Enclosure Number 

8 
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The actions and recommendations from the Ockenden review received in 
December 2020 and the CQC final report following their visit on the 20th May 
2021 (attached as Appendix A) are reflected in the Maternity Improvement Plan. 
However the actions arising from the CQC report are also in a specific CQC action 
plan for ease of reference. (see Appendix B). 
 
Progress and implementation of the plan is monitored through the monthly 
Maternity Committee which was formed as a sub-committee of the Quality and 
Performance Committee (Q and P). The purpose of the Maternity Committee is 
to provide assurance to the Trust Board that an evidence based, quality assured, 
safe, and sustainable service for women receiving Maternity care in Portsmouth 
is supported, planned, and delivered. It provides support and scrutiny on all key 
performance and quality standards as well as driving forward key innovations 
and strategies to ensure continuous improvement of the maternity service. 
 
The services aim is to provide safe, kind, and personalised care for parents, babies, 
and families. 
 
A structured approach to assurance has been implemented regarding quality and 
safety in our Maternity services. The following groups report into the Maternity 
Committee: -  
 

• Weekly Perinatal Safety Meetings 

• Monthly Perinatal Mortality Review Tool (PMRT group) 

• Antenatal, intrapartum, and postnatal forums. 

• Board Safety Champions meeting. 

• Participation in the Daily Wessex level ‘hot’ call to understand and update 
on staffing, acuity & capacity within the whole system.  

• Healthcare Safety Investigations Branch (HSIB) meetings to review all 
cases. 

• Monthly reporting into the Local Maternity System (LMS) 
 

These groups all review safety across the services and updates, exceptions, actions 
required are reported into the monthly Maternity Committee. (See reporting 
structure in Appendix C). 

 
The Maternity Committee is chaired by the Chief Nurse and membership includes 
our Board Safety Champion, external partners from the CCG’s along with user 
representation by the Maternity Voices Partnership chairs.  
 
In summary, the Board is asked to note the current structure and  progress made 
in the oversight and scrutiny of Maternity Services. It is also requested to note 
the agreed actions outlined and summarised from the maternity improvement 
plan along with the service and organisational response to the CQC inspection 
report.  
 

Appendices 
attached 

Appendix A: CQC focused inspection report – Maternity Services  
Appendix B: CQC Action Plan 2021 
Appendix C: Maternity Services Reporting Structure 2021 
Appendix D: Example of the weekly Governance update 2021 
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Recommendations The Board are asked to note the mechanisms for the oversight of this service, the 
overarching improvement plan to further improve, the progress to date and 
actions planned. 
The Board is updated through the Quality and Performance Committee. 

Next steps The following actions will be taken after consideration of this report: 
a) The Maternity service will continue to progress actions required as 

detailed in the Maternity Improvement Programme and the CQC action 
plan. 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ ✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

BAF23- Governance systems across the Trust are inconsistent in the delivery and 
monitoring of improvements and high standards of care, treatment, and 
performance 
 
BAF32- Enhanced maternity governance process changes are not yet sufficiently 
embedded to give consistent assurance that the Trust implements learning from 
all relevant incidents 
 
 

Links to Board Risk 
Register 

Not Applicable 

Compliance / 
Regulatory 
Implications 

Regulation 12 

Quality Impact 
Assessment 

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 

PREGNANCY AND MATERNITY: Minor Change – Positive  
RACE: Minor Change – Positive  
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Maternity Services Improvement Plan – Update September 2021 
 
A review of maternity services reflecting the maternity safety checklist was commissioned in 2020. 
Whilst this review was undertaken the service and Board level Safety Champions were already working 
with external agencies (HSIB, LMS and commissioners) to review the safety, culture, and leadership of 
the service which subsequently culminated in a change of maternity leadership structure and a 
number of actions as outlined in the Maternity Improvement Plan. The review was undertaken by an 
external provider using the NHSEI Maternity Self-Assessment Tool as a framework.  
The review brief was to focus in on three key areas: 
 

• Leadership, culture, and teamwork 

• Safety and governance 

• Managing performance and improvement 
 

The final report was received in July 2020 and recommendations included the need to: _ 
 
• To develop a strategic vision and midwifery strategy 
• To undertake a detailed review of the workforce and support mechanisms. 
• To review the senior leadership structure. 
• To consider how to improve safety culture. 
• To support and encourage a culture of development for improvement. 
 
In response to these recommendations and findings, the senior leadership team and wider workforce 
were reviewed resulting in significant changes at a senior level. This leadership team then created an 
overarching Maternity Improvement Plan. This encompasses the following areas for improvement and 
includes the CQC actions and recommendations following the May 2021 inspection. 
 

• Safety 

• Voice of women 

• Voice of our team 

• Quality improvement programmes 

• Partnership working 

• Regulatory-Must Do’s 
 
A Monthly Maternity Committee was formed as a sub-committee of the Quality and Improvement 
committee (Q and P) to provide assurance to the Trust Board that an evidence based, quality 
assured, safe, and sustainable service for women receiving Maternity care in Portsmouth is 
supported, planned, and delivered.  
The Maternity Committee provides support and scrutiny on all key performance and quality 
standards as well as driving forward key innovations, actions, and strategies to improve the 
maternity service.  
The committee is chaired by the Chief Nurse and membership includes the Board Safety Champion 
and external partners from the local CCG’s. It also includes user representation by the Maternity 
Voices Partnership chairs. 
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The aim and objectives of the committee are too: 
 

• To seek and provide assurance that the maternity service is safe, effective, caring, 

responsive and well-led 

• To seek and provide assurance that the Trust is meeting relevant maternal and neonatal 

morbidity outcome measures 

• To monitor Maternity Services against national standards and reports, and seek assurance 

that associated action plans have been implemented effectively  

• To seek and provide assurance that the Trust has been appropriately responsive to user 

engagement feedback and experience (to include complaints) 

• To provide an overview and briefing to Trust Board  

• To seek and provide assurance that the Trust is compliant with relevant requirements of the 

Clinical Negligence Scheme for Trusts 

 
Maternity Improvement Plan Overview 
 
Below is a summary of the key elements of the Maternity improvement plan, which is monitored at 
the monthly Maternity Committee, highlighting the current position and progress. 
 
Safety 
 
The improvements outlined under safety include: 
 

• An adequate workforce (midwifery and obstetric) to meet the community and clinical need 
based on Birthrate plus ratios and the need for Consultant presence on Labour ward seven 
days a week 
 

Current position: 
14 Midwives join PHU in September and October with ongoing recruitment and further consideration 
of international recruitment.  
The obstetric workforce will be increased to 16 from September/October and job planning is 
underway to move to 98 hours of consultant presence thereafter. Interviews for consultant 
obstetricians are currently being held. 

 

• To develop and embed an MDT approach to safety, achieved through safety huddles 
 

Current position:  
Safety huddles have been implemented and these are undertaken two hourly during escalation 
utilising riggers to review the current position in the service and ensure the correct prioritisation of 
care occurs with changing/ developing needs. This will be reviewed, refined, and improved as the 
process develops. 
 

• Board safety champion enabling the workforce to have direct contact with the Board 
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Current position: 
 The Board Safety champions are supporting the service and have undertaken planned visits to the 
service to talk to and meet with staff in addition to chairing and membership of the Maternity 
Committee. These are scheduled monthly by the Board Champion NED and every two weeks by the 
Chief Nurse. 
 

• Robust monitoring of clinical outcomes including clinical audit programme, a dashboard to 
support escalation review at a Trust Leadership Team and Local Midwifery System level 
 

Current position: 
The maternity dashboard is currently being reviewed and developed which will be included in the 
overarching Trust Integrated Performance Report. 
The annual audit plan is being drafted and additional audits are being undertaken based on both the 
clinical dashboard indicators and regional, national and HSIB learning.  
 

• Induction of labour pathway improvement 
 

Current position: 
Actions continue to improve the induction process to make it safer and more responsive. In July and 
August, the trust was given mutual aid and support by other trusts in the area to help reduce delays.  
 
The actions being taken to mitigate the risks currently include: 
 

• Daily consultant review of the induction list to re-prioritise based on current, or emerging 
clinical risk factors. This is fully embedded and is undertaken immediately after morning 
handover with the induction lead midwife. 

• 2 hourly MDT huddles to review activity overall where red escalation triggers have been met. 

• Plan being led by induction lead midwife to undertake a pilot of ‘Cook’ balloon early in October 
to decrease the time taken for priming of the cervix before rupture of membranes. 

• Repeat audit of induction indications and outcomes by our consultant midwife to ensure 
induction is booked appropriately. 
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• Robust incident management to include MDT reviews, improved awareness and 
understanding of reporting on Datix, training for staff in Human factors, communication 
with staff, especially rapid learning needs and to improve working together with the PHU 
Safeguarding team. 
 

Current position: 
 Weekly safety meetings are held and learning for improvement is shared with all teams in a visually 
engaging way (See Appendix C for an example of this weekly briefing).  
 
Voice of women 
 

• It was acknowledged there was a need to refresh the Maternity Voices Partnership – MVP; 
improve hearing the patients voice through open discussion regarding choices, FFT and Real 
time feedback and to respond to complaints or concerns in a timely and compassionate way 
as per trust process. 
 

Current position: 
Following a successful recruitment campaign, due to the previous chair’s resignation, appointments 
have been made for chair and vice-chair. The service is looking forward to fully integrating the user 
voice into services and to support codesign. This will include involvement in projects, membership of 
the Maternity Committee, outreach to women from seldom-heard groups and support for the service 
with gaining feedback from women and families using the services.  
A work plan will be written for review and agreement by the Maternity Committee. 
 
FFT is a feature of BadgerNet, and this function was switched on last month. Unfortunately, no 
responses were received, and a review will be undertaken as part of the Maternity Improvement Plan 
to increase responses using this method. 
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The Real Time Patient Feedback (RTPF) for maternity highlighted both delay in induction and noise at 
night (originating predominantly from other service users and their babies) as the key areas for 
improvement. More information on how to raise concerns about the service through complaints is 
also required.  
There were no formal complaints received during August. The service has had a strong focus over the 
last three months on improving the quality, tone, and timeliness of responses to complaints to reduce 
the number that are re-opened indicating that the complainant was unhappy with the response.  
 
PALS enquiries are being dealt with within a working day in most cases and this may account for the 
lower complaints being received. The service will continue to track trends and ensure that awareness 
is raised regarding how to raise concerns or make a formal complaint. 
 
Voice of our team 
 

• Compassionate leadership, improved communication, support in adverse situations, 
improve the skills of the workforce including training compliance. 
 

Current position: 
Although the formal staff engagement events planned have not been possible due to operational 
pressures, there has been much more direct engagement involving visibility of midwifery managers, 
board safety champions and executives in the maternity service.  
There has also been support from other areas within the trust and staff have been welcomed and 
gained an insight into care delivery within maternity. 
 
Leadership development is planned, and a proposal has been developed by the Learning & 
Development team. 
 
A number of actions have been taken to try and increase staffing and to support the workforce during 
this very difficult time: 
 

• Uplift of 40% in hourly bank rate for midwives and Midwifery Support Workers 

• Specialist midwives and managers are working clinically 

• Military nurses and nurses from other areas are supporting on some shifts 

• Board Safety Champions, executives and divisional leadership team have been visiting the 
areas to thank and listen to the team concerns 

• Food and drink is being delivered to the clinical area twice daily to support staff taking breaks 
and for overall staff wellbeing 

• Twice weekly regional calls with maternity units across the south and the Chief Midwifery 
Officer and commissioners, noting there are similar pressures regionally and nationally. 

In addition, an agreed programme of training will be rolled out including face to face and online 
learning. The compliance and uptake will be monitored using the dashboard. 
 
Quality Improvement programmes 
 

• These include the continuity of care rollout, induction of labour pathways (as noted 
previously) and the digital roll out of BadgerNet 
 

Current position: 
We are planning to offer a Continuity model for all women by March 2023, two teams have already 
been launched with very positive feedback from the women and the staff and a third team launch is 
in the planning phase. 
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Partnership working 
 

• The following was highlighted as a need to improve partnership working: to continue to 
contribute to the collaborative and assurance functions, to revisit the local MatNeo 
programme and to ensure representation on panels and the PMRT meeting 

 
Current position: 
PHU continues to engage with the LMS on both assurance and the maternity transformation 
programme. Operational pressures are impacting across the region and mutual aid is being given 
where possible. As part of the daily regional sitrep call, the status of neonatal services in each trust is 
also discussed to ensure there is a broad picture of maternity bed and cot availability. 
 
Portsmouth is one of four Trusts in the country that have been asked to pilot the HSIB Quality Matrix. 
The matrix is moving to final draft and once agreed will form part of the data/information presented 
quarterly to the Maternity Committee. 

 
Regulatory 
 
On the 20th May 2021 CQC undertook an unannounced inspection of the Maternity service on site at 
QAH. During the inspection, the Inspectors visited the Labour suite, the Midwifery led birthing unit, a 
post-natal ward, and the Maternity Day assessment unit (MAU); in addition, 30 members of staff 
were spoken to from across the MDT.  
 
Following the publication of the report from the CQC the Trust was notified of one requirement 
notice relating to Regulation 12 (Safe care and Treatment).  

- The trust must ensure that all relevant maternity policies and guidelines are reviewed, reflect 
current guidance, and updated within their agreed timeframes 

 

Action taken on receipt of the report and the “Must Do”: Staff were tasked with an immediate 
review of current polices and guidelines. A plan has been implemented to ensure that where a 
review was noted as overdue, an author has been designated with a clear timeline for completion. 

All polices and guidelines will be submitted to the Maternity Committee for expert ratification 
before proceeding to final ratification stages as per trust process.  

 

• In addition, a further 12 ‘should do’ actions identified have been reviewed and action plans 
implemented to address these (See Appendix A with current position update) 

• The CQC action plan is considered alongside the Maternity Improvement plan and will be 
monitored at the Maternity Committee before updates to the Quality and Performance 
Committee and subsequent reporting to Trust Board. 

 
In summary, Portsmouth Maternity Services shares the aim of safe, kind, and personalised care for 
parents, babies, and families. The service is undertaking an improvement plan as outlined in this 
report this is monitored through a governance structure that is clearly described from the point of 
care to the board.  

 
The Trust Board is asked to note the current progress along with the oversight and scrutiny structure 
in Maternity Services. 
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Ratings

Overall rating for this service Inspected but not rated –––

Are services safe? Inspected but not rated –––

Are services effective? Inspected but not rated –––

Are services well-led? Inspected but not rated –––

Portsmouth Hospitals University NHS Trust

QueenQueen AlexAlexandrandraa HospitHospitalal
Inspection report

Southwick Hill Road
Cosham
Portsmouth
PO6 3LY
Tel: 02392286000
www.porthosp.nhs.uk

Date of inspection visit: 20 May 2021
Date of publication: 28/07/2021

1 Queen Alexandra Hospital Inspection report
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Overall summary of services at Queen Alexandra Hospital

Inspected but not rated –––

The maternity service at Queen Alexandra Hospital in Portsmouth is consultant led, providing care and treatment for
women with high risk pregnancy or medical complications. The Mary Rose unit also known as (B5) is a co-located
midwife led unit with two birthing pools offering midwife led maternity services to low risk women. The trust’s
community team also offers a community and home birth service.

The maternity services provide care and treatment to women living in Portsmouth and the surrounding areas. There are
approximately 5,000 babies born per year at Queen Alexandra Hospital.

The maternity services include hospital and community settings ensuring that women receive care across the antenatal,
labour and post-natal periods. The service additionally includes the pre–natal diagnostic service such as fetal medicine,
ante-natal screening facilities and the Ultrasound Sonography (USS) service.

The trust has three standalone maternity centres as well as a co-located maternity centre at Queen Alexandra Hospital;

• Blake maternity centre based at Gosport War Memorial Hospital

• Grange maternity centre based in Petersfield Community Hospital

• Portsmouth maternity centre based in St Mary’s Community health campus.

• Ward B5 co-located maternity unit.

The trust has a fetal medicine sub-specialty

We last inspected the maternity service between 15 and 17 October 2019. The report was published on 29 January 2020.
The maternity service was rated requires improvement overall. Safe and effective were rated as requires improvement,
caring and responsive were rated good and well led was rated requires improvement.

We carried out this unannounced focused inspection because we received information of concern about the safety and
quality of the service.

We did not rate this service at this inspection. The previous rating of requires improvement remains.

How we carried out the inspection

As part of our inspection we visited the following areas within the maternity service: labour suite, midwifery led birthing
unit, post-natal ward and the maternity day assessment unit.

We spoke with 30 members of staff including medical and midwifery staff, maternity care assistants, administrators and
service leads. We observed care, handovers and meetings and reviewed four sets of maternity records.

Our findings
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We also looked at a wide range of documents including policies, standard operating procedures, meeting minutes,
action plans, prescription charts, risk assessments and audit results. Before our inspection, we reviewed performance
information about this service.

You can find further information about how we carry out our inspections on our website: https://www.cqc.org.uk/what-
we-do/how-we-do-our-job/what-we-do-inspection.

Our findings
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Inspected but not rated –––

We did not rate this service at this inspection. The previous rating of requires improvement remains. We found:

• Staffing levels were often lower than planned. To manage this risk, managers regularly reviewed and adjusted staffing
levels and skill mix. Staff were redeployed within the unit when needed, to keep women safe from avoidable harm
and to provide the right care and treatment.

• Staff did not always recognise and report all incidents and near misses.

• The service had not conducted any recent abduction exercises, although they had a current baby abduction policy.

• The service had not conducted any recent emergency evacuation drills for the birthing pools, although staff had
received training.

• Staff did not always feel respected, supported and valued by all managers. The service did not have an open culture
where staff felt they could raise concerns without fear.

• Not all trust policies were up to date, complete or contained all risk factors.

• The trust had implemented a new integrated IT system in the department for patient records without a business
continuity plan in case the system was unavailable due to outages.

However:

• Staff used a nationally recognised tool to identify women at risk of deterioration and escalated them appropriately.

• The service controlled infection risk well. Staff used equipment and control measures to protect women, themselves
and others from infection. The design, maintenance and use of facilities, premises and equipment kept people safe.
Staff were trained to use them. Staff managed clinical waste well.

• Managers investigated incidents and shared lessons learned with the whole team and the wider service.

• The service provided care and treatment based on national guidance and evidence-based practice. Managers
monitored the effectiveness of the service and made sure staff were competent. Staff worked well together for the
benefit of women.

• When things went wrong, staff apologised and gave women honest information and suitable support.

• Leaders ran services well and supported staff to develop their skills. Staff understood the service’s vision and values,
and how to apply them in their work. Staff mostly felt respected, supported and valued. They were focused on the
needs of women receiving care. Staff were clear about their roles and accountabilities. Staff were committed to
improving services continually.

• The service leaders had the skills and abilities to run the service. They were beginning to understand the priorities
and issues the service faced and were developing plans to improve.

• Records were stored securely.

• Leaders and teams had started to use systems to manage performance effectively. They were developing effective
systems to identify and escalate relevant risks and issues and identified actions to reduce their impact.

• Staff were focused on the needs of women receiving care.
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Is the service safe?

Inspected but not rated –––

We did not rate this service at this inspection. The previous rating of requires improvement remains. We found:

Environment and equipment
The design, maintenance and use of facilities, premises and equipment kept people safe. Staff were trained to use
them. Staff managed clinical waste well.

The design of the environment followed national guidance and it was visibly clean throughout. We looked at five
cleaning audits across four wards and spoke to one member of staff carrying out cleaning duties on one of the wards we
visited.

Staff disposed of clinical waste safely. We noticed that across the five wards visited, the waste bins were labelled and
separated according to the type of waste contained, and all the sharps bins were labelled and not over filled.

We reviewed five gas cylinders and found that they were in-date and stored in line with guidance in a lockable room. All
cylinders were upright and cylinders were in a trolley or chained to the wall. However, we found that the printed
guidance located with the gas cylinder was due for review in 2014. We discussed this with the lead on site who removed
the printed guidance and advised that they would direct staff to the current version.

The service had enough suitable equipment to help them to safely care for women and babies. Staff carried out daily
safety checks of specialist equipment. We reviewed ten pieces of equipment, including resuscitation trolleys and
resuscitiares, and their associated safety checks. The documents reflected the equipment was in good working order
and it was stocked, safely positioned, sealed, in date and the safety check sheets were completed and signed.

We checked the emergency trolley on ward B5. The trolley had a tamper evident seal which secured all drawers of the
trolly. However, on review of the trolley we found that the tamper evident seal, which was attached and appeared
secured, did not actually secure the trolley because the door it was attached to was not closed firmly. We discussed this
with the lead who advised this was not usually an issue and she would speak to staff to ensure it was being closed firmly.

Women could reach call bells and staff responded quickly when called. We observed two instances on two wards where
women had rung the bell, and a member of staff responded within two minutes.

There were five of each of the following, across the four wards visited: posters with breastfeeding guidance, PALS
posters, PReCEPT (Prevention of Cerebral Palsy in Pre-Term Labour) posters, Dad Pad brochures, posters on how to
support carers, posters warning against female genital mutilation, and Duty of Candour posters.

Additionally, there were posters with information about contacting the language line to access approximately 100
languages and how to access urgent transport.

However, of the four wards visited, there was only one poster welcoming NHS Rainbow badges, and detailing that
people of all identities were welcome.
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The service had suitable facilities to meet the needs of women's families.

We looked at two birthing pools, and found them to be visibly clean. Staff described the cleaning process for the birthing
pools and this reflected the trust policy and guidelines. These instructions were made readily available to all staff
members and were on display in the birthing pool rooms. Cleaning of birthing pools was carried out daily and also
before each woman entered the pool. However, the cleaning carried out was not recorded or documented. No records
meant that the cleaning process could not be audited. This also meant the trust could not always be assured that
cleaning took place in accordance with its own guidelines.

Staff had received training to evacuate women from the pool in the event of an emergency. The trust reported 96%
compliance rate with waterbirth training at the time of the inspection. However, due to covid restrictions the service had
been unable to carry out any simulation drills regarding the evacuation process. This meant that, despite having
received training, staff may not have embedded skills needed during an emergency situation.

Assessing and responding to patient risk
Staff completed and updated risk assessments for each woman and took action to remove or minimise risks. Staff
identified and quickly acted upon women at risk of deterioration

Staff used a nationally recognised tool to identify women at risk of deterioration and escalated them appropriately. The
service used the ‘Modified Early Obstetric Warning Score’ (MEOWS).

Staff completed booking risk assessments for each woman at their initial booking appointment, which included social,
medical and obstetric assessments. Staff updated the trust electronic records with womens information including:
social background, ethnicity, co-morbidities and body mass index. This enabled staff to determine if the woman was a
high or low risk pregnancy. Women with high-risk pregnancies, for example, due to a multiple pregnancy, diabetes and
pre-eclampsia were regularly monitored and reviewed by an obstetrician.

Staff completed risk assessments for each woman on admission or arrival to the department, using a recognised tool,
and reviewed this regularly, including after any incident. The service used the Birmingham Symptom Specific Obstetric
System (BSOTS). The system involved completion of a standard clinical triage assessment by a midwife within 15
minutes of a woman’s attendance to define clinical urgency, guide timing of subsequent assessment and immediate
care. The service had implemented the BSOTS model in May 2020 and launched a virtual training program, which was
completed by 91 staff at that time. This represented 100% compliance across all relevant staff groups. A further 74 staff,
not directly involved in the triage process, completed the same training in March 2021.

Women attending the Maternity Assessment Unit clinic were all assessed using the BSOTS, in accordance with trust
policy. Data provided by the trust showed on average 90% of service users were triaged within the 15 minutes target. For
example, in December 2020 95% of women were triaged within 15 minutes. However, we noted sometimes there were
significant delays in the Maternity Assessment Unit with some women waiting up to 4 hours to be seen. This was
sometimes the case for women triaged as green using the BSOTS pathway. To mitigate risk, women were re-assessed
using the BSOTS model at regular intervals. Additionally, women were advised to prior to attending to bring snacks and
drinks in case of delays or long waits.

Staff carried out comprehensive risk assessments for women at the time of their first antenatal appointment. Staff risk
assessed women’s risk of venous thromboembolism at booking, on arrival in labour and during post-natal care in line
with national guidance. In addition, staff carried out venous thromboembolism assessments on all women in the
community who had reported a positive Covid result.
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Staff shared key information to keep women safe when handing over their care to others. Shift changes and handovers
included all necessary key information to keep women and babies safe. We observed both the morning midwifery and
multi-disciplinary team (MDT) shift handover meetings. All women were discussed so that midwives knew about all
women and not just those they were individually looking after. Specific discussions regarding safeguarding issues or
sensitive cases, took place separately in a clinic room to ensure confidentiality.

The MDT handover was attended by the co-ordinator, ante-natal and post-natal ward leads, the obstetric team (both day
and night), the anaesthetic team, neonatal intensive care (NICU) retrieval nurse and the midwifery senior management
team. However, not all staff attended the MDT meeting as the clinical handover had already occurred. Women’s names
were used, induction of labour cases were discussed, ante-natal women were reviewed, there was a review of NICU
beds, staffing, acuity of women and risks were discussed.

A “situation, background, assessment and recommendation” (SBAR) tool was used effectively in discussions regarding
women. The SBAR tool is specifically designed to encourage effective communication in the form of a structured method
for communicating critical information that requires immediate attention and action.

Due to the an issue in accessing patient records at the time of inspection, we were only able to review four sets. Of the
four sets of womens records we looked at, only two had recorded Vitamin D supplements being discussed or offered.
From June 2020, in order to address the impact of Covid 19 on Black , Asian and minority ethnic women, providers were
required to discuss vitamins, supplements and nutrition in pregnancy with all women. Women with dark skin or those
who always covered their skin when outside could be at particular risk of vitamin D insufficiency and should therefore
consider taking a daily supplement of vitamin D.

Midwifery staffing
The service did not always have enough maternity staff with the right qualifications, skills, training and
experience to keep women safe from avoidable harm and to provide the right care and treatment. However,
managers regularly reviewed and adjusted staffing levels and skill mix to ensure safe care was delivered despite
staffing shortages. Managers gave bank and agency staff a full induction.

The service was staffed in accordance with Birthrate Plus, a nationally recognised acuity tool, to assess staffing
requirements based on women’s needs. Staff were moved between all clinical areas including the community to ensure
that acuity levels were met across the service. The trust provided information which showed the Birthrate Plus acuity
assessment was last undertaken in February 2020 and was based on 5,308 births per year.

However, the service did not always have enough midwifery staff to keep women and babies safe. Senior leaders
described how they mitigated risk when staffing routinely did not meet acuity levels. Leaders explained the service
escalation process which was detailed in the escalation policy. The policy detailed the minimum number of midwives
needed on the ward areas and that escalation should go through the services supernumerary bleep holder who would
redeploy midwives not engaged in clinical duties to ensure cover.

Managers told us that maternity staffing levels were discussed at all safety huddles. Additional safety huddles were
called as required. The head of midwifery attended the safety huddle if an escalation occurred. The bleep holder
managed the daily staffing which included the deployment of staff across the department to manage mitigations,
escalations and review prospective staffing rotas. Staffing was discussed at safety huddles and requests for bank shifts
had been made.
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The trust told us that despite their current staffing challenges one to one care was prioritised. They moved staff and
mobilised those in specialist roles for example as part of escalation to protect this aspect of care. Data provided by the
trust after the inspection showed one to one care was provided in excess of 95% of births for March and April 2021.

Despite these mitigations, all staff we spoke with raised concerns regarding midwifery safe staffing. The service was
aware and had developed recruitment plans to fill gaps and there was data which outlined recruitment activity.

The labour suite coordinator was a supernumerary role in line with national recommendations. The service monitored
the supernumerary status of the coordinator as part of their quality dashboard. Data provided by the service showed
from April 2020 to November 2020 the coordinator was supernumerary on all shifts recorded.

The service had introduced the Continuity of Carer (CoC) model in September 2019 and had gradually introduced teams
from the staffing establishment. CoC is recommended in the Better Births 2016 report to ensure safer care and better
outcomes for women and babies. In March, April and May 2021 the CoC model was rolled out to 5.9% of the service. The
prediction for June, July and August 2021 9.14%. This is in line with the CoC plan. The service had identified the
geographical areas for higher risk women and had incorporated that into their rollout plan effectively.

Service leaders told us that midwifery staffing had been particularly difficult during the pandemic due to staff shielding
and increased sickness caused by the virus.

To help address the staffing shortages there had been a rolling recruitment drive and staffing concerns were escalated
and discussed at the service’s monthly maternity quality safety meeting.

The service used bank midwives to fill gaps in shifts. Managers requested staff familiar with the service. Staff we spoke
with said that they used regular bank midwives who were familiar with the service or already worked for the service.
Managers made sure all bank had a full induction and understood the service.

Staff described the practice of midwives scrubbing to support within theatre. This put a strain on the midwife staffing
levels. This is generally considered out of date practice, as identified by ‘Staffing Obstetric Theatres - A Consensus
Statement’ (May 2009) published by the College of Operating Department Practitioners, The Royal College of Midwives
and the Association for Perioperative Practice. Both the trust and staff told us this practice had been planned to cease
for a number of years. We highlighted this to the trust leadership as a concern at the end of the inspection. After the
inspection the trust confirmed that the practice of midwives scrubbing for theatre was to cease with effect from 30 June
2021.

Medical staffing
The service had enough medical staff with the right qualifications, skills, training and experience to keep women
and babies safe from avoidable harm and to provide the right care and treatment. Managers regularly reviewed
and adjusted staffing levels and skill mix.

The service had enough medical staff to keep women and babies safe. Medical staffing levels within the unit were
generally sufficient. The service had 24-hour on call consultant cover. Cover was from 8am to 9pm on site and 9pm to
8am off site. The service had 20 consultants, 14 of whom were on the obstetric rota.

There was a trigger list for the on call consultant attendance overnight should staff have a concern. However, some staff
described confusion about what constituted a trigger. They described not always having adequate guidance if the
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concern constituted a trigger or not. Most medical staff told us they would discuss concerns with the on-call consultant
via telephone, who would attend if needed. Data provided by the trust confirmed consultant attendance, when called,
was captured and audited against the trigger list. Of the 31 cases listed for a variety of reasons, for the period February
to May 2021, on only two occasions the consultant was not informed.

Consultants were on-site and on-call Monday to Friday 08:15 to 22:00, and Saturday / Sunday 08:15 to 12:00 and 20:15 to
22:00. During these hours consultants were immediately available for decision making and clinical input when required.

The service had plans to increase the obstetrician headcount by two whole time equivalents. This would increase the
consultant cover to provide 98 hours of dedicated consultant cover for the labour suite per week. This would bring the
service in line with good practice as outlined by the Royal College of Obstetricians and Gynaecologists. The service did
not have an allocated post-natal obstetrician. Where required the clinical director for the service provided cover.

An anaesthetist was available 24 hours a day, seven days a week for the labour ward to administer an epidural or spinal
anaesthesia.

Junior doctors told us that their training and learning experience was positive and there were no gaps in the rota.
Consultants were approachable and supportive and medical staff told us they had access to clinical supervisor
meetings. Junior medical staff told us that they could escalate concerns easily and received support and advice. All
medical staff had undergone an induction programme.

Records
Staff kept detailed records of women’s care and treatment. Records were mostly clear, up-to-date, stored
securely and easily available to all staff providing care.

We observed care and treatment and looked at four sets of womens records. We analysed information about the service
which was provided by the trust.

Both paper and electronic records were stored securely. Paper records were stored in locked drawer units. There was a
new integrated IT system in the department for patient records. Access was via secure login details, personalised for
each member of staff and permission was also granted based on the role held.

An electronic records system had been introduced in February 2021. Prior to the introduction staff had received training
in the new system. Following the system introduction, managers had introduced “floor walkers” to support staff. Similar
support was also available for community staff. Most staff told us that the “floor walkers” had been very helpful. The
introduction of the new digital record meant pregnant women could access a real-time summary of their maternity
notes through an innovative maternity application which had replaced paper records. It also meant information could
be shared directly with expectant women from the maternity system. Women could add personalised information for
example, plans and preferences for birth which could be discussed with their midwife. The app could be used on their
smart phones, tablet device or personal computer.

However, there was an outage with the national system which meant the new system was down when we visited. This
meant there was potential for inaccurate record keeping, and errors, liable to put women at risk. Additionally, staff told
us the issue had not been escalated and not recorded on the internal electronic incident reporting tool.

However, blood results and scans were available to staff members via a separate electronic system.
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Some staff told us that they had raised concerns when the main electronic system was down, but did not feel listened to
as no back up system had been implemented or maintained.

Women's notes were generally comprehensive. However, due to using two electronic systems (one for blood tests and
scans, and another one for medical history and care notes), staff could not always access them easily and timely

Staff kept detailed records of women’s care and treatment. However, we noticed some of the notes did not clearly
indicate the healthcare professional’s name, and the mental health assessment section was not always completed
thoroughly.

Incidents
Staff did not always recognise and report all incidents and near misses. Once reported, managers investigated
incidents and shared lessons learned with the whole team and the wider service. When things went wrong, staff
apologised and gave women honest information and suitable support.

The trust used an electronic reporting system which all grades of staff had access to. Staff we spoke with generally knew
what incidents to report and how to report them. However, both managers and staff told us they did not always
recognise what constituted an incident that should be reported. For example, on the day of the inspection the electronic
records system was unavailable due to a national outage. Staff we spoke did not consider reporting this using the
incident reporting system, believing that ‘managers will be aware anyway’.

Staff met to discuss the feedback and look at improvements to care for women. Staff told us they received feedback
from incidents they had reported.

The service used a formalised and structured approach to facilitate rapid incident reviews following serious incidents.
This usually took place within two days of the incident. Managers and staff were very familiar with the approach used
and reported it was efficient and worked well. Serious incidents were managed in line with trust policy, which included
escalation to the weekly trust incident review panel, led by the associate medical director.

Managers debriefed and supported staff after any serious incident. Managers were working to improve debriefing and
support process after any serious incident. They recognised debriefs for staff following serious or distressing incidents
needed to improve. Trauma risk management support was available within the wider trust and managers had plans to
bring it into the service.

Staff understood the duty of candour. They were open and transparent, and gave women and families a full explanation
if and when things went wrong. The trust had a duty of candour policy which staff could access through the trust’s
intranet. The duty of candour is a regulatory duty that relates to openness and transparency and requires providers of
health and social care services to notify patients (or other relevant persons) of certain notifiable safety incidents and
provide reasonable support to that person, under Regulation 20 of the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014. A notifiable safety incident includes any incident that could result in, or appears to have
resulted in, the death of the person using the service or severe, moderate or prolonged psychological harm. Staff we
spoke with were aware of the importance of being open and honest with women and families when something went
wrong, and of the need to offer an appropriate remedy or support to put matters right and explain the effects of what
had happened.
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Never Events and Serious Incidents
The service reported no never events. In accordance with the Serious Incident Framework 2015, the trust reported 23
serious incidents in maternity which met the reporting criteria set by NHS England from June 2020 to May 2021.

Is the service effective?

Inspected but not rated –––

We did not rate this service at this inspection. The previous rating of good remains. We found:

Evidence-based care and treatment
The service provided care and treatment based on national guidance and evidence-based practice. However, not
all trust policies were up to date, complete or contained all risk factors.

Staff followed policies to plan and deliver high quality care according to evidence-based practice and national guidance.
There was a system in place to ensure policies and clinical pathways reflected national guidance. Policies once drafted
were approved by local safety or governance committees and forums. We reviewed 10 policies and three of these were
out of date for review. Policies were reviewed every two to three years and it was noted that extensions to some review
dates had been given due to COVID-19 pressures.

However, some policies did not mention all risk factors or the policy appeared incomplete. For example, in the
Intrapartum Care Guideline there was a heading in the document for augmentation but the wording providing the
guidance was not there. Additionally, there was no mention of Duty of Candour or debrief in the Perineal Trauma policy
and, at the time of our inspection, there was no Vaginal Birth After Caesarean policy. This meant there was a risk that
staff may not follow the most up to date guideline when providing care.

At handover meetings, staff routinely referred to the psychological and emotional needs of women, their relatives and
carers. We attended the postnatal ward morning handover and observed staff discussing emotional needs alongside
physical health needs.

The trust engaged in national programmes to improve delivery of maternity services. The trust provided us information
in response to Maternity Incentive Scheme. This was an incentive scheme that outlined ten essential actions designed to
improve the delivery of best practice in maternity and neonatal services. The service was working towards compliance
and were monitoring this closely. Compliance was discussed across different governance meetings including the
maternity quality safety meeting and the risk and governance meeting.

Competent staff
The service made sure staff were competent for their roles. Managers appraised staff’s work performance and
held supervision meetings with them to provide support and development.

Staff were experienced, qualified and had the right skills and knowledge to meet the needs of women.

Managers gave all new staff a full induction tailored to their role before they started work. Managers regularly reviewed
and adjusted staffing levels and skill mix, and gave bank, agency and locum staff a full induction.
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Managers supported staff to develop through yearly, constructive appraisals of their work. Data provided by the service
confirmed 98% of medical staff and 86% of nursing and midwifery staff had received an appraisal as at April 2021.

The clinical educators supported the learning and development needs of staff and collaboration with the Safety Team
and leadership. They reported feeling motivated and supported in their roles, encouraging an open doors policy, where
staff members could flag any additional training needs, and feedback on the training they undertake. Where compliance
rates were low practice educators contacted team leads and staff to discuss and also liaised with the Development
Department. Communication regarding any updates were sent to staff on a regular basis.

Managers identified any training needs staff had and gave them the time and opportunity to develop their skills and
knowledge. We spoke with seven members of staff, holding various positions, all of whom reported good support to
access and complete training based on their specific roles, and a good culture of ensuring staff did not have to complete
training in their own time. Staff had the opportunity to discuss training needs with their line manager and were
supported to develop their skills and knowledge. Staff told us there was frequent and effective communication of
training needs, with feedback on training packs and sessions encouraged and collated to drive improvement. However,
some staff we spoke with reported not feeling informed about the recent implementation of the new electronic system
for patient records, and felt the training received around this was lacking.

Managers made sure staff received any specialist training for their role. Both community and hospital staff reported
receiving targeted clinical training, according to the roles and tasks they covered, and feeling confident to carry out their
roles.

Managers identified poor staff performance promptly and supported staff to improve. Staff felt there was generally a
positive learning culture, and that learning from incidents was managed appropriately where they were reported. The
practice educators told us no staff members had failed any assessments, and explained that if this happened the
approach would be to, for example, arrange one to one sessions, write reflections and liaise with matrons.

Multidisciplinary working
Doctors, midwives and other healthcare professionals generally worked together as a team to benefit women and
their babies. They mostly supported each other to provide good care.

All mandatory training continued throughout the pandemic. Staff told us none of it was paused and gave positive
feedback about their training. Multidisciplinary training included face to face training sessions before the pandemic, but
now was composed of eLearning, with 3-hour long sessions using six workstations. Community staff trained alongside
hospital staff, with both the PROMPT and Electronic Fetal Monitoring training being multidisciplinary. PROMPT is an
evidence-based multi-professional obstetric emergencies training package developed for use in local maternity units.
PROMPT training at the trust included obstetricians, paediatricians, anaesthetists and midwives.

The provider had scheduled regular multidisciplinary meetings to discuss women and improve their care. During our
visit, we observed one pre-ward round, two ward rounds, and three handover meetings. One of the ward rounds we
observed was not multidisciplinary, although it had been designed as such. The labour ward handover we observed
included a multidisciplinary team formed of the obstetric team (day and night), the anaesthetic team (day and night),
the NICU retrieval nurse, midwifery senior management team (consultant midwife, inpatient matron, community
midwife matron, antenatal matron), a band 7 midwife bleepholder.
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Practice educators reported good collaboration observed between midwives and doctors. Consultants were actively
involved in fetal monitoring training, and described as a good support overall. Staff from both the community unit and
the hospital all reported good working relationships with their medical colleagues. Additionally, staff we spoke with
reported feeling confident to challenge decisions, to escalate concerns, and to seek support whenever needed.

Is the service well-led?

Inspected but not rated –––

We did not rate this service at this inspection. The previous rating of requires improvement remains. We found:

Leadership
The service leaders had the skills and abilities to run the service. They were beginning to understand the
priorities and issues the service faced and were developing plans to improve. They were generally visible and
approachable in the service for women and staff.

The senior leadership team was formed of a director of midwifery, divisional (clinical) director, divisional nursing
director and a care group manager. Since our last inspection in September 2019, this was a new maternity senior
leadership team. The director of midwifery has been in post since March 2021. The care group manager had been in post
approximately seven weeks at the time of the inspection. In addition, the service had also recently appointed a deputy
director of maternity and governance.

There was a clearly defined management and leadership structure in place. We observed, and were told of, joint working
between leaders both within the department, the rest of the trust and with external agencies and bodies to maximise
care provision for women and babies.

The director of midwifery was supported in her role by a deputy director of maternity and governance, four dedicated
midwifery matrons (each of who led on: labour ward, theatres, community, clinics) a consultant midwife and band seven
lead midwives. Most of these appointments were recent and although those appointed were experienced, the roles were
new and yet to be fully embedded. Senior leaders recognised the structure was in its infancy and had begun developing
plans to support the new roles and staff. For example, external support to get 360 degree feedback from staff to aid
better communication within the service had been sought.

The trust’s chief nurse was the executive lead and board safety champion. There was a non- executive director with
responsibility for the maternity service. This meant there was a high profile for the maternity service at board level. This
was an improvement from the last inspection in 2019.

Maternity service presented directly to the board and this was in line with Spotlight for Maternity 2016. The ‘Spotlight on
Maternity’ March 2016 states ‘to ensure that there is a board-level focus on improving safety and outcomes in maternity
services, organisations should provide the opportunity for the medical director for maternity and the head of midwifery
to present regularly to the board.’

The service leadership team met weekly to discuss performance, operational capacity and any concerns. Meetings had a
set agenda and reviewed areas such as safety issues and reported incidents. A the time of the inspection this was a new
format and so we were unable to review any minutes of meetings held.
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Staff told us they received good support from their managers within the service at all levels. Staff were mostly positive
when speaking about the senior leaders in the service and told us they were trusted and respected. Staff told us that
leaders were generally visible and frequently attended handovers and huddles. Although as some roles had only
recently been filled, not all staff we spoke with could recall seeing some senior leaders within the department.

Medical staff we spoke with told us their leads and educational leaders were generally supportive, approachable and
open to challenge.

The trust and service were responsive to concerns we raised and fed back on inspection. For instance, in the week
following our inspection the service acted promptly on the feedback we had provided. This included confirming the
changes to midwives scrubbing to theatre, reviewing business continuity plans in respect of electronic patient records
and assessing skill-mix of staff for home birth teams.

Vision and strategy
The service had a vision for what it wanted to achieve. The vision was focused on sustainability of services and
aligned to local plans within the wider health economy.

The service had a vision for what it wanted to achieve developed with relevant stakeholders. The vision was focused on
sustainability, the development of services, workforce, use of technology and was aligned to local plans within the wider
health economy. It focused on providing safe, high quality, sustainable care for all and hearing the voice of both women
and staff. This was aligned to the trusts vision.

The maternity service’s strategy detailed the service’s ambitions for the next five years and was aligned to the NHS Long
Term Plan 2019 and key recommendations from investigations into maternal and neonatal adverse outcomes including
national reviews such as the Ockenden report (2020).

The service worked collaboratively with neighbouring trusts, clinical commissioning groups, other stakeholders, and
service users to establish a local maternity system (LMS), in response to national recommendations.

Culture
Staff were focused on the needs of women receiving care. The service mostly promoted equality and diversity in
daily work, and provided opportunities for career development. Whilst most staff felt respected, supported and
valued, there were areas that did not work together cohesively.

All staff we met during our inspection were welcoming, friendly and helpful. In general, staff told us this was a good
place to work and that the culture of the service was good. Staff felt there had been a noticeable improvement since the
appointment of the new director of midwifery. However, midwifery staff also told us that staffing shortages affected
morale. There were some concerns regarding staff skill mix with regard to the home birthing teams which led to some
staff feeling unsupported. After the inspection the trust confirmed they would focus on plans to improve these concerns.

Within the maternity unit we observed effective multidisciplinary working between midwifery and medical teams with
strong working relationships and respect for team member’s skills, from junior staff through to the most senior leaders.

While most staff described a supportive culture within the service we were told of some long-standing cultural issues.
Some staff referred to difficult working relationships across grades and professions. They referred to a lack of respect,
with some staff citing professional and cultural differences. Other staff spoke positively about the culture and cited
staffing pressures as the main cause of stress between individuals and staffing groups.
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Staff told us different grades did not always appreciate or understand roles carried out by each other and that
community teams and hospital-based staff did not work together cohesively. For example, staff we spoke with at the
community unit felt there was a blame culture around incidents, poor communication of incidents (they had not been
made aware why the birthing pools had been closed previously), and that debriefs were not formalised.

Leaders recognised these concerns and were developing plans to better integrate these parts of the service. For
example, community teams would be able to access meetings using video-conferencing and former office based roles
were being encouraged to be more visible within the service.

Governance
Leaders operated governance processes, throughout the service and with partner organisations. Staff at all levels
were clear about their roles and accountabilities and had opportunities to meet, discuss and learn from the
performance of the service.

The service had governance processes in place and these had been strengthened with the recent appointment of a
deputy director of maternity and governance for the service. We noted the service had oversight reviewing guidelines,
monitoring use of the Modified Early Obstetric Warning Score (MEOWS) scoring, documentation of carbon monoxide
monitoring and the documentation of domestic violence monitoring.

We reviewed various governance meetings and noted they were well attended by senior managers and various members
of the multidisciplinary team. Governance meetings covered areas such as incidents, staffing, risk register, risk
management, complaints, information governance, monthly audit and quality dashboard, investigations, quality
performance indicators, complaints, reviewing of guidelines reports, patient experience and medicines management.

Staff told us information relating to governance was cascaded and shared via safety huddles, team meetings and
practice educators.

The service triumvirate met regularly to discuss development of the maternity service and any issues. The director of
midwifery met the chief nurse weekly to discuss issues. The director of midwifery also reported to the board via the chief
nurse who was trust executive lead for the service and board level safety champion. The service had a non-executive
director (NED) who met virtually with the chief nurse. The NED had visited the service, unfortunately there had been no
visits in 2020/21 due to the reduction of visiting associated with COVID-19.

We reviewed minutes of the divisional board meetings that were held monthly and found these to be well attended by
representatives of the multidisciplinary team and appropriate discussion were held and actioned such as a review of the
the risk register, staffing and concerns.

We reviewed the minutes of the maternity quality safety meetings. The purpose of the meeting was to oversee all issues
that are related to clinical governance, quality and safety and approve reports and guidelines prior to submission to
divisional board and trust board as required. The minutes showed the meeting was well attended, and actions were
assigned to named individuals to progress.

We reviewed guidelines and policies for the department as part of our inspection that were available electronically to all
staff to access when they needed. Of the 10 we reviewed we found three were out of date.
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Managing risks, issues and performance
Leaders and teams had started to use systems to manage performance effectively. They were developing effective
systems to identify and escalate relevant risks and issues and identified actions to reduce their impact. They had
plans to cope with unexpected events.

There were processes in place to identify risk. Risks were identified and recorded in line with the services maternity risk
management policy. The maternity service had a risk register adressing risks within the service. Risks were recorded and
managed using the trust’s electronic risk reporting system. All risks on the register were allocated to a member of staff
responsible for reviewing and monitoring them. We observed the risk register and risks were in date and had been
reviewed. Risks included monitoring compliance with saving babies lives care bundle version 2 and the NHS Maternity
Incentive Scheme.

The risk register was discussed at the service’s monthly risk and governance meetings and the monthly maternity
quality safety meetings as a standing agenda item. The service had introduced weekly safety meetings and included in
the discussion was risk. Staff were encouraged to engage with risk management.

Daily handovers included a briefing of any issues highlighted by managers. We observed this during our inspection and
which confirmed the briefing included local audit results and safety information.

Maternity performance measures were reported through the maternity dashboard, with red, amber, green ratings to
enable staff to identify metrics that were better or worse than expected. The dashboard was reviewed as part of the
monthly risk and governance meetings as a standing agenda item and was presented monthly to the trust board by the
director of midwifery.

Since our inspection in 2019 the service had allocated additional resources into the risk and governance team and had
employed three additional midwives into risk, governance and clinical quality roles.

The trust had an Infant/Child Abduction and Missing Person policy. The policy stated exercises would be carried out to
identify gaps in knowledge, training or planning. However, the policy did not refer to the frequency of the requirement to
carry out exercises to better prepare staff should this occur. Staff told us they could not recall when the last exercise was
carried out. Managers informed us exercises had been planned but delayed due to COVID restrictions. Leaders could not
be assured staff would know what to do in the event of a baby abduction and carry out the plan effectively.

Areas for improvement

MUSTS

Maternity service

• The trust must ensure that all relevant maternity policies and guidelines are reviewed, reflect current guidance and
updated within their agreed timeframes. Regulation 12.

SHOULDS

Maternity service
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• The trust should consider securing emergency equipment more effectively.

• The trust should consider documenting and auditing the cleaning of the birthing pools.

• The trust should consider conducting evacuation drills from the birthing pool at the earliest opportunity.

• The trust should consider reviewing the ‘trigger’ list for when consultants are required to attend the department when
on-call.

• The trust should consider changing the practice of midwives scrubbing for theatre.

• The trust should consider how to improve waiting times for women attending the Maternity Assessment Unit.

• The trust should consider reviewing the skill-mix of staff within the home birth for the safety of both women and staff.

• The trust should consider developing a business continuity plan for the electronic patient record system.

• The trust should consider improving staff awareness regarding reporting incidents and near misses.

• The trust should consider carrying out baby abduction exercises at the earliest opportunity.

• The trust should discuss vitamins, supplements and nutrition in pregnancy with all women.

• The trust should consider expanding information displayed on the maternity dashboard to align to the COVID 4
actions.
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The team that inspected the service comprised a CQC lead inspector, four additional inspectors and two specialist
advisors, including two obstetricians and two registered midwives. The inspection team was overseen by Amanda
Williams, Head of Hospital Inspection.

Our inspection team
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Action we have told the provider to take

The table below shows the legal requirements that were not being met. The provider must send CQC a report that says
what action they are going to take to meet these requirements.

Regulated activity
Maternity and midwifery services Regulation 12 HSCA (RA) Regulations 2014 Safe care and

treatment

Regulation

This section is primarily information for the provider

Requirement notices
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Ref Action Action Required Lead Due Update Evidence Mitigation Status 
Date 

Closed

The maternity page of the Trust Website has been updated to reflect 

the current status of the existing maternity guidelines and Policies. 

All of the current guidelines are clearly visible and accessible.

Lisa Wood Jul-21 Complete http://pht/departments/mat

ernity/Maternity%20Services

%20Guidelines/Forms/AllIte

ms.aspx

N/A

Blue

Jul-21

All maternity guidelines and policies (n=119)  have been identified, 

reviewed and those that are out of date are allocated an author. 

Gergana Nikolova Aug-21 Complete Spreadsheet listing all 

maternity guidelines and 

policies there associated 

authors, ratification date, 

expiry date and additional 

information available on 

request.

N/A

Blue

Aug-21

Dedicated resource for regular monitoring, updating and archiving of 

existing guidelines and policies in place. 

Will be overseen by Maternity Committee for assurance.

Lisa Wood/Gergana 

Nikolova

Aug-21 The Maternity Committee agenda has a standing agenda item for 

Guideline ratification.  The Trust is establishing a Policy Group who will 

oversee the Trust policy management including compliance.

N/A

Blue

Aug-21

Blue Action complete with evidence

Green Action complete - awaiting evidence

Amber Plan in place - evidence required to confirm on track

Red No plan in place - due date at risk

Portsmouth Hospitals University NHS Trust
CQC focused inspection of Maternity Services - 20 May 2021 - Action plan - Must do actions

The trust must ensure that all relevant maternity policies and 

guidelines are reviewed, reflect current guidance and updated within 

their agreed timeframes. Regulation 12.

M1

Key

NB - additional work around search functions on the Trust intranet will form part of the new Trust-level policy and guidelines group.

Appendix B
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Ref Action Action Required Lead Due Update Evidence Mitigation Status 
Date 

Closed
S1 The trust should consider securing emergency equipment more 

effectively.

Ward manager of relevant area informed by the CQC at time of visit, 

explained the unusual circumstances and gave assurance this will 

not happen again.

Birth Centre Lead 

B5

Complete The trolley which was not secured correctly and has been confirmed as a one-off 

incident; no other concerns were raised.and no other concerns have been raised. 

However, this will be raised internally within the service for awareness

Audit of compliance 

to be monitored 

through the 

Maternity 

Committee

The need to enusre emergency equipment is appropriately secured 

has been raised across the service.

Green

Jun-21

S2 The trust should consider documenting and auditing the cleaning of 

the birthing pools

Add to cleaning checklist on birth centres and B8 labour ward. B8 & B5 Leads

PMC lead

Aug-21 A specific checklist for each pool (in B5 and PMC) has been implemented. 

The pool is cleaned after each use and documented on the checklist.

A monthly audit will be undertaken to ensure compliance (audit tool under 

development and to be completed by end of August).

Waterbirth Pool Cleaning Instructions in place

Blue

S3 The trust should consider conducting evacuation drills from the 

birthing pool at the earliest opportunity

Will ensure that all band 7 clinical leads are trained  to lead 

evacuation via drill (all staff currently undertake online training).

Matron for 

training team

Oct-21 Planned exercises have been delayed due to Covid-19 restrictions and staffing 

resources, and are due to re-commence on 1 October 2021.

Evidence of training completion can be provided on demand

Evidence of training 

compliance 

following re-

commencement of 

training

Physical training was postponed due to the Covid-19 pandemic; 

however, virtual training (available through ESR) was available and 

undertaken by staff.

* Senior presence (Band7) every day, 7 days a week, ensuring risk 

assessment is carried out as appropriate place of birth 

* Op Co (Maternity bleep holder) has oversight 24/7

* Two midwives to be present at all times when a women is in active 

labour 

Amber

S4 The trust should consider reviewing the ‘trigger’ list for when 

consultants are required to attend the department when on call.

Current trigger list to be reviewed and updated accordingly Obstetric 

governance lead

Sep-21 Two new Consultants due to commence in September 2021 which will increase the 

consultant cover to provide 98 hours of dedicated consultant cover for the labour suite 

per week. This will bring the service in line with good practice as outlined by the Royal 

College of Obstetricians and Gynaecologists. 

26.08.2021: 

Responsibility and duties of the Consultant covering Obstetrics SoP developed to 

make it clearer for trainees and supervising midwives.  The SOP is based on the RCOG 

"Roles and Responsibilities of a Consultant - Workforce Report" (June 2021).  To be 

presented to the Maternity Committee 7th September 2021 for discussion and 

ratification.

SoP to be discussed and ratified at the September Maternity Committee.  

Status updated from 'amber' to 'green'.

(1) Current trigger 

list                 

(2) SoP to be 

ratified at 

September 

Maternity 

Committee

Consultant 'hot week' to ensure support for department is available.

Consultants on-site and on-call Monday to Friday 08:15 to 22:00, and 

Saturday / Sunday 08:15 to 12:00 and 20:15 to

22:00. During these hours consultants are immediately available for 

decision making and clinical input when required.

An anaesthetist is available 24 hours a day, seven days a week for the 

labour ward to administer an epidural or spinal anaesthesia.

Green

S5 The trust should consider changing the practice of midwives 

scrubbing for theatre

Transfer to full managed theatre model NS and CD 

Divisions

Jul-21 Attached evidence confirming transfer of the service

from the beginning of August
Blue

Jul-21

S6 The trust should consider how to improve waiting times for women 

attending the Maternity Assessment Unit.

(1) Continue to use the BSOT tool which will clinically prioritise 

women.                                                                                             (2) 

Participation in managing demand through the improvement work 

with Wessex maternity pathways to reduce the volume of 

unplanned appointments.

DOM/Obstetric 

governance lead

Mar-22 (1) BSOT in use which clinically prioritises women (therefore some women may wait 

once triaged upto 4 hours, however, they are reassesswed during that period).                                                                                                                             

(2) Work underway to improve flow on induction of labour. Wessex pathways for 

hypertension, reduced fetal movements etc being finalised.

Women attending the Maternity Assessment Unit clinic are  assessed 

using the recognised Birmingham Symptom Specific Obstetric System 

(BSOTS); implemented in May 2020.

This involves completion of a standard clinical triage assessment by a 

midwife within 15 minutes of a woman’s attendance to define clinical 

urgency, guide timing of subsequent assessment and immediate care. 

All relevant staff groups have been trained in the use of BSOTS.

Where there are delays women are re-assessed using the BSOTS 

model at regular intervals. Additionally, women were advised to prior 

to attending to bring snacks and

drinks in case of delays or long waits.

Amber

S7 The trust should consider reviewing the skill-mix of staff within the 

home birth for the safety of both women and staff

Consultant midwife meets with all women who are making complex 

decisions about their care' high risk homebirths are included in this 

group.

Community 

Matron

Aug-21 The Op Co (Maternity bleep holder) assesses the needs of the women and the 

experience and skills required, allocating staff as required, community staff first.  

In the case of only junior staff being available in the community, staff from the main 

unit will be sent.

In all complex cases two midwifes are sent.

Two midwifes are always sent overnight.

Please see update.

The Maternity Services Escalation status is completed on a daily bases 

by the Op Co (Maternity bleep holder)

Blue

CQC focused inspection of Maternity Services - 20 May 2021 - Action plan - Should do actions
Portsmouth Hospitals University NHS Trust

PHU_Maternity 
Waterbirth Pool 

Cleaning 
Instructions.pdf

PHU_Birth Centre 
Daily Checklist.pdf

PHU_Maternity 
Theatres_e-mail 
confirmation.pdf

PHU_Water birth 
eLearnings screen 

shot.pdf

PHU_Maternity 
Services_Esca
lation status 

check.pdf

Consultant 
covering 

Obstertics_
SOP_v.4_August 
2021_DRAFT.pdf

Consultant 
Obstetrician 
Attendance - 
Guideline v3 - 

UNDER REVIEW.pdf
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Ref Action Action Required Lead Due Update Evidence Mitigation Status 
Date 

Closed

CQC focused inspection of Maternity Services - 20 May 2021 - Action plan - Should do actions
Portsmouth Hospitals University NHS Trust

S8 The trust should consider developing a business continuity plan for 

the electronic patient record system.

Final draft waiting to be approved Digital lead 

midwife

Sep-21 Business Continuity for Badgernet have been discussed with respective service leads.

Maternity services have implemented robust plans should Badgernet crash or there be 

IT failures, and have undertaken training with band 7 and managers.

The BC plans are currently being concluded with ratification expected by by the end of 

August. 

Guidelines relating to Maternity notes have been updated to reflect Badgernet.

Please see update

Blue

S9 The trust should consider improving staff awareness regarding 

reporting incidents and near misses.

Staff survey around datix reporting undertaken (see evidence 

section). 

Incident reporting as increased as per slide (See evidence section)

Feedback from datix reports now being given to staff

Maternity 

governance team

Jul-21 Incidents are discussed weekly with the Senior Management Team and Clinical 

Governance.

Specific Risk Management Training has taken place for the Governance Team and 

Senior Management Team.

Monitoring will through the Trust Maternity Committee.

Blue

Jul-21

S10 The trust should consider carrying out baby abduction exercises at the 

earliest opportunity

Planned for later in the year when operational and security 

pressures ease - requires whole Trust / system approach

Matron for 

training team

Apr-22 This requires a multi-agency approach Access and egress is restricted through the use of swipe cards.

Maternity administrative staff cover the labour ward exit 24/7 and 

provide cover for the post-natal ward during the day.

Newborn Security Policy in place Amber

S11 The trust should discuss vitamins, supplements and nutrition in 

pregnancy with all women.

BadgerNet information system (now used by all women) updated 

with this information on a 'push' notification

Public Health 

Midwife

Jul-21 The 'Pre-pregnancy advice and maternity care for BAME women' leaflet provides 

information relating to:

Before pregnancy:

* Folic Acid

* Vitamin D

* Food and Drink (including vitamins)

* Alcohol

* Smoking 

* Exercise

* Mental Health

* Vaccinations

* Domestic Abuse

The Trust Maternity Service Internet pages includes information relating to vitamins 

and supplements (https://www.porthosp.nhs.uk/departments-and-services/maternity-

services/97964) 

Badgernet screen 

shot to follow

Blue

Jul-21

S12 The trust should consider expanding information displayed on the 

maternity dashboard to align to the COVID 4 action

Ensure that BME women are assessed ntilising the Covid 4 actions - 

compliance agaonst this will be monitored through audit.

DOM Oct-21 The four specific actions to minimise any additional risk of Covid-19 for BAME women 

and their babies have not been ratified at a National level.

In response the Trust plans to audit the care of BAME women.

(https://www.england.nhs.uk/2020/06/nhs-boosts-support-for-pregnant-black-and-

ethnic-minority-women/)

Outcome of audit 

of care for BAME 

women

Results of the audit of care of BAME women in relation to the Covid 4 

actions will be presented to the Trust Maternity Committee to 

determine any actions required.

Amber

Blue Action complete with evidence

Green Action complete - awaiting evidence

Amber Plan in place - evidence required to confirm on track

Red No plan in place - due date at risk

Key

Incident 
Management 

slides.pptx

Badgernet Failover 
Plan.pdf

IT-WiFI Outage 
Plan.pdf

PAS Down Plan.pdf

PHU_Pre-
pregnancy advice 

& Maternity 
Care_BAME 
women.pdf

PHU_Newborn 
Security - Policy 

v3.pdf
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Appendix C: Maternity Services Reporting Structure 2021 
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Appendix D: Example of the weekly Governance update 2021 

Page 109 of 244



 

Page 110 of 244



 
 
 
 

Page 111 of 244



Page 112 of 244



 

 

Committee: QUALITY AND PERFORMANCE COMMITTEE 

Date of Meeting: 23RD AUGUST 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH SEPTEMBER 2021 

Chair: MARTIN ROLFE – NON-EXECUTIVE DIRECTOR 

Lead Officer: ALISON FOX-ST MARTHE – INTERIM DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

097.21 

  

Appendix A: Agenda 

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

 

Integrated Performance Report 

 
The Integrated Performance Report was considered by the Committee and noted in items 124.21 and 131.21.  

Site Update 

• As of the time of the meeting, there were 52 Covid-19 positive patients on site; eight of these were in ITU 

• This reflected rising prevalence in the local community and was in line with more optimistic modelling 

• Elective and non-elective activity was also increasing. 

• Escalation plans were in place to manage demand but had yet to be triggered by the current situation. 

• The Committee would prioritise any potential impact on safety arising from these operational pressures. 
 

 
Agenda 
item 

Items of note: 

124.21 Quality elements of integrated performance report (IPR) 

The IPR was noted and the following matters were highlighted: 

• Two never events  were reported in the period, with procedures having been the cause in both 
instances. The learning taken from these would be used to increase compliance with processes 
across the Trust.  

• An increase in reported safety learning events per 1,000 occupied bed days had also been 
observed, with much of this involving pressure ulcers (although falls had decreased).  

• The impact of operational pressures on this was acknowledged, with staff to be supported as 
appropriate in the current context.  

• Performance on deteriorating patients remained positive; mental health assessment was also 
an area of continued improvement.  

• All uses of restraint in mental health cases were reviewed by the Trust. The Safeguarding Team 
had been asked to undertake an audit of all such episodes.  

• Real time patient feedback had recommenced and was being used to inform healthcare 
provision at the Trust.  

• Reporting on medication safety would be revised to reflect the planned implementation of 
electronic prescribing. 

Enclosure Number 

9 
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Agenda 
item 

Items of note: 

125.21 Care Quality Commission - Maternity Services inspection 
 

The Committee considered the inspection, with Maternity Services having received its findings 
positively. The Care Quality Commission had recognised the progress made since the 2019 full 
inspection, whilst engagement with staff was ongoing regarding the other issues which were observed 
by the inspection team. Maternity Services staff who had been approached by CQC had raised the 
efforts made by the incoming leaders in providing support and addressing morale. This also applied to 
the interim team in place prior to the arrival of the substantive Director; however, staff acknowledged 
that challenges remained.  
 
The action plan for the recommendations had been issued, with all areas allocated a ‘red / amber / green’ 
rating depending on the level of progress made. The action plan for the CQC recommendations would 
also be integrated with the improvement plan for Maternity Services to ensure it became part of the 
area’s ongoing business. 
 
Engagement had been an area of focus with Trust Executive Team members involved in the process as 
well as service-specific postholders. The visibility of leadership had been crucial in underlining the 
message that support was available for all staff. Human factors sessions were being held, with issues such 
as hierarchical attitudes and the importance of speaking up addressed.  

This report will also be covered at Trust Board on 29th September 2021 under agenda item 097.21. 

126.21 Infection prevention and control  
 

The Infection Prevention and Control Committee was meeting monthly, with six associated work streams 
established. The Board Assurance Framework had been updated (including the use of a refreshed 
format), whilst a new lead matron had also been appointed.     
 
The Committee commended the level of work being undertaken in the area. 

127.21 NHS 111 First 

An update on the redirection pilot was given, with a recent audit having indicated that a significant 
proportion of patients arriving at the Trust may be better suited to alternative care settings. As the 
cases had involved had a predominance of younger patients, the pilot had focused on 18 – 40 year olds.  

This involved not taking patients to the Emergency Department as the initial point of entry. Whilst the 
final analysis of this had yet to be completed, observations were that its impact may have been limited.  
In terms of the Trust itself, the length of time taken to refer cases to specialties had been raised as an 
issue. A central point of referral for GPs had been identified as one potential solution to this. Other trusts 
(including Hampshire Hospitals NHS Foundation Trust) operated this system and would be approached 
for their experiences should this option be pursued. A meeting with service providers would be held in 
mid-September 2021 to consider the learning taken from the pilot thus far and how its efficacy could 
improve.  

128.21 Quality report – patient safety 
 

The first quarter of 2021 – 22 had seen an increase in reporting potentially linked with operational 
pressures. The rise in instances of pressure ulcers had several causes, with measures such using washing 
techniques that did not involve water or soap being investigated for efficacy. Consistency in the 
application of standardised care processes was also emphasised in weekly clinical meetings.   
 
Future reporting on patient safety would be revised to link it with the Trust’s strategic aims and the 
breakthrough objectives from Delivering Excellence. This would allow content to be used in other 
reporting across the organisation. Cultural issues would also be addressed clearly to provide assurance 
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Agenda 
item 

Items of note: 

that workplace practices were not solely or predominantly based on learnt behaviours or established 
cultures rather than ones which had a record of proven effectiveness.  
 
Regarding the duty of candour, the importance of meaningful and open conversations was being 
emphasised as opposed to a focus on narrow compliance. As part of this, the Incident Review Panel 
explicitly addressed the communications with patients and relatives when assessing the response to any 
events under discussion.  

129.21 Learning from deaths 
 

The previous quarter had seen the Medical Examiner’s Office expand its work within the local community. 
As part of this it now had an ongoing engagement with a hospice; it was expected that similar 
developments would follow.  
 
Training on structure judgement reviews was being provided to ensure that there were qualified 
professionals to support the system. The staff trained thus far included a mixture of junior and senior 
professionals from a range of areas. The quality of the work conducted by these individuals was 
demonstrable and had been appreciated.  
 
Nosocomial panel reviews had nearly concluded, which had delivered some in-depth analysis and 
identified learning (e.g. compliance with swabbing, avoiding unnecessary patient transfers). At present, 
the remaining cases were scheduled for completion in mid-September 2021. Given this, the 
communications with relatives were being drafted and conversations with clinicians would be arranged 
depending on the wishes of those concerned. 

130.21 Quality Accounts objectives 

 

Engaging with patients on the objectives for the 2021 – 22 accounts would be a focus for activity.   

131.21 Performance elements of the integrated performance report 

The Performance elements of the IPR were received and discussed with the following highlighted: 

• Patient flow had been affected by the operational pressures currently experienced by the Trust. 

• As a result, bed occupancy, ambulance hold times and similar metrics connected with this had 
deteriorated over the previous month. Medicine and Urgent Care had been operating beyond 
its stated capacity, as had the hospital as a whole on occasions.  

• Staff annual leave had been factored into planning with contingencies put in place. 

• The Integrated Care System had offered support, with a six-week action plan having been 
developed to ameliorate the immediate position. 

• All aspects of healthcare were experiencing atypical patterns of demand at present and daily 
conversations were being held across the local healthcare system. 

• The planned Medical Village at the Trust would provide further assistance in these areas.  

• Surge planning in the Emergency Department had been undertaken in preparation for any 
increase in COVID demand and subsequent implications for the appropriate cohorting of 
patients.  

• All nine cancer standards had been confirmed for June 2021, as had the Trust’s status as top 
performer in this regard for the Wessex area. However, the position for July 2021 was slightly 
more challenged with the 62-day standard appearing unlikely to be met for the month (the 
other eight would be met). 

• Waiting list sizes had increased marginally. The position on 52-week waits had improved, but 
the cohort of 70 weeks and over would peak in mid-September 2021 before declining.  

• Performance on diagnostics remained comparatively strong.  
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Agenda 
item 

Items for escalation to the Trust Board: 

126.21 The Committee commended the work being undertaken on infection prevention and control. 

 
Agenda 
item 

Recommendations: 

 None on this occasion. 
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QUALITY AND PERFORMANCE COMMITTEE 
 

Monday 23rd August 2021 
09:30 – 12:00  

Via Microsoft Teams 
 

 
A G E N D A 

 

 
Item No. Time Item Enclosure  

No. 
Presented 
By 
 

 
121.21 09.30 

 

Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

122.21 09.32 
 
Minutes of the last meeting – 19th July 2021 
 

1 Chair 

123.21 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

 
QUALITY 
 

124.21 09.35 
Quality elements of integrated performance 
report 

 
To follow 

 
MD/CN 

125.21 10.10 
Care Quality Commission - Maternity Services 
inspection 

3 CN 

126.21 10.20 Infection prevention and control 4 CN 

127.21 10.40 NHS 111 First  5 COO 

128.21 11.00 Quality report – patient safety 6 CN 

129.21 11.10 Learning from deaths 7 MD 

130.21 11.20 Quality Accounts objectives 8 DGR 

PERFORMANCE 

131.21 11.30 
Performance elements of integrated 
performance report 

 
To follow 

 
COO 
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POLICIES 
 

 
132.21 

 

 
11.40 

Shared Assurance and Improvement 
Programme – terms of reference 

 
9 

 
DGR 

 
COMMITTEE FEEDBACK 
 

 
133.21 

 
11.50 

Committees report to the Quality and 
Performance Committee: 

• Quality, Safety and Patient Experience 
Group 

• Emergency Preparedness Resilience and 
Response Committee 

• Medical Devices Management Committee 
 

 
10 

 
Chair  
 

 
134.21 

 
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 

 
135.21  

 
Any other business 
 

 
N 

 
Chair 

 
136.21  

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Monday 20th September 2021, 09:30, E Level Boardroom,  
Education Centre, Queen Alexandra Hospital 

 

 
Chair 
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c. 3a 3b 4   
Title of report LEARNING FROM DEATHS – QUARTER 1 2021 – 2022 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 23RD AUGUST 2021 

Executive lead Dr John Knighton – Medical Director 

Author Katrina O’Shea – Head of Clinical Safety and Learning 

Date report 
written 

10th August 2021 

Action required Discussion / Noting  

Executive 
summary 

This report relates to Quarter 1 2021 – 22; during this period, the number of 
deaths reported within the Trust was largely in line with the equivalent periods in 
2019 and 2020. This contrasted with the previous quarter, where the pandemic 
had caused a significant rise in mortality. The hospital standardised mortality ratio 
remained unchanged from the previous report presented to Quality and 
Performance Committee (99.2, statistically as expected) and covers the period 
January to December 2020. The summary hospital-level mortality indicator will be 
reported in the next Learning from Deaths report (November 2021). Deaths in the 
Emergency Department increased from 50 in the preceding quarter to 56, 
reflecting the national trend for higher attendance in this area.  
 
The medical examiner system has met on a daily basis throughout the period, with 
a pilot scheme to be initiated at Rowan’s Hospice. This is part of the programme 
for the coming year exploring the possibility of expanding the service to cover the 
local community. The Mortality Review Tool has been developed to include 
information from the Mortality Review Panel and deaths reported in the 
Emergency Department. Neonatal deaths remain outside of this process; national 
guidance on this matter is awaited. 
 
Structured Judgement Reviews have experienced delays recently, with the reasons 
for this being numerous and varied. The Learning From Deaths Policy will be 
updated to assist with rectifying this by integrating the process into Trust 
governance structures. Training sessions have been delivered to Junior Doctors to 
increase the number of clinicians who can participate in the reviews.  
 
A weekly multi-disciplinary panel has also been meeting to review the cases of 
nosocomial COVID transmission which have resulted in death. The key lessons 
learned (e.g. compliance with swabbing, rapid identification of cases) are 
summarised in sections 13 – 16 of this report, with the priorities for the next 
quarter (e.g. completion of remaining reviews, communications with families) in 
sections 17 – 19. The Datix reporting system has been amended to capture 
instances reported since November 2020 and the patient safety team is 
triangulating the open cases reported within safety, complaints and legal 
workstreams. 
 
No child deaths were reported at the Trust in the first quarter of 2021 – 22. Five 
neonatal cases had occurred and were being reviewed externally in line with 
regional practice. One death had been evaluated as ‘probably avoidable’ using the 
Hogan Score system and is outlined in section 28 of the attached report. Referrals 
to the Coroner declined from the equivalent period in 2020 – 21.  
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In terms of future plans, consistency of approach in the referral of cases to the 
Coroner was the subject of ongoing discussions. As outlined above, the support for 
the Structured Judgement Review process will also be a key priority. A Learning 
from Deaths Manager will also be recruited during quarter two. 
 

Appendices 
attached 

There are no appendices to this report 

Recommendations The Committee is requested to note the report. 

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 23 - Governance systems across the Trust are ineffective in the delivery and 
monitoring of high standards of care, treatment and performance, and are 
insufficiently open and transparent. 

Links to Board Risk 
Register 

Not applicable 

Compliance / 
Regulatory 
Implications 

None identified 

Quality Impact 
Assessment 

No impact on quality. 

Equality Impact 
Assessment 

No equalities implications. 

 

 

Page 120 of 244



Learning from Deaths 
Q1 2021/22 report to Trust Board 

1. This report provides a summary of key mortality indicators during the period of April

– June 2021 (Quarter 1).

Introduction 

2. There remains a sustained focus on mortality at PHU. The Hospital Standardised

Mortality Ratio (HSMR) is the ratio of observed deaths to expected deaths for a

basket of 56 diagnosis groups. The HSMR for the period January to December 2020

is 99.2 (94.5 – 104.2), this is within the expected range when compared to hospital

trusts nationally. This data is provided retrospectively, and this level of performance

is unchanged when compared to the data provided in the previous quarters. The

next set of SHMI data will be published nationally on the 12th August and will be

reviewed and included in Q2 report.

Medical Examiner Process 

3. A panel is held each day (Monday – to Friday) at PHU to review all adult and child*

inpatient deaths and this has continued during the height of the COVID 19

pandemic. The legislative changes to death certification and registration as a result

of the Coronavirus Act 2020 remain in place. A Medical Examiner chairs each of

these panels. The Medical Examiner Officer (MEO) provides the senior nursing

input and support ensuring that the panel remains a multi-disciplinary forum as well

as providing a consistent presence at the panels.

4. The Medical Examiner (ME) service will launch a pilot scheme during Q2 with

reviewing deaths at Rowan’s Hospice. The Medical Examiner service has begun

electronically capturing the discussions from the Mortality Review Panel into the

Mortality Review Tool, whereby enhancing the learning captured and ensuring

consistency in documentation. The Medical Examiner Officer (MEO) have begun

uploading ED deaths into the MRT, this should allow for better data quality and

capturing of any learning from death. In the event of any safety concerns raised at

the MRP, the Medical Examiner Officer attends all Trust Incident Review panels to

discuss these cases.

*The only inpatient deaths that are not reviewed by the Medical Examiners are those
in the Neonatal department. This decision was reached after discussion with relevant 
staff groups and the Regional Medical Examiner. This is in accordance with regional 
practice until National Guidance is forthcoming. 
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Structured Judgement Review (SJR) Process 
 
5. The Mortality Review Group has acknowledged that there are currently delays in 

the completion of SJRs. The reasons are multiple but include retirements of staff 

with this expertise, the absence of training sessions, the loss of a senior 

coordinator, and a reluctance in the remaining reviewers due to concerns 

regarding a tendency for the new Coroners to request SJRs at inquests. The 

Learning from Deaths Policy needs to be updated, to include the Medical 

Examiner system but also to describe how SJRs are to be efficiently integrated 

into the current trust governance structures. Two SJR training sessions have 

been provided to Junior Doctors in Q1 by the Associate Medical Director and 

Medical Examiner, this has increased the number of skilled clinicians to support 

learning from death. This training will continue throughout the year. 

 

 
Data 1st April 2021- 30th June 2021 
Total Number of Deaths in the Trust and ED 
 

 

 

6. The number of deaths in Q4 was exceptional due to the nature of the pandemic. Q1 

has returned to comparable state in relation to previous years. 
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2019 225 207 201 223 205 145 163 172 180 192 217 216

2020 261 209 272 282 153 127 159 172 168 172 173 296

2021 470 277 198 158 173 164

0

50

100

150

200

250

300

350

400

450

500

Total number of deaths by month

2019

2020

2021

Page 122 of 244



 

 

 

Emergency Department (ED) deaths 

 
7. 56 deaths occurred in the ED during Q1, compared to 50 deaths in Q4. We can 

see the rates of death in ED has increased in May and June, this is in correlation 
with nationally higher ED attendances, which may be linked to referral to 
treatment times for elective treatments.  

 
 
8. The Medical Examiner (ME) service have reviewed ED deaths at panel since 15th 

September 2020. PHU has referred cases to the Coroner according to the 
national guidelines rather than local rules since October 2020. We have noticed 
an increase in the number of deaths certified by ED, however when discussed at 
MRP this was deemed appropriate.  
 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

Deaths in ED 2019 23 20 22 23 25 14 12 17 15 14 23 21

Deaths in ED 2020 25 24 25 24 12 15 22 18 19 16 16 24

Deaths in ED 2021 21 15 14 15 20 21
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COVID 19 deaths in the Trust / Nosocomial Investigations 
 

9. All COVID-19 cases and deaths, regardless of whether they are hospital-onset 
healthcare associated, are reported to relevant central COVID-19 data 
collections daily.  
 

10. New reporting guidance was released by NHS England and NHS Improvement 
on the 27th October 2020 relating to reporting and investigating nosocomial 
COVID 19 deaths. Changes have been made to DATIX (Incident reporting 
system at PHU) during Q4 to enable the Trust to capture the death of a patient 
when COVID-19 is cited on either Part 1 or Part 2 of the death certificate. 
Nosocomial infections resulting in death, have been reported and are being 
investigated in accordance with NHSE/I recommendations. The most important 
element of this process is to ensure that individual organisations and the system 
learn from any lapses in care that led to a patient acquiring COVID-19 whilst in 
our care. A nosocomial panel has been established to review these cases and 
learning will be shared in due course both internally and system wide. 

 
11. The table below shows the number of patients whose cause of death is noted as 

a result of the COVID-19, but not necessarily the primary cause. The deaths 
shown in the table below are all adult patients. Prevalence of COVID-19 in PHU 
has been higher than national average, and the Trust responded to a surge of 
acutely unwell inpatients with COVID-19 during January and February 2021. 

 

  
Inpatient 
COVID-19 
Deaths  

% Total 
Inpatient 
Deaths 

ED COVID-
19 Deaths  

% Total of ED 
Deaths 

No. of deaths 
probable and 
definite 
nosocomial 
COVID-19 
infections 

Apr-20 144 56% 4 17%  

May-20 34 24% 0 0%  

Jun-20 4 4% 0 0%  

Jul-20 0 0% 0 0%  

Aug-20 1 1% 0 0%  

Sep-20 7 5% 0 0%  

Oct-20 8 5% 0 0% 7 

Nov-20 49 31% 2 13% 20 

Dec-20 146 54% 1 4% 65 

Jan-21 346 77% 4 19% 50 

Feb-21 136 52% 2 13% 10 

Mar-21 49 27% 0 0% 2 

Apr-21 11 8% 0 0% 2 

May-21 1 1% 0 0% 0 

Jun-21 1 1% 0 0% 0 
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12. The nosocomial investigation process has provided an opportunity to 
retrospectively evaluate the events that occurred during the Covid-19 
pandemic. A weekly multi-disciplinary panel has been retrospectively reviewing 
all patients that have been identified as having a probable or definite hospital-
onset healthcare associated COVID-19 infection. At the time of writing, the 
panel has reviewed 71% (104) of the total 146 patients who have died since 1st 
November 2020. 

 
Lessons learned:  
 
13. Identifying and safeguarding against Nosocomial C-19 those patients who are 

at high risk (Obese, asthmatic, diabetic, BAME etc. ). The panel has noted poor 
outcome for these patients if they contracted COVID-19 and they did not get 
flagged, as such no risk mitigation applied to their treatment and care, rather a 
blanket approach to all patients.  
 

14. Reducing incidence of non-compliance with swabbing; – themes have been 
identified linked to gaps in swabbing patients compounded by multiple inter-
hospital transfers that have appeared to be operationally driven rather than a 
clinical priority for the patient.  There were also incidences of not swabbing 
patients after they have been identified as a contact.  
 

15. 15% (16 of 104) patients had 5 or more ward transfers NB - National guidance 
x2 transfers maximum post admission. (ED to AMU was not counted nor was 
ward bed-cubicle-bed within same clinical area). Of note we do not have 
visibility of staff and support worker movement around the hospital nor their 
compliance with or training for PPE, IPC protocols (including portering staff, 
facilities staff, ward clerks, catering etc.)  
 

16. Resourcing escalation was challenged and there was a noticeable lack of 
senior input especially noted over the Christmas period and over weekend. 
There were delays to patients who were medically fit for discharge this appears 
to be a systemic NHS wide multi-agency issue currently insoluble. (Delayed 
discharge correlated with but not causative of Nosocomial C-19)  
 

Focus for Q2 
 

17. Working within the current resourcing the Patient Safety Team will continue to 
review 8 nosocomial cases per week and as such we are on target to complete 
the review of all deceased patients by the end of September 2021.  
 

18. We will begin writing to patients/families to make certain that they are aware 
that they, or their loved one, is believed to have caught COVID-19 in hospital. 
We want to ensure that they know we are very sorry for this and explain that 
we are investigating this. 
 

19. This is also our opportunity to explain to our patients and their families the 
actions that we propose to take and have taken following any learning. The 
investigation is covering all aspects of the care that the patients received in our 
hospital and this will help to ensure that we deliver the best possible care for 
our local community in the future.  
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Child Deaths 
 

20. The Trust has very small numbers of children who die whilst inpatients in our 
care. There are a few children who are brought to the ED and are confirmed to 
have died there; this report does not include those cases. There have been no 
child deaths during this period.  
 

21. Five Neonate deaths occurred during Q1 and these are reviewed externally in 
accordance with regional practice until National Guidance is forthcoming.  

 
 
Deaths subject to a Case Record Review and referrals to the Coroner 

 
22. There were 495 cases reviewed during the Quarter 1 period (56 of which 

occurred in the Emergency Department). The Hogan score regarding avoidability 
of death is shown below (shows inpatient and ED deaths). 
 
 

 
 
 

 

 
 
 
 

 
23. There was 1 case grade with a Hogan Score of 3 - Probably Avoidable (more 

than 50:50) at the Mortality Review Panel (MRP). This case is currently being 
investigated and the details are further explained in section 28. 
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24. There were 6 cases provisionally graded with a Hogan Score of 4 (possibly 
avoidable, less than 50:50) at the MRP. This equates to a rate of 1% of the total 
cases, in comparison to 0.5% in the previous quarter. 

 
Of these: 

➢ 5 out of the 6 cases were referred to the coroner. 
➢ 5 out of the 6 cases was referred to Care Group for Mortality & Morbidity Review 

(M&M). The learning from one of the reviews is shared in section 29 of this 
report. The other 3 M&M are still pending review, and this has been flagged up 
to the care group governance lead. 
 

There were 13 cases provisionally graded with a Hogan Score 5 (Slight evidence of 
avoidability). This equates to a rate of 3% of cases, showing an increase compared to 
the 1.4% in Q4 2020/21. 
 
Of these: 

➢ 5 were referred to the coroner. 
➢ 7 have been referred for an M&M review at care group level.  
➢ 2 M&M have taken place – the reviews showed no lessons to learn and the end 

outcome was unavoidable. 
➢ Still awaiting review for the remaining 5 cases. 

 
25. There were 2 Learning Disability Deaths (both inpatient), a structured judgment 

review (SJR) has yet to be completed to support the LeDeR. 
 

Coroner’s information 
 

 
26. The number of cases referred to the Hampshire Coroners service has been lower 

in 2020 compared with 2019. There have been changes which may have caused 
this change. The pandemic has led to drastic changes in admissions to the 
hospital. The average number of cases (38) referred to coroner in Q1 2021/22 is 
significantly below that of average number of cases (50) referred to coroner in 
Q1 2020/2021. 
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27. From the 1st of October 2020 PHU started to refer cases to the Coroner according 

to the national guidelines rather than Local Rules. This meant that we were not 
referring cases simply because they had been admitted for less than 24 hours, 
or who had had an operation in the previous year. Typically, these referrals were 
returned to us by the Coroner. The graphs below would support this 
interpretation, since while the number of cases going to post-mortem has kept 
consistent, the number of cases returned to us after consideration, has continued 
its trend of decreasing month on month during Q1 2021/22. Despite  referring 30 
cases to the coroner in June 2021, only 9 were returned for PHUT to issue a 
certificate. This suggests that we are referring cases more appropriately to the 
Coroner. 
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Numbers investigated as Serious Incidents (SI) 
 
28. There were two cases where concerns were identified requiring an investigation. 

These were both discussed at the Trust Incident Review Panel (IRP), and a full 
review into their care is underway, and learning from this will be collated and 
disseminated across the Trust. 

 

• Patient X - There was one death graded as Hogan score of 3 during Q1. A 40yr 

old lady was treated in ED for presumed sub-arachnoid haemorrhage. CT and 

angiogram performed, and initial radiology report reported no bleed and nil 

concern on angiogram, the patient was sent home with a presumed migraine. 

A further addendum was added to angiogram report detailing multiple 

aneurysms but was not clear how this was managed or communicated with 

patient. Sadly, the patient was readmitted 3 days later with seizure and in 

cardiac arrest, neurosurgery was not possible, and she died in ICU. 

• Patient Y - 68-year-old man was not prescribed anti-coagulation on discharge 

and later collapsed following cardiac arrest at home. The patient attended ED 

and could not be revived, the case has been referred to coroner and found to 

have developed a fatal Pulmonary Embolism. The patient’s family have also 

voiced their concerns regarding discharge, treatment and questioned whether 

this could be linked to recent Astra Zenica Covid vaccination.  

 

Number of deaths where it is thought ‘more likely than not’ that problems in care 
contributed. 

2021/2022 
Quarter 
1 

Percentage 
Reviewed 

Deaths 495   

Cases Reviewed 495 100.0 

Of those reviewed 

Hogan Level 1 0 0.0 

Hogan Level 2 0 0.0 

Hogan Level 3 1 0.2 

Hogan Level 4 6 1.2 

Hogan Level 5 13 2.6 

Hogan Level 6 475 96.0 

 
29.  

Learning from a review of a case at M & M – Hogan Score 4 

Brief Synopsis and Learning from Death 

Patient died of pneumonia after elective re-do surgery for rectal prolapse. He had 
been keen to have this operation because of distressing symptoms. He had been 
assessed in the outpatient clinic and referred to the anaesthetic assessment clinic 
to assess his risks and optimal anaesthetic technique. The M&M meeting noted that 
there were compromises / failings in his workup for surgery. He had not been seen 
in the anaesthetic assessment clinic. In addition, he was not pre-clerked before 
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admission. The consultant surgeon spotted these issues and discussed whether to 
go ahead with the consultant anaesthetist listed for the operating list. They agreed 
to assess him carefully on the day of admission and to defer if he appeared too frail. 
On the day the patient was judged safe to proceed. The M&M meeting heard how 
the patient was actually unwell and vomiting the day before surgery but did not 
disclose that to the team for fear of having his operation deferred. His operation went 
technically well. The next day he was not so well with evidence of an inflammatory 
process and chest X Ray abnormal showing collapse/consolidation. His CRP was 
elevated, and this was not noted by the team prior to surgery. He was treated well 
for his respiratory problems but ultimately died RIP. The M&M outcome was that 
there were failings in his process of care leading to shortcuts in the process. The 
main issue was a developing a chest infection most likely starting pre-op. The 
elevated pre-op CRP was not identified by the consultants in charge. Overall, it was 
noted that we get very good outcomes rectal prolapse surgery in elderly and frail 
patients with deaths being rare.  

 

Coroner’s Inquest - Feedback  
 

30. A total of 51 cases were discussed at coroner’s inquest in Q1 (15 in April, 19 in 
May and 17 June). There have been several instances where communication 
with the patient’s family could have been better. In one case heard in May the 
coroner said:  “I have had a number of hospital cases recently where the care 
has been first rate, but not the communication”. In the same case, a subdural 
haematoma was “missed “when reported by an external provider. The external 
provider produced a witness statement and investigation report which 
contained a clear explanation of how the error occurred, how the individual had 
learnt from the experience and a clear apology. The Coroner said she was very 
reassured by the response, which she described as a “perfect response to an 
error.”   It was a very clear example of how a good investigation and open and 
apologetic clinical response can have a huge impact on how an inquest is 
conducted and evidence perceived. The Coroner did not even consider whether 
the error contributed to the death and the family went on to thank the hospital 
for everything the staff had done for the patient.  
 
In a further case the relative clearly had ongoing concerns about nursing issues 
and was invited to have a post inquest meeting with the nursing staff, all 
concerns were answered and the relative gave the staff chocolates and a thank 
you card.  No causes for concern in the 51 cases discussed from a PHU 
viewpoint. 

 

Future plans 

1. The Medical Examiner Office will commence the gradual roll out of the system 
into the Community in the future. Plans to review deaths at Rowans hospice 
are underway and due to begin in July.  

2. There are discussions ongoing with the Coroner, co-ordinated by our Regional 
Medical Examiner, to ensure consistency of approach when referring cases. 
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3. We should continue to monitor the percentage of cases with M&M reviews still 
pending on MRT since the Medical Director asked for all departments to do so. 
 

4. Progress is beginning to be made with recruiting and training more junior 
doctors to be able to complete SJRs. Two sessions have been successfully run, 
and further sessions will be run throughout the year.   
 

5. We intend to have a SJR completed by a Consultant for any cases that are 
being presented at inquest to the coroner 
 

6. Mortality Review Group to evaluate systems and processes to ensure that 
learning from deaths is disseminated consistently across the organization. A 
post for a learning from deaths manager has been approved to support this and 
is currently with Human Resources Team to go through the job match process. 
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Committee: QUALITY AND PERFORMANCE COMMITTEE 

Date of Meeting: 20TH SEPTEMBER 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH SEPTEMBER 2021 

Chair: MARTIN ROLFE – NON-EXECUTIVE DIRECTOR 

Lead Officer: ALISON FOX-ST MARTHE – INTERIM DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

097.21 

Appendix A: Agenda 

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

Integrated Performance Report 

The Integrated Performance Report was considered by the Committee and noted in items 140.21 and 145.21. 

Agenda 
item 

Items of note: 

140.21 Quality elements of integrated performance report (IPR) 

The IPR was noted and the following matters were highlighted: 

• Activity in August 2021 had been at an atypically high level for the time of year.

• The Trust had continued with the recovery of elective services towards pre-pandemic levels.

• Non-elective demand had seen bed occupancy stand at over 95% for the majority of the month

• This caused issues for the management of admissions and Emergency Department patients.

• Cross-team working had assisted with the response and supported patient management.

• Operational control and grip had been reintroduced over recent weeks to ensure response was
co-ordinated effectively, with work prioritised to support patient safety.

• Messages regarding this were shared with staff on a regular and ongoing basis, with
information regarding operating under current pressures shared across the organisation.

• Meetings with matrons and clinical directors were supporting decision-making at local levels.

• The deployment of teams to maximise the impact of their efforts had been reviewed, with
mutual support offered as required.

• Cancer services would be prioritised, with performance being maintained.

• The challenges presented by waiting lists given the suspension of some services during COVID-
19 was becoming apparent and acknowledged by all parties.

• Dialogue was ongoing with partners (e.g. South Central Ambulance Service) to consider the
risks associated with current pressures, their level of acuity and equitable distribution of them.

141.21 Quality report – patient experience 

Progress was being made on complaints resolution, with the number of outstanding cases in breach of 
the deadline for a response having halved in the previous quarter. The service had also offered to be an 
early adopter for the new standards being introduced by the Parliamentary and Health Services 
Ombudsman. There had also been a notable improvement in the quality and tone of responses. The 
Friends and Family Test had resumed nationally and was in operation across the hospital.  
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Agenda 
item 

Items of note: 

The League of Friends had returned to the site, whilst other volunteering services had supported the 
bag delivery service throughout the pandemic. In addition, the support offered by the Bereavement 
Service for families, faith communities and the Coroner’s Office was appreciated widely. Work on 
dementia with the University of Portsmouth was ongoing.  
 
Real time feedback was being piloted in nine areas, with support offered by Family Liaison Officers to 
avoid clinical staff being asked to collect patient views on their own services. The efficacy of the system 
in allowing for immediate responses to concerns raised by service users offered significant benefits and 
was intended for application across the Trust. The arrangement with Northumbria Healthcare NHS 
Foundation Trust was also being used as a source of information given their use of this process. 
 
The potential use of the patient experience report to encourage dialogue with the community and 
provide key messaging was being considered.  

142.21 Board Risk Register  
 

The latest version reflected the impact of the pandemic, operational pressures and staffing matters 
currently being experienced by the Trust. An entry regarding patient medication lockers had been added 
since the previous presentation of the register in June 2021. The Committee recommended the 
document presented for adoption by Trust Board, although requested that the impact of system 
pressures be revisited when assigning risk scores to entries relating to urgent care and non-elective 
services. 
 
The Committee recommended the risk register to Trust Board for adoption. 
 

143.21 Window restrictors 

Since two safety learning events related to the fittings had occurred, a review of these fitting had been 
conducted. The initial phase of the replacement programme had been completed, with 124 windows 
proving unsuitable for the Jacklock system which was being installed where possible. Work on these 
was scheduled to commence in spring 2022, to be completed by the following summer. The equipment 
in place in these cases was deemed to be safe but not compliant with the standards required by the 
relevant health building standard.  

All such fixtures in areas deemed to be of high risk to patients had been replaced; the remaining 
windows were not in this category. An additional consideration was that the replacement of these 
fittings in a more rapid manner would involve the removal of the entire window; doing so in winter 
would raise other patient welfare issues. Risk assessments had been conducted to ensure that the 
process was managed in a reasonable and responsible manner, with a detailed report provided by the 
contractors undertaking the work. The fact that the windows assisted with ventilation (and therefore 
the response to COVID-19) had meant that their permanent closure in the interim period had not been 
recommended. The location of these windows would be reviewed to ensure that any associated patient 
risk was identified and managed. A wider site compliance report on fixtures other than windows would 
commence soon and be reported to Finance & Infrastructure Committee.      
 

145.21 Performance elements of the integrated performance report 

The Performance elements of the IPR were received and discussed with the following highlighted: 

• Eight of the nine cancer standards had provisionally been achieved in August 2021, with the 62-
day standard remaining a challenge to meet.  

• Waiting lists for treatment were being reviewed on a regular basis to ensure cases with the 
highest levels of need were received by theatre as required.  
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Agenda 
item 

Items of note: 

• Only one patient who had been awaiting treatment in excess of 104 weeks remained on the list 
and had expressed their choice in maintaining this position. 

• Diagnostic performance remained positive, although challenges faced by the MRI service had 
seen the creation of a recovery plan to resolve issues being encountered.  

• Elective recovery continued to be managed and was progressing well, with patients’ length of 
stay and support for discharges a priority to maintain this.   
 

146.21 Portsmouth and South East Hampshire urgent care 
 
A system meeting on 8th September 2021 had been attended by all partners responsible for care provision 
in the region. An action plan had been compiled on the basis of the discussions at this event, in which 
the required response to support urgent care was outlined for all relevant organisations. At present, the 
majority of risk sat within the Trust and South Central Ambulance Service. The areas identified as pivotal 
for current operational pressures were attendances, admissions and bed occupancy. Command and 
control arrangements at the Trust had supported work to improve the position at Queen Alexandra 
Hospital on occupancy. This had allowed for resources to be redeployed elsewhere within the Trust. 
Team working had also been augmented by present arrangements and had improved the co-ordination 
of the response at a corporate level. 
 
The provision of enhanced Same Day Emergency Care (SDEC) has been scoped with a physical locality 
identified.  Recruitment plans are in place to staff the area. The committee were assured that patients 
and their families remain engaged in all decisions regarding their onward care provision out of hospital.   
 
The Committee raised the pressures being experienced by GPs and recognised the impact on urgent and 
emergency pathways in the Trust.  This will continue to be monitored over coming months.  
 

 
Agenda 
item 

Items for escalation to the Trust Board: 

140.21 The Committee raised the impact of system pressures currently being experienced and their 
consequences for the Trust. In this context, there may need to be greater inclusion of these factors in 
the Trust’s risk management documents. 

146.21 The current issues faced by GPs may have consequences for operational pressures at the Trust should 
they lead to an exodus of practitioners or an increased backlog of work for the sector. 

 
Agenda 
item 

Recommendations: 

142.21 The Board is recommended to adopt the Board Risk Register attached to this feedback. 

 

Page 135 of 244



Page 136 of 244



 

 

 
 

QUALITY AND PERFORMANCE COMMITTEE 
 

Monday 20th September 2021 
09:30 – 12:00  

Via Microsoft Teams 
A G E N D A 

Item No. Time Item Enclosure  
No. 

Presented 
By 
 

 
137.21 09.30 

 

Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

138.21 09.32 
 
Minutes of the last meeting – 23rd August 2021 
 

1 Chair 

139.21 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

 
QUALITY 
 

140.21 09.35 
Quality elements of integrated performance 
report 

 
To follow 

 
MD/CN 

141.21 10.30 Quality report – patient experience 3 CN 

142.21 10.40 Board Risk Register 4 DGR 

143.21 10.50 Window restrictors 5 CFO 

144.21 11.00 Internal audit – medical staff leave 6 MD 

PERFORMANCE 

145.21 11.20 
Performance elements of integrated 
performance report 

 
To follow 

 
COO 

146.21 11.30 
Portsmouth and South East Hampshire urgent 
care 

7 COO 

 
POLICIES 
 

 
147.21 

 

 
11.30 Supplier Representative Policy 

 
8 

 
DGR 
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COMMITTEE FEEDBACK 
 

 
148.21 

 

 
11.40 Review of Committee effectiveness 

 
9 

 
Chair 

 
149.21 

 
11.50 

Committees report to the Quality and 
Performance Committee: 

• Quality, Safety and Patient Experience 
Group 
 

 
10 

 
Chair  
 

 
150.21 

 
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 

 
151.21  

 
Any other business 
 

 
N 

 
Chair 

 
152.21  

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Friday 22nd October 2021, 09:30, E Level Boardroom,  
Education Centre, Queen Alexandra Hospital 

 

 
Chair 
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Title of report BOARD RISK REGISTER 
Board / Committee QUALITY & PERFORMANCE COMMITTEE – 20TH SEPTEMBER 2021 

Executive lead Alison Fox-St Marthe Director of Governance 

Author Ellie Lindop Deputy Director of Governance and Risk 

Date report written 8th September 2021 

Action required Discussion / Approval – recommend Trust Board adopts updated Board Risk Register  

Executive summary The Board Risk register currently details 26 risks. Of these risks the 
rating is noted as: 

• One risk is rated at 20 (2120) Risk of intentional or accidental patient self-harm if 
PODs are kept in unlocked lockers 

• Eight risks are rated at 16 

• Twelve risks are rated at 12 

• Four Risks are rated at 9 

• One risk is rated at 8 
 
One new risk has been added to the register since the date of last reporting (2258) rated 
16. This was opened due to the risks associated with workforce and the impact on safe 
staffing and the ability to deliver services across the Trust due to self-isolation for 10 days 
following contact from track and trace 
 
All risks have been considered, reviewed, and updated as per timelines. No risks have been 
closed. 

Appendices 
attached 

Appendix A – Board Risk Register 
 

Recommendations That the Quality & Performance Committee reviews the updated Board Risk Register with a 
view to recommending adoption by the Trust Board. 

Next steps The following actions will be taken after consideration of this report: 
a)  Presentation of Board Risk Register to Trust Board  

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ 
✓ 

 
✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

✓ 
✓ 

 
✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

BAF8; BAF28; BAF33; BAF6; BAF29; BAF7; BAF1. 

Links to Corporate 
Risk Register 

Not applicable 

Compliance / 
Regulatory 
Implications 

Not applicable 
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Quality Impact 
Assessment 

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

Equality Impact 
Assessment 

No equality implications. 
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Appendix A – Trust Board Risk Register 

 

ID Title Risk Type Division & Care Group 
Rating 
(current) 

Review 
date 

Target 
Date 

2120 
Risk of patient intentional or 
accidental patient self-harm if PODs 
are kept in unlocked lockers  

Board Risk (Risk Management use only) Corporate Functions 20 30/09/2021 31/03/2022 

2090 

Mismanagement of patient care 
and experience in urgent care 
pathway due to high occupancy & 
poor flow within & beyond the 
Trust 

Board Risk (Risk Management use only) Corporate Functions 16 29/11/2021 01/04/2022 

2124 

Potential risk of C-19 transmission 
to patient and/or staff within the 
retained estate  due to inadequate 
ventilation 

Board Risk (Risk Management use only) Corporate Functions 16 30/09/2021 01/04/2022 

1869 Risk of patient harm arising from 
Trust inability to meet cumulative 
demand associated with Covid-19 
pandemic 

Board Risk (Risk Management use only) Corporate Functions 16 30/09/2021 01/04/2022 

1683 

Risk of patient harm or 
mismanagement of care during 
coronavirus outbreak causing an 
overcrowded hospital. 

Board Risk (Risk Management use only), Trust 
Wide Risk 

Corporate Functions 16 30/09/2021 01/04/2022 

2210 

Risk of service interruption, poor 
patient experience & impact on 
working capital if Trust fails to 
control available resources 

Board Risk (Risk Management use only) Corporate Functions 16 30/09/2021 01/04/2022 

2061 
Risk of staff contracting Coronavirus 
whilst caring for, or in contact with, 
Covid-19 positive patients  

Board Risk (Risk Management use only) Corporate Functions 16 30/09/2021 01/04/2022 
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ID Title Risk Type Division & Care Group 
Rating 
(current) 

Review 
date 

Target 
Date 

2126 

Risk of transmission of C-19 to both 
patients and staff due to transfer, 
mixing, placement & spacing during 
excessive demand 

Board Risk (Risk Management use only) Corporate Functions 16 30/09/2021 01/04/2022 

2258 

Workforce: Impact on safe staffing 
and ability to deliver services across 
the Trust due to the requirement 
for staff to self iso 

Board Risk (Risk Management use only) Corporate Functions 16 30/09/2021 01/04/2022 

1535 

Compromised care of patients with 
primary mental illness due to lack of 
specialist knowledge, provision and 
training. 

Board Risk (Risk Management use only), Care 
Group Risk, Divisional Risk, Trust Wide Risk 

Corporate Functions 12 30/09/2021 30/09/2021 

651 
Financial loss arising from cost of 
sourcing aseptic pharmacy services 
externally if PMU fails. 

Board Risk (Risk Management use only), 
Divisional Risk 

Clinical Delivery Division - 
Pharmacy 

12 29/10/2021 31/03/2022 

2248 
Impact of telephony issues Trust 
wide on patient care 

Board Risk (Risk Management use only), Trust 
Wide Risk 

Corporate Functions 12 31/01/2022 01/04/2022 

243 
Inadequate local induction 
potentially impacting on patient 
safety and staff performance 

Board Risk (Risk Management use only), 
Divisional Risk, Trust Wide Risk 

Corporate Functions 12 31/12/2021 01/04/2022 

648 

Risk of patient harm from 
prescribing, dispensing and 
administration errors due to lack of 
electronic prescribing system. 

Board Risk (Risk Management use only), 
Divisional Risk, Trust Wide Risk 

Clinical Delivery Division - 
Pharmacy 

12 01/10/2021 31/12/2021 

2125 

Risk of patient harm if safeguarding 
responsibilities regarding neglect/ 
acts of omission are missed due to 
operational pressure 

Board Risk (Risk Management use only) Corporate Functions 12 30/09/2021 30/09/2021 

Page 142 of 244



  

ID Title Risk Type Division & Care Group 
Rating 
(current) 

Review 
date 

Target 
Date 

1583 
Risk of poor patient experience if 
Trust has insufficient capital to 
maintain infrastructure 

Board Risk (Risk Management use only) Corporate Functions 12 30/09/2021 01/04/2022 

1682 

Risk of service interruption due to 
Coronavirus outbreak causing 
reduced staffing level as a result of 
wellbeing impact.  

Board Risk (Risk Management use only), Trust 
Wide Risk 

Corporate Functions 12 30/09/2021 30/11/2022 

230 
Risk of staff injury due to exposure 
to violent or threatening behaviour 
from patients, visitors, public 

Board Risk (Risk Management use only), Trust 
Wide Risk 

Corporate Functions 12 30/09/2021 01/04/2022 

1664 

Risk of sub optimal care for children 
& young people if we cannot 
provide required psych specialist 
(Responsible Clinician). 

Board Risk (Risk Management use only), Care 
Group Risk, Divisional Risk 

Corporate Functions 12 29/11/2021 31/12/2021 

2123 

Risk to patient safety if staff are 
working outside of their scope of 
practice and in unfamiliar clinical 
areas 

Board Risk (Risk Management use only) Corporate Functions 12 30/09/2021 30/09/2021 

1971 

Risk toTrust reputation/regulatory 
position if 85% compliance with 
safeguarding level 3 training is not 
achieved and sustained. 

Board Risk (Risk Management use only) Corporate Functions 12 30/09/2021 30/09/2021 

1110 

Inadequate provision of adult 
safeguarding supervision for staff 
may lead to poor decision making 
and patient harm. 

Board Risk (Risk Management use only), Trust 
Wide Risk 

Corporate Functions 9 30/09/2021 30/09/2021 
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ID Title Risk Type Division & Care Group 
Rating 
(current) 

Review 
date 

Target 
Date 

652 

Poor patient experience and risk of 
harm due to Insufficient POD 
lockers for Trust-wide Self-
medication results in delay to meds 

Board Risk (Risk Management use only), 
Divisional Risk, Trust Wide Risk 

Clinical Delivery Division - 
Pharmacy 

9 29/10/2021 31/03/2022 

699 

Risk of patients being harmed by 
their medicines due to PHT partial 
compliance with NICE guidance 
NG5. 

Board Risk (Risk Management use only), 
Divisional Risk, Local Risk, Trust Wide Risk 

Clinical Delivery Division - 
Pharmacy 

9 31/12/2021 01/10/2021 

1482 

Service interruption due to inability 
to provide bespoke IV 
chemotherapy products due to 
failure of Pharmacy Manufacturing 
Unit. 

Board Risk (Risk Management use only), Care 
Group Risk, Divisional Risk, Specialty Risk 

Clinical Delivery Division - 
Pharmacy 

9 29/10/2021 01/04/2022 

2122 

Risk to patient safety if there is 
reduced reporting of harm events 
occurring in in-patient areas as a 
consequence of pandemic 

Board Risk (Risk Management use only) Corporate Functions 8 30/09/2021 30/09/2021 
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Committee: WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE 

Date of Meeting: 12TH AUGUST 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH SEPTEMBER 2021 

Chair: GARY HAY 

Lead Officer: NICOLE CORNELIUS – CHIEF PEOPLE OFFICER 

Agenda Item 
Number: 

100.21 

 
Appendix A: Agenda 

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

Integrated Performance Report 

 
The Integrated Performance Report was considered by the Committee. The subsequent discussion is covered 
under agenda item 035.21 in the feedback below. 
 

 
Agenda 
item 

Items of particular note: 

035.21 Workforce Integrated Performance Report and metrics 
The funded workforce establishment had risen by five and currently stood at 7,605 full time equivalent 
posts. However, the engagement of temporary staff continued. Whilst this had peaked in March 2021 
and has been decreasing since, the high levels of activity at the Trust meant that it remained in excess of 
the funded establishment. In addition, self-isolation and non-attendance related to COVID-19 had seen 
absenteeism rise to 4.6%. The fact that the present period was a peak season for annual leave was a 
further variable at the current time. The financial implications of staffing levels were being factored into 
planning. 
 
Turnover had steadily increased by 1.4% over the quarter and exceeded 11%. This reflected national 
trends, with an analysis of the reasons for this (e.g. leaving the profession, retirement or staff seeking 
new roles) being conducted. Appraisal rates for medical staff currently stood at over 90%, whilst 
compliance with essential skills training was just under 87%. For the former, workforce wellbeing 
meetings had been vital in supporting improvement and could be counted as part of the appraisal 
process.   

036.21 Freedom to Speak Up 
The Freedom to Speak Up service was responding to the issues posed by the pandemic over the previous 
18 months. These centred on the lack of a physical presence for Freedom to Speak Up advocates across 
the Trust in that time and had affected the ability to undertake proactive work. In recent weeks, face to 
face training was being re-established for preceptees alongside virtual equivalent courses. Meetings had 
been held with service leads discussing the prominence of Freedom to Speak Up, with the incoming 
Director of Midwifery and Maternity Services having held a very productive conversation on increasing 
advocates to support patient safety work. 

Enclosure Number 

10 
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Agenda 
item 

Items of particular note: 

18 concerns were raised in the first quarter of 2021 – 22, with ten of these reported via Datix. This meant 
that a significant proportion of issues were being notified anonymously. Recent referrals had 
demonstrated a rising number of reports regarding staffing issues and shortages in particular areas. The 
responses to the concerns from the areas concerned had been positive and productive. There had also 
been several concerns relating to behavioural issues; these involved poor conduct as opposed to bullying. 
National statistics have also been released and confirmed that the Trust was in line with trends observed 
across the NHS. 
 
Given the above observations, the action plan for 2021 – 22 had been revised accordingly. A key priority 
would be the recruitment of an increased number of advocates for Freedom to Speak Up; appropriate 
training would be provided to support them in their roles. Discussions with current advocates had 
identified methods for relaunching the system, with Speak Up events to be held in October 2021 as part 
of the national campaign. The Board Framework would be revisited to assess the service and nominate 
areas for development.  

037.21 Health and wellbeing 
The service had recently received an increased number of mental health referrals. As a result, the 
wellbeing offer had been expanded, with two specialist nurses having been recruited to support this. 
Whilst recent trends had indicated that demand may have peaked, the requests for counselling and other 
parts of the provision were still above average and appeared likely to remain so for a significant period.  
 
Meanwhile, the staff resilience survey results had been analysed and used to identify the areas most 
affected by the pandemic. In these, the resulting workloads have been found to have had a significant 
impact. Many of these (e.g. information technology, pharmacy) were not traditionally considered as 
‘front line’ but had been transformed by the demands of COVID-19.    
 
The Chief People Officer informed the Committee that an appointment to the post of Wellbeing Guardian 
had been made. This would be fulfilled by Graham Galbraith as a Non-Executive Director. As part of his 
responsibilities, he would provide assurance to Trust Board that the nine Board principles were being 
maintained within the organisation. In terms of the current position, this was summarised as follows: 
 
Principle one: health and wellbeing of NHS people should not be compromised by the work they do for 
the NHS. 
The previous 18 months had seen the rollout of the Care First employee assistance programme in 
addition to the current provision of the in-house counselling service. Mental health training for managers 
was being provided and the appointment of two mental health nurses enhanced the mental health 
support available within the existing provision and the confidential service offered by the Hampshire & 
Isle of Wight Wellbeing Hub. The Change Agents were also supporting this work across the organisation, 
whilst the importance of breaks during working hours and annual leave were being emphasised in 
conversations with staff.   
 
Principle two: individuals or teams exposed to particularly distressing clinical events should have the 
impact of this checked. 
Critical incident stress management training had been introduced in spring 2021 and would be applied 
across the Trust over coming months. Managers would request sessions following difficult experiences 
within their area, whilst the Datix reporting system was being interrogated to establish when such events 
may have occurred and where. The importance of proactive intervention was acknowledged, given the 
fact that not all incidents requiring a response would be reported for a variety of reasons (e.g. lack of 
awareness of the training, staff not having indicated the impact of the event on them).  
 

Page 146 of 244



 
 

 

Agenda 
item 

Items of particular note: 

Principle three: wellness induction provided to all new people on appointment. 
The induction system was in place for NHS staff and junior doctors. Provision would continue to be 
revised, with the inclusion of wellbeing conversations in the appraisal process as part of this updated 
offer.   
 
Principle four: all NHS have access to confidential occupational health service. 
This service had been in place for some time and continued to be available for all staff. At present, the 
main challenge faced was the recruitment of an Occupational Health Physician. This post had been vacant 
for a significant period and it was proving difficult to identify and obtain a suitable candidate to fill. In the 
interim, short term cover was being provided with a substantive appointment undertaking the role for 
one day per week. In addition, a national review of occupational health services was being undertaken 
in light of the learning taken from the pandemic.  
 
Principle five: any death by suicide to be independently examined with the findings to be reported to 
Trust Board. 
The Trust had not experienced any such incidents recently. However, the challenges which would be 
presented by such a review were acknowledged. The importance of identifying individuals experiencing 
significant mental health issues and intervening in an appropriate manner was also recognised.  
 
Principle six: environment to be safe and supportive mental as well as physical wellbeing. 
In addition to the points made above on wellbeing conversations and similar support, reasonable 
adjustments were made to ensure that any employees had an environment reflecting their individual 
needs. The offer for flexible working was being developed, with the importance of this matter meaning 
that this would factor in a series of considerations beyond the ability to work remotely.    
 
Principle seven: cultural and spiritual needs of NHS people to be protected 
The wellbeing team collaborated closely with the chaplaincy at the Trust, whilst the Head of Equality 
Diversity and Inclusion was also co-ordinating their activities with the service.  
 
Principle eight: adjustments to be made for groups with protected characteristics. 
The networks which had been established to represent ethnic minorities, those with disabilities or LGBT+ 
were becoming more active within the Trust. Work was ongoing to develop further networks to support 
other groups including women. The offer provided for these cohorts was being revised on the basis of 
discussions arising. 
 
Principle nine: Wellbeing Guardian to provide suitable challenge to Trust Board to ensure assurance is 
given on working with system leaders and regulators regarding wellbeing having same weight as other 
aspects of organisational performance assessment. 
Health and wellbeing and its impact on areas such as staff performance was recognised. As a result, work 
with system leaders was ongoing to ensure it was given equal weighting with other areas. The Hampshire 
and Isle of Wight Collaborative was reviewing its offer, with wellbeing pods and the use of charity funds 
(e.g. Garden of Life) also being considered.  

038.21 Safer staffing 
A series of band five vacancies had arisen following the previous review. Recruitment to these positions 
was underway, with the campaign for international staff assisting this. The most recent reviews had 
concluded that in-house care needs should be assessed across the Trust. Safe care compliance had been 
found to have improved although further work on this was being undertaken. Safety meetings were held 
twice daily to assess staffing levels and undertake any required provision.  
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Agenda 
item 

Items of particular note: 

039.21 Equality, diversity and inclusion – Workplace Equallity Standards 
Much of the planned work for 2020 – 21 regarding the standards relating to race (WRES) and disability 
(WDES) had been suspended. Despite this, six of the nine WRES indicators had improved although this 
was only true for three of the ten WDES metrics.  
 
In terms of the former, the second cohort of the Beyond Boundaries management programme for ethnic 
minority staff had completed the course. This had also been recognised through nomination of Beyond 
Boundaries for the Health Service Journal awards 2020 – 21.   The Race Equality Network had continued 
to meet throughout the year with attendance from Trust leadership to ensure productive engagement. 
Key events (e.g. Black History Month) had continued to be held and promoted appropriately. However, 
the Equality Diversity and Inclusion lead would be prioritising the relative lack of ethnic minority staff in 
senior roles across the organisation. 
 
The propensity of minority staff to face abuse or bullying remained and was highlighted as a concern. 
This included inappropriate communications or conduct from managers, staff and patients. The Chief 
People Officer was leading a project in this area, whilst the Equality Diversity and Inclusion Improvement 
Plan continued to be implemented and was compiling a strategy specific to the area. 

040.21 Medical job planning 

The Job Planning Review Committee had been introduced to support the implementation of a new 
system for the area. Compliance with job planning procedures would be kept under review by the 
Trust, given the potential for this to be an indicator for behaviours in other areas.   

041.21 Medical revalidation 

Temporary amendments had been made to appraisal and revalidation processes during the pandemic. 
The focus on health and wellbeing had been supported by the reduction in requirements for paperwork 
supporting revalidation, whilst the recording system had been updated.  

042.21 Guardian of Safe Working Hours 
There had been a recent increase in exception reporting. This had been anticipated given the absence of 
such referrals being made during the peak periods of the pandemic. In addition, some of these had arisen 
from a misunderstanding as to the arrangements introduced for the pandemic and their temporary 
nature. Only one fine had been issued, relating to a Senior House Officer exceeding the shift limit of 13 
hours. 

043.21 Internal audit – medical staff leave 
A paper on the management of staff leave to ensure that performance was maintained would be 
circulated to members prior to the next meeting on 15th November 2021. 

 
Agenda 
item 

Items for escalation to the Trust Board: 

037.21 Regular reporting to Trust Board on the principles for the Wellbeing Guardian would be developed. 

 
Agenda 
item 

Recommendations: 

 None on this occasion. 
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WORKFORCE & ORGANISATIONAL DEVELOPMENT COMMITTEE 
Thursday 12th August 2021 

12:00 – 14:00 
Via Microsoft Teams 

A G E N D A    

Item No. Time Item Enclosure Presenter 

032.21 12:00 Welcome, Apologies and Conflicts of Interest N Chair 

033.21 12:02 Minutes of the last meeting – 17th May 2021 Y Chair 

034.21 12:05 Matters Arising/Summary of Agreed Actions Y Chair 

035.21 12:10 
Workforce Integrated Performance Report and 
Metrics  

To follow CPO 

036.21 12:20 Freedom to Speak Up Y FTSUG 

037.21 12:30 Health and wellbeing Y HHSW 

038.21 12:40 Safer staffing Y DND 

039.21 12:50 
Equality, diversity and inclusion – Workplace 
Equality Standards 

Y HEDI 

040.21 13:00 Medical job planning Y DCPO 

041.21 13:10 Medical revalidation Y DCPO 

042.21 13:20 Guardian of Safe Working Hours Y GSWH 

043.21 13:30 Internal audit – medical staff leave Y CPO 

044.21 13:40 Review of committee effectiveness Y Chair 

045.21 13:50 
Receipt of Board Assurance Framework and Board 
Risk Register 

Y Chair 

046.21 13:55 

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

N All 

047.21 Items to be raised with Trust Board N 
Chair / 
CPO 

048.21 Any Other Business N All 

Date of Next Meeting – Monday 15th November 2021 (2pm – 4pm) 
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Title of report HEALTH AND WELLBEING – WELLBEING GUARDIAN APPOINTMENT  
AND HEALTH & WELLBEING ACTION PLAN  

Board / Committee WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE – 
12TH AUGUST 2021 

Executive lead Nicole Cornelius – Chief People Officer  

Author Nicky Carter – Head of Health Safety and Wellbeing Manager 

Date report 
written 

18th July 2021 

Action required Discussion and approval of recommendations 

Executive 
summary 

The overriding principles of the PHU HSW plan is based on the ‘National Health and 
Wellbeing Framework’, ‘We are the NHS: People Plan 2020/21’ and ‘The Pearson (NHS 
Staff and Learners’ Mental Wellbeing Commission) Report’. A compassionate and 
inclusive culture of leadership and management to ensure PHU staff keep safe, healthy 
and well both physically and psychologically is key to the long-term success of PHU and 
its patients.  

• Graham Galbraith Non-Executive Director has been appointed to be the 
Wellbeing Guardian at board level for PHU to provide oversight, assurance, and 
support to the board to fulfil their legal responsibility in ensuring the health and 
wellbeing of PHU staff. This includes developing the role to ensure that most of 
the nine board principles (Appendix 1) of the Wellbeing Guardian role are 
evidenced routinely at board meetings 

• 5 key health and wellbeing actions have been identified as the focus for 2021- 
2023 

o Executive Directors support divisions to lead a change in culture to 
ensure wellbeing conversations take place across all staff groups. This 
should include a specific focus on staff taking their contracted breaks – 
25% of staff take a break less than half the time or never (Principles 3 
and 6) 

o Implement the Hampshire and Isle Of Wight collaborative enhanced 
health and wellbeing project including the Healthy Working 
Environment pillar, and Mental Health pillar (Principle 6) 

o Implement and recruit a diverse group of wellbeing champions across 
PHU with a view to reviewing and enhancing the role and increasing the 
number across divisions by 2023 (Principle 1) 

o Improve NSS results through the implementation and roll out of CISM 
(Critical Incident Stress Management) training and delivery of CISM 
sessions across the Trust utilising Datix information (Principles 1 2 and 
4) 

o Develop services to ensure the wellbeing of and make the necessary 
adjustments for the 9 groups protected under the Equality Act 2010 
(Principles 4 and 8) 

• A more detailed Health and Wellbeing Action Plan has been developed 
(Appendix 2) which will be the operational plan 

• A staff health and wellbeing group to be re-established with representation 
from all clinical divisions, communications, estates and large corporate 
functions to be chaired by the Chief People Officer 

• Actions will link with existing improvement work and be monitored via the 
Culture Change Programme, Executive Performance reviews, workforce metrics 
and an improved CQC rating. 
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Appendices 
attached 

Appendix A – Wellbeing Guardian Principles 
Appendix B – Health and Wellbeing Action Plan 2021-2024 

Recommendations The Committee are asked to support the following recommendations for approval: 

• Establishment of a quarterly staff health and wellbeing group 

• Commitment to each division to release a health and wellbeing representative 
to attend quarterly and report annually on health and wellbeing progress for 
their division 

• Lead by example and promote staff to take their breaks and annual leave 
regularly 

• Release wellbeing champions identified within divisions to enable them to 
support and signpost staff and promote wellbeing within their work areas 

• Ensuring wellbeing conversations with staff are undertaken and reported 
through ESR  

Next steps The following actions will be taken after consideration of this report: 
a) Wellbeing champions will be recruited across all divisions 
b) Staff health and wellbeing group will be established 
c) Develop wellbeing reporting in line with the IPR to build an evidence base for 

the nine wellbeing principles 
Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ ✓ ✓ ✓ 

CQC Domains (Please ) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

An enabler for all  as speaks to our ‘Working Together’ strategy but specifically  
BAF5: Organisational culture does not support efficient, effective operation 

Links to Corporate 
Risk Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

Not applicable. 

Quality Impact 
Assessment 

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  
Significant evidence exists connecting improvements in team working with 
improvements in staff and patients experience and clinical outcomes 

Equality Impact 
Assessment 

No equality implications 
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The nine board principles supported by the 
wellbeing guardian
Principle one: The health and wellbeing of our NHS people and those learning and working in the NHS should not be compromised by the 
work they do for the NHS.

Principle two: Where an individual or team is exposed to a particularly distressing clinical event, board time should be made available to 
assure the board and the wellbeing guardian that the wellbeing impact on those NHS staff and learners has been checked.

Principle three: Regular assurance will be provided to the wellbeing guardian to ensure that wellness induction (previously wellbeing ‘check-
in’) are being provided to all new NHS people on appointment and to all learners on placement in the NHS, as outlined in the 2019 NHS Staff 
and Learners’ Mental Wellbeing Review’s recommendations.

Principle four: The wellbeing guardian will receive assurance that all our NHS people and those learning in the NHS have ready access to a 
self-referral, proactive and confidential occupational health service that promotes and protects wellbeing.

Principle five: The death by suicide of any member of our NHS people or a learner working in an NHS organisation will be independently 
examined and the findings reported through the board to the wellbeing guardian.

Principle six: The NHS will ensure that all our NHS people and learners have an environment that is both safe and supportive of their mental
and psychological wellbeing, as well as their physical wellbeing.

Principle seven: The NHS will ensure that the cultural and spiritual needs of our NHS people and those learning in the NHS are protected, 
and equitable and appropriate wellbeing support for overseas NHS people and learners working in the NHS.

Principle eight: The NHS will ensure the wellbeing and make the necessary adjustments for the nine groups protected under the Equality Act 
2010 (including consideration for how intersectionality may impact wellbeing).

Principle Nine: The wellbeing guardian will provide suitable challenge to the board to be assured that the organisation is working with system 
leaders and regulators, to ensure that wellbeing is given the same weight as other aspects in organisational performance assessment.
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HEALTH AND WELLBEING ACTION PLAN 
2021-2024 

Nicky Carter, Head of Health, Safety and Wellbeing Service 
nicola.carter@porthosp.nhs.uk 
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Health and Wellbeing Action Plan 2021-2024 

 

1 
Health and Wellbeing Action Plan 2021-2024     July 2021     V1 

 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

 Leadership and Management 

L 
&

 M
  (

1
.1

) 

Identify a Workforce Wellbeing 
Guardian at Non-Executive 
Director level aligned with an 
Executive Director authorised to 
operate within the nine 
workforce wellbeing principles.  

31 May 2021 
 
 
 
  

Chief People Officer Workforce Wellbeing 
Guardian is 
appointed with 
resources to facilitate 
meeting the Nine 
Workforce Wellbeing 
principles 
 
Delivery against WOD 
Strategy  

  
  
 Green 

 CEO appointed 
2020 
recommendation 
changed 2021 to 
Non-Exec 
director – 
Graham 
Galbraith 
appointed to the 
role May 21 
  
  

L 
&

 M
  (

1
.2

) 

Identify an effective reporting 
process  and KPIs approved by 
the WWB Guardian to ensure 
wellbeing is given equal weight in 
organisational performance 
assessment.  

31 October 2021 Workforce Wellbeing 
Guardian 
  

Regulators 
requirements are met 
Wellbeing embedded 
as a performance 
indicator  

  
 Green 

 In draft 
  

L&
M

  (
1

.3
) COVID booster vaccination 

campaign and plan for ongoing 
implementation is established 
and delivered to ensure staff are 
protected at work 

31 October  
2021 

TBC Staff protected 
against Covid-19 

Amber Plans in place 
awaiting national 
guidance 
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2 
Health and Wellbeing Action Plan 2021-2024     July 2021     V1 

 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

L 
&

 M
  (

1
.4

) 

Support for staff who are under 
investigation will be promoted 
when the investigation starts and 
included within investigation, 
grievance and disciplinary letters 
to staff. 

31 March 2021 Head of Operational 
HR 
 

Staff are aware of 
support available 
when under 
investigation and 
how to access it 

Green Complete 

L 
&

 M
  (

1
.5

) Staff networks and other support 
e.g. Schwarz rounds will be 
promoted at offer stage, 
induction and within the local 
induction. 

31 August 2021 
and ongoing 

Head of Employee 
Resourcing / Head of 
ED&I / Head of HSWS 

All NHS staff and 
learners are aware of 
the services available 
to them. 
 

Green Complete 

L&
M

  (
1

.6
) 

NSS results for wellbeing are 
reviewed to identify hot spot 
areas where wellbeing of staff is 
identified as a concern and 
actions identified by Divisions to 
improve. 
 

31 March  2022 
and ongoing 

Head of HSWS /  Head 
of Operational HR 
/Divisional Leads 

Improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced turnover, 
reduced absence 

Green Ongoing  

L&
M

  (
1

.7
) 

 

Work closely with Hampshire and 
IOW Collaborative to ensure 
facilities for PHU staff to access 
are maximised and 
communicated 

31 July 2021 and 
ongoing 

Head of HSWS Improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced turnover, 
reduced absence 

Green Ongoing  
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3 
Health and Wellbeing Action Plan 2021-2024     July 2021     V1 

 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

L&
M

  (
1

.8
) 

Identify and secure funding to 
ensure health and wellbeing for 
staff is resourced appropriately 
and reviewed annually 

31 March 2022 Head of HSWS/Chief 
People 
Officer/Wellbeing 
Guardian 

Improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
turnover,  absence 

Amber Service review to 
be undertaken 

L 
&

M
  (

1
.9

) 

 

Pulse survey questions are 
reviewed to ensure health and 
wellbeing questions are included 
quarterly 

30 Jun 2021 Assistant Director 
People Development  
/Head of HSWS 

Improvement in 
National Staff Survey 
results, 

Green complete 

L 
&

 M
  (

1
.1

0)
 

 

Ensure regular communication 
with the NHS Careers Service to 
ensure information is up to date 
for careers fairs etc.  

31 July 2021 Head of Employee 
Resourcing/ Assistant 
Director People 
Development   

Improved 
recruitment of staff, 
reduced turnover 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced turnover, 
reduced absence 

  
 Green 

  
 complete 

L 
&

 M
  (

1
.1

1)
 

 

Secure funding and  recruit a 
work experience post within 
Learning and Development with 
responsibilities to provide work 
experience opportunities in 
support of NHS careers advice 
working with schools and 
colleges to improve recruitment 
streams into the NHS 

31 October 2021 Head of Business 
Management 
Education 

Amber To be confirmed 
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4 
Health and Wellbeing Action Plan 2021-2024     July 2021     V1 

 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

L 
&

 M
  (

1
.1

2)
 Work with ICS colleagues to 

agree an appropriate system for 
an area work experience bureau. 

31 December 
2021 

Chief People Officer Improved 
recruitment of staff, 
reduced turnover 

 Amber  Not started 

L 
&

 M
  (

1
.1

3)
 

Establish local retention groups 
to meet the requirements of 
delivering excellence to improve 
retention and improve survey 
results with regard to staff 
recommending PHU as a place to 
work 

31 January 2022 Re-established 
Recruitment and 
Retention Steering 
Groups 

Reduced turnover 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced absence 

Amber Not started 

L 
&

 M
  (

1
.1

4)
 

Incorporate health and wellbeing 
conversations within  appraisal  
to ensure all staff have a 
conversation annually about their 
health and wellbeing  

30 June 2021 Assistant Director 
People Development   

Reduced turnover 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced absence 

green complete 

L&
M

  (
1

.1
5

) 

 

Embed wellbeing conversations 
into the organisation including 
reporting on ESR 
 
 

30 September 
2021 

Assistant Director 
People Development   

Improved health and 
wellbeing and staff 
satisfaction 

Amber Reporting on ESR 
outstanding 
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5 
Health and Wellbeing Action Plan 2021-2024     July 2021     V1 

 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

L 
&

 M
  (

1
.1

6)
 

Culture change agents to deliver 
phase 3 of the culture change 
programme. 

31 December 
2021 
  

Assistant Director 
People Development   

Staff feel supported 
and developed 
wellbeing champions 
in place rest areas 
identified more staff 
are taking their 
breaks 

  
   Green 

 TLT attendance 
with outcomes 
due August 2021 
   

L 
&

 M
  (

1
.1

7)
 Culture change agents to work 

with staff to agree the Trusts 
Leadership Behaviours model and 
embed it into everyday practice 
including recruitment, appraisals 
and training. 

31 December 
2021 
  

Assistant Director 
People Development   

Patients receive high 
quality, 
compassionate care, 
 

Green In progress 

L 
&

 M
  (

1
.1

8)
 Executive Directors through 

Divisions lead a change in culture 
to ensure staff take their 
contracted breaks  
 
 

30 September 
2021 and 
ongoing 

Workforce Wellbeing 
Guardian/Executive 
Team 

Improved staff survey 
results. Improved 
Robertson Cooper 
survey results 

Amber Culture change 
agents 
interviewed 
Execs. Report 
due to TLT 
August 2021 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

L 
&

 M
  (

1
.1

9)
 

Develop teams utilising Affina OD 
programme. 
 
 
 
 
 

30 Sept 2021 
and ongoing 

Assistant Director 
People Development   

Improved staff survey 
results with regard to 
health and wellbeing 

Green Commenced 
working with 
teams 

L 
&

 M
  (

1
.2

0)
 

Undertake a full review of the 
Leadership and Management 
development offer to ensure it 
enables successful delivery of the 
Trusts strategy values and 
behaviours. 

 

31 August2021 Assistant Director 
People Development   

Reduced turnover, 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced absence and 
become an employer 
of choice 

Green Review 
commenced 

L&
M

  (
1

.2
1

) 

Develop a Staff Health and 
Wellbeing steering group with 
Terms of Reference to include 
quarterly reporting to WOD.  All 
Divisions and Comms are 
represented 

30 September 
2021 
 

Head of HSWS Year on year 
improvement in NSS. 

Amber 
 

Awaiting 
divisions 
identifying a 
divisional rep 
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Health and Wellbeing Action Plan 2021-2024     July 2021     V1 

 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

L 
&

 M
  (

1
.2

2)
 

Agree whether the EDI annual 
reporting schedule should 
include wellbeing within it and 
make any changes if required 
 

31 October 2021 Head of EDI / Head of 
HSWS / Chief People 
Officer 

The necessary 
adjustments for the 
nine groups 
protected under the 
Equality Act 2010 are 
made and staff 
wellbeing is ensured 
Staff are able to 
access support if they 
need it 

Amber To be reviewed 

 Mental Health 
 

M
H

  (
2

.1
) 

Obtain funding approval and 
identify an appropriate trauma 
focussed support system for PHT.  
Recruit a lead to implement the 
system 

31 December 
2020 
 
  

Head of HSWS Delivery against WOD 
Strategy 
 
Mental health and 
wellbeing of staff at 
work improved  
 
Year on year 
improvement in 
National Staff Survey 

Green CISM 
purchased delivery 
due May 2021-
Sept 2022  
  
  

 complete 
 
  
  
  
  

M
H

  (
2

.2
) Develop governance processes 

and appropriate support for the 
trauma practitioners. 
 

31 July 2021 
 

Head of HSWS/CISM 
lead for mental health 

Green Complete 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

M
H

  (
2

.3
) 

Complete trauma support 
training and launch and embed 
the system across PHT including 
governance and effective 
reporting through the Workforce 
and OD Committee to the board. 

31 August 2022 
 

CISM Lead / Head of 
HSWS 

results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced turnover, 
reduced absence       

Green First programme 
completed for 8 
participants 

M
H

  (
2

.4
) Undertake a stock take of MHFA 

capacity across HIOW. Identify 
and understand themes from 
where HIOW area is and share 
with leads across the system 

30 September 
2021 

MHFA lead/Head of 
HSWS 

MHFA capacity and 
themes/issues 
identified across 
HIOW and shared 

Green Part of the HIOW 
enhanced 
project 

M
H

  (
2

.5
) 

Establish systems to ensure 
MHFAs have a clearly identified 
role, effective development and 
supervision and understand the 
impact they are making in 
improving the health and 
wellbeing of staff 

30 September 
2021 and 
ongoing 
 

MHFA lead/Head of 
HSWS 

Staff are aware of  
MHFA support 
available. 
Reduced absence due 
to mental health 
reasons 

Amber In progress 
 

M
H

  (
2

.6
) 

Establish a robust train the 
trainer MHFA model coordinate 
any shared learning and training 
delivery across the patch ensure 
links within PHU to the wider 
HWB offer eg REACT 

31 March 2022 MHFA lead/Head of 
HSWS 

Improved 
collaborative 
working. Reduced 
absence  

Green Part of the HIOW 
enhanced 
project 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

M
H

  (
2

.7
) 

 REACT MH training identified as 
part of passport to manage.  

31 May 2021 Assistant Director 
People Development   

Staff feel able to 
approach their 
manager when they 
need health and 
wellbeing support. 

Green Complete 

M
H

  (
2

.8
) REACT train the trainers 

coordinated with HIOW 
collaborative 
 

 
30 November 
2021 

 
Lead for MHFA/ 
Assistant Director 
People Development   

2-3 trainers working 
within each HIOW 
organisation 

Green In progress 

M
H

  (
2

.9
) 

Introduce Wellbeing Champions 
to support health and wellbeing 
within divisions 
 

30 September 
2021 

HSWB 
Manager/Divisional 
Leadership 
teams/Divisional 
wellbeing reps 

Awareness of services 
available improved. 
Reduced absence, 
improved turnover 
and improved NSS 
results 

Green Culture change 
agents due to 
present in 
August to TLT.20 
applicants for 
wellbeing 
champions so far 

M
H

  (
2

.1
0

) 

Wellbeing check-in to be 
identified within department 
induction, checklist Trust 
induction, learner’s checklist and 
other relevant policies. 

 

31 March 2020 
 

Head of Business 
Management 
Education  
 

Year on year 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced turnover, 
reduced absence 

Green Complete 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

M
H

  (
2

.1
1

) Wellbeing check-in to be 
identified for International 
recruits. 
 
 

31 October 2021 Head of Employee 
Resourcing/ Head of 
Professional Education 

International recruits 
are aware of services 
available to them and 
how to access 
support 

Amber Awaiting 
confirmation 

M
H

  (
2

.1
2

) 

Write a policy, processes and 
associated communication plan 
to ensure all staff are made 
aware of the post incident 
support system and how to 
access it. 

30 September 
2021 
 

CISM Lead Staff aware of CISM 
support and access to 
it. 
 
Reduction in work 
related stress. 

Green 
 

Draft in progress 

M
H

  (
2

.1
3

) 

Raise awareness of mental health 
with staff - encourage open 
conversations about mental 
health and the support available 
when staff are struggling – 7 
wellbeing events across the Trust 
with a mental health theme, 
MHFA training, Stress awareness 
and WRAP training. Resilience 
training. Raise awareness of staff 
benefits brochure.  Promote EAP 
programme across the 
organisation working with Care 
First. 

31 July 21 and 
ongoing 
 
 
 
 
 
 
 
 
 
 

Head of HSWS / 
Assistant Director 
People Development   
 
 
 
 
 
 
 
 
 
 

5% uptake of EAP by 
PHU staff 
 
NSS results on health 
and wellbeing 
improve 
Absence rates due to 
mental health reduce 
Improved staff 
satisfaction 
Improved patient 
experience 

Green Training in place, 
men’s health 
day, menopause 
event planned 
for October, 
supported pride 
event 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

 

Develop programmes from the 
Robertson Cooper results to 
improve staff willingness to 
discuss their mental health with 
their line manager. E.g.REACT, 
wellbeing conversation training 

30 September  
21 

Assistant Director 
People Development  / 
Head of HSWS 

Improved staff 
satisfaction, reduced 
turnover 

Green Programmes 
established and 
made available 

M
H

  (
2

.1
4

) 

Liaise with Emergency 
Preparedness Resilience and 
Response Officer with regard to 
CISM and support for staff 
following an incident to ensure 
incident policy/protocol is fit for 
purpose.   

30 September 
2021 

Head of HSWS / 
Mental Health and 
Wellbeing Lead as part 
of the Staff  Health 
and Wellbeing group 

Reduced turnover 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced absence 

  
 Amber 
  
  

 Not started 
  
  
  

M
H

  (
2

.1
5

) 

Communicate CISM widely across 
the trust and ensure they form 
part of Duty Managers awareness 
and within trauma focussed 
support team. 

31 October 2021 Reduced turnover 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced absence 

Amber Not started 

M
H

  (
2

.1
6

) Share with all MHFAs 
 
 
 
.  

31 October 2021  Amber Not started 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

M
H

  (
2

.1
7

) Aquilis funding reviewed to 
provide timely face to face 
support for staff where work is 
affecting staff’s health at work 
through OH referral. 

31 March 2022 Head of HSWS 
 

Reduced absence due 
to work related stress 
improved wellbeing 

Amber Service demands 
remain high but 
slowly reducing 

M
H

  (
2

.1
8

) Develop a crisis intervention 
process to ensure staff in crisis 
are signposted immediately and 
include within the Health and 
Wellbeing Policy. 

31 August2021 Lead Nurse / HSWS / 
Mental Health Nurse 
Manager 

Staff are signposted 
appropriately. 

Green complete 

M
H

  (
2

.1
9

) 

Utilise best practice elsewhere to 
develop an organisational 
protocol for response to death by 
suicide including targeted 
psychological support for 
colleagues. 

31 December 
2022 

Head of HSWS /  Head 
of Operational HR  

Improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced turnover, 
reduced absence 

 Amber  Awaiting 
national 
guidance due 
Summer 2021 

M
H

  (
2

.2
0

) Contract identified to access 
Psychiatric referral if required. 
 
 
 

31 March 2020 
 

Head of HSWS Improved support for 
staff. 

Green Complete 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

M
H

  (
2

.2
1

) 

Recruit Psychologist 8a support 
within the HSWS in collaboration 
with Southern Health. 
 
 

31 March 2022 Head of HSWS 
 

Improved reflective 
practice and support 
for staff NSS results 
improve 

Amber Grade not 
sufficient to 
support a lone 
post. Review 
with Southern 
Health 
 

M
H

  (
2

.2
2

) 

In line with Mental Health Day, 
develop and deliver a 
photography competition across 
the Trust. 
 
 
 

31 October 2021 CISM Lead/Mental 
Health Nurse Manager 

Improved staff 
wellbeing and 
engagement. 

Green In progress 

 Equality, Diversity and Inclusion 
 

ED
I  

(3
.1

) 

Liaise with the chaplaincy service 
to ensure effective links with 
overseas staff and learners 
including induction and if 
appropriate a leaflet developed 
for all new staff. 

31 July 2021 Head of HSWS / 
Employee Resourcing 
team / Head of 
Chaplaincy Services 

Reduction in patients’ 
complaints, errors 
and incidents, 
turnover, reduced 
absence.  

Green complete 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

ED
I  

(3
.2

) 

Support available for PHU staff is 
promoted to all international 
recruits when they attend 
induction/identified as part of 
the OH check at commencement. 

31 March 2020 Head of Professional 
Education/Head of 
HSWS 

Improved staff 
wellbeing and 
engagement 

Green completed 

 Learning and Development Students and Learners 
 

L 
&

 D
  (

4
.1

) 

Review Trust programmes 
available to staff to ensure 
suicide risk awareness and 
prevention are incorporated 
within appropriate 
undergraduate and postgraduate 
programmes within the Trust.  

31 March  2022 
  

Director of Medical 
Education / Head of 
Professional  
Education / Head of 
Business Management 
Education 
   

Reduced turnover 
 
Improved wellbeing 
  
Reduced turnover 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced turnover, 
reduced absence 

 Amber 
  
  
  

 Not started. 
Resilience 
programmes are 
run on the 
foundation 
programme 
  
  
  

L 
&

 D
  (

4
.2

) Resilience workshops for FY1 Drs 
are provided. 
 
 
 

31 August 2021 Green complete 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

L 
&

 D
  (

4
.3

) Promote the support available 
for staff at recruitment and 
induction stage and at regular 
intervals throughout the year. 

 

31 March 2020 Green complete 

L 
&

 D
  (

4
.4

) 

Agree appropriate protected time 
for each  personal wellbeing 
tutor; undertake an audit and 
report on a quarterly basis. 
  

31 August 2021 
 
 
  

Director Medical 
Education/ 
Head of Business 
Management 
Education  

Improved 
recruitment, 
retention and 
wellbeing of staff 
  
  

 Amber 
  
  
  

 Allocated time is 
identified as part 
of national 
guidance in job 
plans for this it 
can be a 
challenge for 
some 
departments to 
give that time 
  
  
  

L 
&

 D
  (

4
.5

) 

Identify a personal wellbeing 
tutor for all post graduate 
trainees. 

31 May 2020 Director of Medical 
Education / Head of 
Professional Education 
/ Head of Business 
Management 
Education 

Improved 
recruitment, 
retention and 
wellbeing of staff 
 

Green Complete – see 
above re 
allocated time 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

L 
&

 D
  (

4
.6

) 

Ensure processes in place to 
ensure allocated time within 
placement schedules for 
student’s wellbeing check-in 
within 2 weeks of each 
placement and ongoing during 
the placement as required. 

31 May 2020 Head of Professional 
Education / Head of 
Business Management 
Education 

Improved 
recruitment, 
retention and 
wellbeing of staff 
 

Green complete 

L 
&

 D
  (

4
.7

) 

Educators, assessors and 
placement supervisors undertake 
the REACT training as a minimum 
to include suicide awareness. 

31 December 
2023and 
ongoing 

Director of Medical 
Education.  
   

Reduced turnover 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced turnover, 
reduced absence 

 Amber 
  
  
  

 React training 
has been made 
available 
  
  
  
  

L 
&

 D
  (

4
.8

) 

Liaise directly with Head of 
Professional Education to ensure 
direct access to Occupational 
Health and the counselling 
service is available and 
communicated to students at 
induction. 

31 March 2020 Head of Professional 
Education/ Head of 
HSWS 
 

Green complete 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

L 
&

 D
  (

4
.9

) Leaflet identifying local support 
available for post graduate 
learners is developed and 
promoted to all Educational and 
Clinical supervisors. 

31 October 2021 
  

Health Safety and 
Wellbeing Manager / 
Mental Health Nurse 
Manager 

  
 Amber 

  
 To be developed 

 Healthy Working Environment  

H
W

E 
 (

5
.1

) Develop a “new ways of working” 
strategy 
 
 
 

31 October 2021 Deputy Chief People 
Officer Reduced Turnover. 

 
Improved NSS results. 

Amber In progress 

H
W

E 
 (

5
.2

) Lead a series of Masterclasses for 
leadership teams across HIOW to 
share PHU approach to 
addressing violence against staff  
 

31 March 2022 Chief People Officer 
Violence against staff 
reporting increases 
before it starts to 
reduce 

Green planned 

H
W

E 
 (

5
.3

) 

Lead a programme of work to 
share best practice and lessons 
learnt in providing a healthy 
working environment including 
piloting wellbeing pods, human 
factors and develop best practice 
guidance/video on workplace 
environment 

31 March 2022 Head of HSWS/HSW 
Manager 

Pod usage and 
benefits identified, 
best practice video 
developed and 
shared, human 
factors training 
shared across HIOW 

Green In progress 

Page 172 of 244



Health and Wellbeing Action Plan 2021-2024 

 

18 
Health and Wellbeing Action Plan 2021-2024     July 2021     V1 

 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

H
W

E 
 (

5
.4

) Ensure any new developments 
incorporate space for staff where 
they can relax away from 
patients. 
  

31 May 2020 
and ongoing 

Head of Property and 
Capital Development 

Reduced turnover 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced absence 
 
On call rooms are fit 
for purpose 

Amber Conflict with 
space for patient 
care and rest 
break space and 
finance 

H
W

E 
 (

5
.5

) 

Continue to work towards 
meeting the recommendations 
identified in the BMA fatigue and 
facilities charter. 
  

31 July 2020 and 
ongoing  

Director of Medical 
Education  

  
 Amber 

 Ongoing work 
on the 
availability of on 
call rooms is in 
progress 
  

H
W

E 
 (

5
.6

) Review the on-call room 
arrangements within the Trust to 
ensure they are fit for purpose 
and make recommendations for 
implementing change.  

31 July 2021 and 
ongoing 

Head of Property and 
Capital Development 

Amber  

H
W

E 
 (

5
.7

) 

Review space within the 
organisation to ascertain whether 
there is sufficient and suitable 
space for staff for rest and 
recuperation. Identify ways to 
improve accessibility to suitable 
space for staff and improve 
awareness through wide 
communication. 

31 December 
2021 

Head of Property and 
Capital Development 

Adequate rest spaces 
for staff. Staff are 
aware of rest spaces 
available to them and 
can access them 

Amber Initial scoping 
started 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

H
W

E 
 (

5
.8

) Undertake a pilot on behalf of 
HIOW to look at domestic 
violence and supporting staff 
effectively within the 
organisation 

31 December 
2021 

Assistant Director 
People Development   

PHU policies and 
processes provide 
support for staff 
suffering domestic 
violence 

Amber Not started 

H
W

E 
 (

5
.9

) 

Investigate the staff restaurant 
space within B level prior to the 
upgrade being undertaken to 
ensure space for staff is 
maximised appropriately working 
with Engie and within contractual 
requirements. 

30 June 2021 Head of Property and 
Capital Development 

Staff restaurant space 
is sufficient and 
suitable for staff use 

Green Complete 

H
W

E 
 (

5
.1

0
) 

Review the offering available for 
staff to access a reflective 
learning space as part of the 
retention work and communicate 
that offering to all staff e.g. 
clinical supervision, Schwarz 
rounds. 

31 January 2022 
 
 
 
 
  

Deputy Director of 
Nursing/ Director of 
Medical Education. 
Head of Professional 
Education 

Reduced turnover 
improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents,  
reduced absence 

  
 Amber 
  

 Not started 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

H
W

E 
 (

5
.1

1
) 

Review availability of 24/7 
healthy food options within PHU 
within all food providers 
including Engie Costa etc and 
make recommendations for 
improvement 

30 September 
2021 and 
ongoing 

Head of 
Procurement/Head of 
Facilities Management 

Improved health and 
wellbeing of staff 

Red Healthy hot food 
not available 
24/7 

H
W

E 
 (

5
.1

2
) 

Ensure PHU meets the Violence 
and Aggression reduction 
standards 
 
 
 
 
 
 
 

31 July 2021 and 
ongoing 

Security Management 
Lead/Health Safety 
and Wellbeing 
Manager 

Improved health and 
wellbeing of staff 

Green ongoing 

 

Musculoskeletal and Physical Health 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

M
SK

  (
6

.1
) 

Review the Physiotherapy service 
with Solent to identify 
improvements required to 
support staff with MSK issues 
associated with work and how 
this can be provided utilising 
fit4work and oasis facilities 

31 December 
2021 

H and WB Manager / 
Ergonomic Lead 

NSS results improve Green Additional 
information 
obtained, 
discharge 
summaries 
reviewed 

M
SK

  (
6

.2
) Review the NSS results to identify 

areas where MSK issues are the 
most prevalent and work with 
departments to improve 
support/training in these areas 

31 March 2022 
and ongoing 

HWB Manager NSS results improve 
to 2016 levels 

Amber Linking with 
physio service 

P
H

  (
6

.3
) 

Review long COVID support 
within the Trust 
 
Identify referral processes to 
Long COVID clinics for staff where 
appropriate 
 
 
 
 

30 November 
2021 and 
ongoing 

Lead Nurse / HSWS Staff are supported 
to return to work and 
remain in work 

Amber Not started 

 Healthy Lifestyles 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

H
L 

 (
7

.1
) 

Working with HIOW 
collaborative, identify areas of 
sharing good practice and 
implement within PHU e.g. 
Wellbeing Wheel, steps challenge 

31 March 2022 HIOW Health and 
Wellbeing group/ 
Head of HSWS for PHU 

NSS results improve 
Improved absence 
Improved turnover 
Improved patient 
care 

Green In progress 

H
L 

 (
7

.2
) 

Following charitable funds 
business case approval 
implement the Healthy You 
campaign focussing initially on 
the 8 care groups with health 
concerns identified from the 
Robertson Cooper survey. 
Identify appropriate reporting 
processes to feedback internally 
and within HIOW collaborative 

31 December 
2021 and 
ongoing 

HWB Manager NSS results improve 
Improved absence 
Improved turnover 
Improved patient 
care 

Amber Delayed due to 
covid vaccine 
delivery – limited 
access to Oasis 

H
L 

 (
7

.3
) Promote the established cycle to 

work scheme as part of the 
communications plan. 

31 July 2021 HSW Manager Improved 
environment, 
improved wellbeing 
of staff 

Green complete 

H
L 

 (
7

.4
) 

 Establish a new step challenge for 
2022 or similar physical event 
 
 

31 March 2022 H,S & WB Manager Improved wellbeing 
of staff 

green Not yet started 

 Comms and Data 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

C
 a

n
d

 D
  (

8
.1

) 

Establish a communications 
process for health and wellbeing 
to ensure health and wellbeing 
offers are effectively 
communicated across PHU 

31 October 2021 Head of 
Communications/Head 
of HSWS 

Services are inclusive 
and accessed by all 
staff  

Amber Not yet started 

C
 &

 D
  (

8
.2

) 

Work with the recruitment team 
to improve the willingness of new 
starters to disclose a disability   
during recruitment and ensure 
the right support and appropriate 
adjustments are put in place. 
 

31 December 
2021 and 
ongoing 

Head of HSWS  Head 
of Employee 
Resourcing Head of 
EDI 

NSS demographics 
more closely match 
ESR. NSS results 
identify improved 
numbers of staff 
where appropriate 
adjustments are 
made 

Amber Ongoing 
difficulties as 
NSS disclosure 
results are much 
higher than ESR 
numbers 

C
 &

 D
  (

8
.3

) Implement G2 clinical system 
ensuring effective governance 
and training 
 
 

31 December 
2021 

Head of HSWS / 
Business Manager 
HSWS 
 

Improved reporting 
and closer links with 
managers, reduced 
administration costs 

Amber Data upload due 
to be 
undertaken July 
2021 
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 Action By When Lead Outcome (12 months 
after action 
completed) 

Red/Amber/Green Status 

C
 &

 D
  (

8
.4

) 

NSS  and pulse survey results for 
wellbeing are reviewed to 
identify hot spot areas where 
wellbeing of staff is identified as 
a concern and actions identified 
by Divisions to improve. 
 

30 September 
2022 

Head of HSWS / 
Health and Wellbeing 
Group 
 

Improvement in 
National Staff Survey 
results, reduction in 
patients’ complaints, 
errors and incidents, 
reduced turnover, 
reduced absence 

  
 Green 
  

 Not started 
  
  

C
 &

 D
  (

8
.5

) 

Review Robertson Cooper results 
and identify key trust actions for 
Divisional delivery. 
 
 

31 October  
2021 and 
ongoing 

Head of HSWS / 
Divisional Wellbeing 
leads 

Further Robertson 
Cooper survey 
identifies 
improvements 

Green 8 most 
challenged work 
areas identified 
and meetings 
booked to 
support teams 

C
 &

 D
  (

8
.6

) Investigate funding opportunities 
to repeat Robertson Cooper 
survey. 
 
 

31 December 
2021 

H, S & WB Manager Robertson Cooper 
survey review 
undertaken 

Amber Funded 
previously by 
charitable funds 
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report FREEDOM TO SPEAK UP (FTSU) 
Board / 
Committee 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

COMMITTEE – 12TH AUGUST 2021 

Executive lead Alison Fox-St Marthe  - Interim Director of Risk & Governance 

Author Jenny Michael – FTSU Guardian 

Date report 
written 

3rd August 2021 

Action required Noting / Discussion 

Executive 
summary 

This report will outline the progress, successes and challenges for Quarter 1 

2021/22 in line with DATA submission for the National Guardians Office. 

Proactive FTSU activities have started to increase, including the delivery of face 

to face training 

Productive meeting held with the new Director of Midwifery to evaluate and 

review the FTSU arrangements across maternity services. A plan of action has 

been developed to increase awareness and advocate numbers within this care 

group. 

A total of 18 concerns were raised through the FTSU route during this quarter 

with 10 of these being raised via the online portal in DATIX. 

Slight increase in the number of concerns raised that involve poor behaviours. A 

higher than usual number of concerns within the ‘other’ category this quarter 

related to inadequate staffing levels particularly within the medical workforce. 

E – learning for health have released two training packages for FTSU: 

Speaking up – all staff 

Listen up – line and middle managers 

Follow up – senior leaders and executive board members (coming soon) 

 Engagement from areas that have been notified of anonymous concerns being 

raised within their areas has been both positive and constructive. 

Appendices 
attached 

Appendix A – FTSU Arrangements for PHU 
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Recommendations For the Committee to note this report and support the following key 

recommendations: 

• Continued support and engagement with FTSU to support cultural 

change across the organisation 

• Review of the updated self-review tool for boards from NHSi  

• Support the implementation of e- learning for health training packages 

• To support engagement in FTSU activities across SpeakUp month in 

October 

Next steps The following actions will be taken after consideration of this report: 
a) Review of training available to all staff in line with new national 

guidance 
b) Further development of FTSU advocate network 
c) Review and action any recommendations from national guidance 

 

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 

The Freedom to Speak Up system arose from the Francis Report into the Mid 
Staffordshire NHS Foundation Trust 

Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No equality implications. 
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Glossary 

 

1. FTSU Activities  

 

With some easing of restrictions and operational pressures the FTSUG and advocates have been able 

to resume more of the pro-active activities across PHU. 

• Face to face training has been delivered for the preceptorship sessions, which has  met with 

a very good response from all of those that attended. 

• FTSU awareness ‘virtual’ new Consultants 

• FTSU advocate representation has been reviewed, and as a result, plans are in place to 

increase the numbers of advocates – expressions of interest from staff network groups have 

been received and an awareness session for new advocates will be delivered towards the 

end of August/ September 

• Meeting held with existing advocates to plan ‘re-energising’ FTSU – focusing on Speak up 

month in October 

• Very productive meeting held with the new Director of Maternity Services to review FTSU 

arrangements across maternity services 

2. Speaking up DATA 

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

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

FTSUGs on a quarterly basis, collated and publicised on the CQC website. 

 2.1 National DATA 2020/21 annual data collection 

Key Highlights: 

• There is now a network of over 700 FTSU supporting workers in organisations across primary 

and secondary care 

• 20,388 cases raised with FTSU Guardians 

• 26 % increase from the previous year 

• October – December had the highest number of cases in a single qtr – 5,334 

• Nurses and Midwives accounted for the biggest portion of cases raised 

• Workers spoke up about issues relating to the pandemic including, social distancing, PPE, 

support whilst isolating, increased stress and exhaustion 

• Incidents of patients’ safety concerns dropped by 5% 

• Incidents of bullying and harassment were lower reported than 2019/20 

FTSU Freedom to Speak up 

FTSUG Freedom to Speak Up Guardian 

NGO National Guardians Office 

NHSi NHS Improvement 

NED Non-executive Director 
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• Almost 12% of cases continue to be raised anonymously 

The full national report is included alongside this report for information 

2.2 PHU DATA  

The figures detailed below are representative of those that have been recorded for Qtr 1 2021/22 

A total of 18 concerns have been raised, 10 of these concerns were raised via the DATIX reporting 

portal.  

 

2.2 a) Cases by staff group 

 

Concerns that are submitted anonymously are categories within the ‘unknown’ staff group 

2.2 b) Cases per division – Direct to FTSU 
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2.2 c) Anonymous cases per division 

10 anonymous concerns have been raised during Q1. Each of these concerns was discussed with the 

areas concerned and where required necessary actions put in place. Responses from areas 

contacted regarding these concerns have been positive and constructive. 

Of the concerns raised via this route themes were: 

• Staffing concerns - particularly around medical staffing 

• Training availability 

• Poor behaviours 

• Patients – lack of getting patients out of beds, lists, medication 

 

 

2.2 d) Cases by type 

 

0
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Like many trusts we continue to see low levels of patient safety concerns being bought to FTSU 

guardian or advocates – we are confident that these concerns are being discussed at local levels or 

reported via DATIX as required. We have seen a slight increase in the number of reports of ‘poor 

behaviours’ over this qtr. Although listed as poor behaviours, these do not fall into the category of 

‘bullying and harassment’ as deemed by the National Guardians Office for national data collection. 

 

Key themes from ‘other’ category 

• Performance management 

• Work life balance 

• Staffing concerns 

 

2.2 e) Case status  

• Of those concerns that are directly seen by the FTSU team, we continue to have good levels 

of cases that we are able to support and close at a local level without need for escalation. 

• We have found managers responsive and engaging when concerns are raised in relation to 

their work area  

3.0 Benchmarking  

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

will have different arrangements  for their FTSU agenda. For example: 

• Some may have full time FTSUGs 

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

• There are differences in number of sites FTSUGs have to work across 

We know that from a rough analysis of data through 2020/21 DATA as published on the NGO 

website and on collaboration with regional FTSU guardians that we do not appear to be an outlier 

for any numbers we are seeing coming through FTSU nor are there significant variations in the  types 

/ categories that we are seeing. 

 

4.0 Recent publications for review from NHSi and National Guardians Office 

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

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

• Freedom to Speak Up Index Report 

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

All of these will be reviewed, and identified  actions will form part of the ongoing FTSU action plan 

for the year. 
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5.0 Key priorities for 2021 

• To ‘revitalise’ FTSU 

• Review and expand the FTSU advocate network to ensure that there is adequate 

representation across all divisions and staff groups – particularly welcoming advocates to 

join from our staff network groups or their allies  

• To review the training recommendations as set out by NHS to ensure that our offering meets 

the expectations for minimum standards for all staff groups 

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

encouraged and supported to raise concerns within the workplace 

• To ensure that there is better triangulation of information between FTSU, HR, Race Equality 

Network and staff, Aquilis, patient safety and complaints to enable the Trust to identify 

specific areas or departments of concern  

 

6.0 Feedback on the use of FTSU service 

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

responses to date. Examples of feedback include: 

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

• ‘I felt really well supported’ 

• ‘I feel more positive that our culture is changing’ 

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

• ‘I have been really well supported’ 

• ‘I was given confidence to take some actions forward’ 

“I was really anxious about speaking up, but the guardian provided me reassurance about 

my concern then with direction and support I was able to raise my concerns with my 

manager and it was dealt with accordingly” 

8.0 Other progress to date 

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

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

remained well on target. 
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8.1 FTSU training/awareness 

FTSU training continues to be provided at both induction and essential update and this year we have 

been able to resume some of the face to face training delivery.  

Preceptorship training delivery was well received with great engagement from our preceptees. 

There are new training packages that have been developed and that are available via e – learning for 

healthcare – I am keen that across PHU we look to implement this training as standard for all staff.  

About the Freedom to Speak Up in Healthcare in England programme 

This training is for everyone wherever they work in healthcare and explains in a clear and consistent 
way what speaking up is, and its importance in creating an environment in which people are 
supported to deliver their best.  It will help staff  understand the vital role  they  can play and the 
support available to encourage a healthy speaking up culture for the benefit of patients and 
workers. 

The training is divided into three parts. 

• Speak Up: Core training is for all workers including volunteers, students and those in training, 
regardless of their contract terms and covers what speaking up is and why it matters. It will help 
learners understand how to speak up and what to expect when they do. 

• Listen Up: This training for all line and middle managers and is focussed more on listening up and the 
barriers that can get in the way of speaking up. 

• Follow Up: This training is aimed at all senior leaders including executive board members (and 
equivalents), Non-Executive Directors, and Governors to help them understand their role in setting 
the tone for a good speaking up culture and how speaking up can promote organisational learning 
and improvement (available soon). 

 

8.2 Networking 

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

union representatives, Race Equality Network , culture change group and diversity & inclusion lead. 

8.3 Access to FTSU 

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

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

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

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

8.4 Contribution to cultural change 

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

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

the culture change programme.  
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8.5 Monitoring progress against best practice 

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

best practice across other organisations. 

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

the past year. 

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

PHU are working towards, or have in place, items that have been identified as requiring 

improvement or action. Further details of case reviews and outcomes can be seen on the NGO web 

pages 

 

9.0  FTSU Action Plan 2021 

Action Target  
Date 

Measure of 
Success 

Update Update Year end 
progress 

For the board 

to undertake a 

self-review of 

FTSU 

 

Jan 2022 Self-review 
completed and 
actions identified 
form part of 
21/22 action plan 

   

To analyse the 

FTSU index 

produced by 

the National 

Guardians 

Office 

 

Dec 2021 Key 
recommendations 
identified and 
included within 
2020/21 action 
plan. 
Improvements 
within key staff 
survey questions 

   

Incorporate e- 

learning for 

health training 

packages 

across the 

organisation  

 

Dec 2021 Evidence that 
FTSU in 
incorporated into 
all levels of 
training – 
particularly 
leadership & 
management 
across the 
organisation 

   

To continue to 
raise the profile 
of FTSU. 
working 
towards raising 
concerns being 

Continuous 
but 
reviewed 
alongside 
next staff 
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business as 
usual 
 

survey 
results 

To further 
review the 
Raising 
Concerns Policy  
 

November 
2021 

    

Increase the 
number of 
FTSU 
Advocates in 
key areas 

September 
2021 

    

Facilitate a 
number of 
awareness 
session for 
FTSU over 
speaking up 
month in 
October 

October 
2021 
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Appendix 1 

FTSU Background 

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

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

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

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

can make to patient care through speaking up. 

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

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

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

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

 

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

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

encouraged and enabled to speak up safely. 

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

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

 

Freedom to Speak Up Guardians help: 

• Protect patient safety and the quality of care 

• Improve the experience of workers 

• Promote learning and improvement 

By ensuring that: 

• Workers are supported in Speaking up 

• Barriers to speaking up are addressed 

• A positive culture of speaking up is fostered 

• Issues raised are used as opportunities for learning and improvement 

 

 

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

holder continued until stepping down in January 2018. 

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

FTSU accountability arrangements and structure 

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

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

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

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

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

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

required. 

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

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

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

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

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

 

 

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

members and Divisional Executive Leads as required. 

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

is responsible for: 

• Supporting any worker to raise concerns.  

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

data collection 

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

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

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

provided with appropriate guidance and support.  

• Sending quarterly data to the NGO office 

• Ensuring that the board are informed of areas of significant concerns or concerns that may 

have direct impact on patient safety or staff wellbeing. 

Freedom to 
Speak Up 
Guardian

Trust Chair

CEO

Director of integrated 
Governance

NED

Freedom to Speak up 
Advocates
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• Maintaining and developing mechanisms for raising concerns. 

• Proactively promoting a culture of speaking up 

• Undertake FTSU educational and awareness programmes throughout the organisation 

• Provide support and guidance to the FTSU Advocates 

 

FTSU Advocates 

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

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

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

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

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

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

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

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

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

FTSU Regional Meetings 

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

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

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

meetings are shared with the FTSU Advocates. 
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Enc. 3a 3b 4  

 
Title of report EQUALITY, DIVERSITY AND INCLUSION (EDI) –  

WRES ANNUAL REPORT 2021 AND WDES ANNUAL REPORT 2021 
 

Board / 
Committee 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE 
– 12TH AUGUST 2021  

Executive lead Nicole Cornelius – Chief People Officer 

Author Ruth Dolby - EDI Lead 

Date report 
written 

4th August 2021 

Action required Review the WRES and WDES annual reports for 2021 in preparation for publication on 
the Trust’s external website.  

Executive 
summary 

Workforce Race Equality Standard (WRES):  
The deadline for the WRES data submission is 31st August 2021 and annual reports 
must be published by 30th September 2021.  6 out of the 9 WRES indicators have 
improved since last year. The report can be found in Appendix 1.  
 
Workforce Disability Equality Standard (WDES): The deadline for the WDES data 
submission is 31st August 2021 and annual reports must be published by 31st October 
2021. 3 out of the 10 WDES indicators have improved since last year. The full report 
can be found in Appendix 2. 
 

Appendices 
attached 

Appendix A: Workforce Race Equality Standard Annual Report 2021 
Appendix B: Workforce Disability Equality Standard Annual Report 2021 

Recommendations The Committee is requested to review the attached Annual Reports. 

Next steps Publish the WRES and WDES annual reports on the Trusts external website  

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

   ✓  

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

    ✓ 

Links to Board 
Assurance 
Framework 
 

BAF5 Organisational Culture 
 

Links to Corporate 
Risk Register 
 

Not applicable. 
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Compliance / 
Regulatory 
Implications 

NHS Standard Contract Section 13 
Public Sector Equality Duty (PSED) 
Gender Pay Gap  

Quality Impact 
Assessment 

PATIENT EXPERIENCE: No Change 
STAFF: Change - Positive 

Equality Impact 
Assessment 

AGE: No Change 
DISABILITY: Change - Positive 
GENDER REASSIGNMENT: No Change  
MARRIAGE / CIVIL PARTNERSHIP: No Change  
PREGNANCY AND MATERNITY: No Change 
RACE: Change - Positive 
RELIGION / BELIEF: No Change 
SEX: No Change 
SEXUAL ORIENTATION: No Change 
HUMAN RIGHTS: No Change 
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Executive Summary 

The Workforce Race Equality Standard (WRES) is a requirement for all NHS organisations to 

publish data and action plans against 9 indicators of workforce race equality.  

This report shows the Trusts latest workforce race equality data (as at 31st March 2021) and 

identifies where improvements have been made and where data has deteriorated.   

The key findings from the 2021 report show:  

• Black and minority ethnic (BME) staff represent 21.2% of the total workforce, this is a 1.6% 

increase since 2020 

• BME staff are less likely to be appointed from shortlisting than White staff  

• BME staff are less likely to enter the formal disciplinary process than White staff  

• BME staff are more likely to access non-mandatory training and continued professional 

development (CPD) than White staff 

• A higher percentage of BME staff experience harassment, bullying or abuse from patients, 

relatives and the public than White staff 

• A higher percentage of BME staff experience harassment, bullying or abuse from staff than 

White staff 

• BME staff are less likely to believe the Trust provides equal opportunities for career 

progression or promotion than White staff 

• A higher percentage of BME staff experience discrimination at work from either their 

manager, team leader or colleagues than White staff  

• 9.1% of the Board with voting membership is from a BME background 

• 22.2% of the board (inclusive of non-voting and non-executive members) are from a BME 

background 

It is pleasing to see improvements in 6 out of the 9 indicators of workforce race equality: 

• Increase in the percentage of BME workforce 

• Improved likelihood score of BME staff being appointed from shortlisting 

• Improved likelihood score of BME staff entering the formal disciplinary process  

• A reduction in the percentage of BME staff experiencing harassment, bullying or abuse 

from patients, relatives or the public 

• A reduction in the percentage of BME staff experiencing discrimination at work from their 

manager, team leader of colleagues 

• Increase in BME representation on the Board 

Although the Trust has seen improvements in the data, it is important to recognise that BME staff 

have a poorer work experience than White staff overall. The following have been identified as 

areas of concern that the Trust will focus on to reduce the disparity between BME and White staff:  

• Lack of BME representation in senior posts (bands 7 to VSM) 

• Likelihood of staff accessing non mandatory training and CPD 

• Percentage of BME staff experiencing harassment, bullying or abuse from staff 
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• Percentage of BME staff believing the Trust provides equal opportunities for career 

progression or promotion  

• Percentage of BME staff experiencing discrimination at work from their manager, team 

leader or colleagues 

With the areas for improvement in mind, the Trusts Equality, Diversity and Inclusion (EDI) 

Improvement Plan 2020-2022 (see Appendix 1) outlines actions the Trust will take to respond to 

the WRES and achieve improvements against the following themes:  

• Inclusive recruitment and selection processes 

• Staff are free from discrimination, bullying and harassment in the workplace 

• Inclusive career opportunities for development  

• Compassionate and inclusive leadership  

N.B. Following the appointment of a Head of EDI in April 2021 and engagement sessions with 

stakeholders scheduled to take place throughout August to October 2021, where feedback will be 

used to form robust action plans and a Trust EDI strategy, the organisations EDI Improvement 

Plan 2020-2022 may be subject to change.  
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Introduction  

The WRES is a requirement for all NHS organisations to publish data and action plans against 9 

indicators of workforce race equality.  

Research and evidence strongly suggest that BME staff in the NHS have a poorer experience or 

opportunities than White staff and this has a significant impact on the efficient and effective 

running of the NHS and impacts the quality of care received by all patients.  

WRES aims to ensure employees from BME backgrounds have equal access to career 

opportunities and receive fair treatment in the workplace and support NHS organisations make the 

necessary structural and cultural changes needed to advance workforce race equality. 

The data for indicators 1 to 4 and 9 are taken from the Trusts workforce data as at 31st March 

2021 and data for indicators 5 to 9 are taken from the Trusts National Staff Survey 2020 results.  

The aim of this report is to present the Trusts latest workforce race equality data and identify 

where improvements have been made and where data has deteriorated.   
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Workforce Race Equality Standard Progress in 2020/2021 

As a result of COVID-19, some activity was paused which impacted on the progress of improving 

workforce race equality. However, it is pleasing to see improvements in 6 out of the 9 WRES 

indicators:  

• Increase in the percentage of BME workforce 

• Improved likelihood score of BME staff being appointed from shortlisting 

• Improved likelihood score of BME staff entering the formal disciplinary process  

• A reduction in the percentage of BME staff experiencing harassment, bullying or abuse 

from patients, relatives or the public 

• A reduction in the percentage of BME staff experiencing discrimination at work from their 

manager, team leader of colleagues 

• Increase in BME representation on the Board 

Despite these improvements, it is important to recognise that BME staff have a poorer work 

experience than White staff overall and action is needed to close the gap.  

Several actions have been taken in the last WRES reporting year that will have attributed to the 

above improvements, these include: 

Training and Development 

A second cohort of 26 staff completed the Trusts bespoke development programme for BME staff 

called Beyond Boundaries. As part of Beyond Boundaries, delegates participated in a Reverse 

Mentoring Programme and were paired with a member of the Executive Team or a senior leader in 

the organisation.  

The Trust was pleased to have been shortlisted as a finalist in the HSJ NHS Workforce Race 

Equality Award 2020 for the success of Beyond Boundaries.  

In addition to this, the Trust circulates regional and national development opportunities for BME 

staff and encourages attendance.   

Race Equality Staff Network (formerly known as BAME Staff Network) 

 

 
 

Throughout the pandemic, the Trust continued to promote staff networks and the Race Equality 

Network leads took action to move meetings to a virtual platform so that they could continue to  

connect with members and discuss important issues, which included: 
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• Health and wellbeing support for BME staff during COVID-19 – such as addressing 

concerns regarding PPE, vaccines and work health risk assessments with representation at 

meetings from the CEO 

• Black Lives Matter and how staff can support colleagues and be allies 

• Renaming of the network from BAME Staff Network to Race Equality Network to reflect a 

more inclusive network  

• Importance of raising concerns with attendance from the Trusts Freedom to Speak Up 

Guardian  

In August 2020, a virtual engagement session took place to explore the WRES 2020 data and as a 

result of this the network developed a Working Group, with executive representation, to develop 

an overarching mission statement, set achievable goals and create a strategy for the network. To 

date, the group have identified three priority themes to focus on which are ‘Recognition and 

Celebration’, ‘Representation’ and ‘Visibility’ and there are a number of objectives that sit 

underneath these themes. The group are working hard to achieve their goals and to improve the 

experiences of BME staff.  

COVID-19 BME Staff Support and Engagement  

The Trust is committed to supporting BME staff during COVID and has been demonstrated by: 

• Hosting a series of webinars called ‘BME People COVID-19 Vaccine Webinar: Explaining 

the Facts – Addressing your Concerns’. All staff from a BME background were invited to 

attend and where given the opportunity to ask any questions to an expert panel Chaired by 

Professor Anoop Chauhan, Executive Director of Research and Professor Partha Kar OBE 

– Consultant in Diabetes Endocrinology.  

• The CEO hosted virtual BME staff engagement sessions to help and develop work health 

risk assessments whilst demonstrating the Boards commitment to supporting and listening 

to BME staff. 

• 99.6% of BME staff completed a work health risk assessment.  

• Introduction of the Manager Support Line and Staff Support Line to offer guidance and 

support 7 days a week.  

• A ‘Reflecting on Race Equality Forum’ was introduced via Teams that staff could use as a 

platform for to discuss race equality and what more the organisation needs to do to tackle 

inequality. This was monitored daily by the Organisational Development Team and key 

themes were fed back to the Chief People Officer.  

• Appropriate adjustments were made for international nurses and staff members that had 

travelled abroad to visit family in their home countries regarding quarantine periods.  

Black History Month – October 2020 

As an NHS organisation striving to be fully inclusive, it is important for the Trust to recognise Black 

History Month and celebrate the significant contributions made by staff from BME communities. 

Several activities and engagement events took place throughout October to raise awareness of 

Black History Month: 
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• Development of a resource hub accessed via the intranet included staff stories, reading 

materials, recipes, quizzes, information about educational webinars and much more.  

• A ‘Black History Month: Reflecting on Lived Experiences’ event took place where NHS staff 

across the ICS could listen to colleagues share what Black History Month means to them 

and learn from their lived experiences with an opportunity to reflect on race equality. This 

event was hosted by the Trust and opened by the Deputy Chief Executive.  

• The hospitals restaurant developed a Black History Month inspired menu. 

• The Trust worked collaboratively with the ICS to share information on activities and extend 

invites to virtual events.  

• A collaborative ICS event took place to coincide with Black History Month where staff could 

find out more about what NHS trusts and local community groups have been doing to 

support BME staff communities during COVID-19. The Trust played a key role in this event 

and provided updates on the support BME received during the pandemic.  
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Workforce Race Equality Standard 2020 Data 

Indicator 1: Percentage of staff in each of the AfC Bands 1-9 or Medical and Dental 

subgroups and VSM (including executive Board members) compared with the percentage 

of staff in the overall workforce disaggregated by: 

• Non-Clinical staff 

• Clinical staff of which: 
- Non-Medical staff 
- Medical and Dental staff 

 

 

The 2021 data shows that 21.2% of the organisation’s workforce is from a BME background, 

which is a 1.6% increase since 2020 and more than representative of our local community at 11%.  

The WRES Model Employer paper, published in January 2019, sets out an ambition to increase 

BME representation at all levels of workforce by 2028. This ambition was expedited by the NHS 

Table 1

Non-Clinical White BME Unknown Total White  BME White BME Unknown Total White BME

Under Band 1 23 0 2 25 92% 0% 13 0 0 13 100% 0%

1 0 0 0 0 0% 0% 0 0 0 0 0% 0%

2 515 19 2 536 96% 4% 500 19 5 524 95% 4%

3 276 13 3 292 95% 4% 288 13 3 304 95% 4%

4 134 8 0 142 94% 6% 148 10 1 159 93% 6%

5 100 7 1 108 93% 6% 115 9 0 124 93% 7%

6 82 6 0 88 93% 7% 81 7 1 89 91% 8%

7 67 2 0 69 97% 3% 69 6 0 75 92% 8%

8a 73 2 1 76 96% 3% 79 1 0 80 99% 1%

8b 32 1 0 33 97% 3% 33 1 0 34 97% 3%

8c 36 0 0 36 100% 0% 34 0 1 35 97% 0%

8d 7 1 0 8 88% 13% 8 1 0 9 89% 11%

9 10 0 0 10 100% 0% 8 0 0 8 100% 0%

VSM 12 1 0 13 92% 8% 16 3 0 19 84% 16%

Total 1367 60 9 1436 95% 4% 1392 70 11 1473 95% 5%

Clinical White BME Unknown Total White  BME White BME Unknown Total White BME

Under Band 1 13 1 0 14 93% 7% 9 1 0 10 90% 10%

1 0 0 0 0 0% 0% 0 0 0 0 0% 0%

2 1012 162 11 1185 85% 14% 1118 178 11 1307 86% 14%

3 293 68 10 371 79% 18% 286 88 13 387 74% 23%

4 230 21 5 256 90% 8% 227 27 4 258 88% 10%

5 1007 678 29 1714 59% 40% 991 796 36 1823 54% 44%

6 873 139 10 1022 85% 14% 886 156 9 1051 84% 15%

7 506 34 6 546 93% 6% 526 35 3 564 93% 6%

8a 136 6 2 144 94% 4% 147 10 2 159 92% 6%

8b 38 0 0 38 100% 0% 41 0 0 41 100% 0%

8c 19 0 1 20 95% 0% 18 0 1 19 95% 0%

8d 9 1 1 11 82% 9% 5 0 0 5 100% 0%

9 1 0 0 1 100% 0% 6 0 0 6 100% 0%

VSM 1 0 0 1 100% 0% 2 0 0 2 100% 0%

Consultants 346 92 10 448 77% 21% 352 100 10 462 76% 22%

Non Consultant Career Grade 36 20 1 57 63% 35% 35 20 2 57 61% 35%

Trainee Grades 308 259 17 584 53% 44% 292 274 69 635 46% 43%

Other 0 0 0 0 0% 0% 0 0 0 0 0% 0%

Total 4828 1481 103 6412 75% 23% 4941 1685 160 6786 73% 25%

2020

Headcount %  of staff  of the 

total workforce

Headcount %  of staff  of the total 

workforce

2021

2020

Headcount %  of staff  of the 

total workforce

Headcount

2021

%  of staff  of the total 

workforce

Page 204 of 244



 
 

 9 
 

People Plan 2020 to increase senior leader representation by 2025 to equate to either the 

organisational or community percentage, whichever is highest; as a trust the overall PHU 

representation was 19.6% as at the 31st March 2020. In response to this, the Trust set year on 

year targets to increase representation in bands 7 to VSM - it is disappointing to see that the Trust 

did not meet its target of 6.9% by March 2021 and the percentage of BME workforce in these 

bands remain the same as 2020 at 5%.  

Non-Clinical Workforce 

Table 1 shows that 5% of the Trusts non-clinical workforce is from a BME background. The 

highest percentage of non-clinical BME staff are in VSM (16%) followed by band 8d (11%) and in 

bands 6 and 7 (8%), there is no representation in under band 1 and bands 1, 8c and 9. 

The most notable differences from the 2020 data in BME representation can be seen in VSM (8% 

increase, equates to 2 additional recruits/promotion) and in Band 7 (5% increase, equates to 4 

additional recruits/promotion).  

Clinical Workforce  

Table 1 also shows that 25% of the Trusts clinical workforce is from a BME background. The 

highest percentage of BME staff are in band 5 (44%), followed by Trainee Grade Doctors (43%) 

and Non-Consultant Career Grades (35%). There is no representation in bands 1 and 8b, 8c, 8d, 9 

and VSM. 

The most notable difference from the 2020 data is in Band 8d where there is a 9% decrease in 

BME representation and a 5% increase in band 3.  

Indicator 2: Relative likelihood of staff being appointed from shortlisting across all posts 

Table 2 

WRES Indicator Metric Description 2020 PHU 

Score 

2021 

PHU 

Score 

2 Relative likelihood of White staff being appointed from shortlisting compared to that of BME 

staff being appointed from shortlisting across all posts 
1.30 1.13 

The data in table 2 shows that White staff are 1.13 times more likely than BME staff to be 

appointed from shortlisting. This likelihood score has improved since 2020. 

Indicator 3: Relative likelihood of staff entering the formal disciplinary process, as 

measured by entry into a formal disciplinary procedure  

Table 3 

WRES Indicator Metric Description 2020 PHU 

Score 

2021 PHU 

Score 

3 Relative likelihood of BME staff entering the formal disciplinary process, compared to that of 

White staff entering the formal disciplinary process. 
0.93 0.38 
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The data in table 3 shows that BME staff are 0.38 times less likely to enter the formal disciplinary 

process than White staff. This likelihood score has improved since 2020.  

Indicator 4: Relative likelihood of staff accessing non-mandatory training and CPD 

Table 4 

WRES Indicator Metric Description 2020 PHU 

Score 

2021 PHU 

Score 

4 Relative likelihood of White staff accessing non mandatory training and CPD compared to 

BME staff 
0.79 0.82 

The data in table 4 indicates that White staff are 0.82 times less likely to access non mandatory 

training and CPD than BME staff. This likelihood score has worsened since 2020.  

Indicator 5: Percentage of staff experiencing harassment, bullying or abuse from patients, 

relatives or the public in the last 12 months  

Table 5 

WRES Indicator Metric Description 2020 PHU 

Score 

2021 PHU 

Score 

5 Percentage of staff experiencing harassment, bullying or abuse from patients, 

relatives or the public in last 12 months. 

BME 29% 30% 

White 27% 24% 

The data in table 5 indicates that 30% of BME staff have experienced harassment, bullying or 

abuse from patients, relatives and the public, this is 6% higher than White staff.  

Indicator 6: Percentage of staff experiencing harassment, bullying or abuse from staff in 

the last 12 months 

Table 6 

WRES Indicator Metric Description 2020 PHU 

Score 

2021 PHU 

Score 

6 Percentage of staff experiencing harassment, bullying or abuse from staff in the 

last 12 months. 

BME 29% 25% 

White 23.5% 18% 

The data in table 6 indicates that 25% of BME staff experienced harassment, bullying or abuse, 

this is a 4% reduction since 2020. It is concerning to see that 7% more BME staff experienced this 

than White staff.  

Indicator 7: Percentage of staff believing the Trust provides equal opportunities for career 

progression or promotion 

Table 7 

WRES Indicator Metric Description 2020 PHU 

Score 

2021 PHU 

Score 
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7 Percentage believing that trust provides equal opportunities for career 

progression or promotion. 

BME 76% 72% 

White 91% 91% 

The data in table 7 indicates that 72% of BME staff believe the Trust provides equal opportunities 

for career progression or promotion compared with 91% of White staff. This is a 4% decrease 

since 2020.  

Indicator 8: Percentage of staff personally experiencing discrimination at work from their 

manager/team leader or colleagues in the last 12 months 

Table 8 

WRES Indicator Metric Description 2020 PHU 

Score 

2021 PHU 

Score 

8 In the last 12 months have you personally experienced discrimination at work from 
their manager/team leader or colleagues?   

BME 17% 16% 

White 6% 6% 

The data in table 8 demonstrates that 16% of BME staff have personally experienced 

discrimination at work from either their manager, team leader or colleagues in comparison to 6% 

of White staff. This data has reduced by 1% since 2020.  

Indicator 9: Percentage difference between Board voting membership and its overall 
workforce disaggregated by: 

• Voting membership of the Board 

• executive membership of the Board 
 

Table 9 

WRES Indicator Metric Description 2020 PHU 

Score 

2021 PHU 

Score 

9 Percentage difference between Board voting membership and its overall 

workforce disaggregated:  

Voting -19.64% -12% 

Executive 

Membership 

-19.64% -10.1% 

Voting Membership of the Board 

9.1% of the Board with voting membership is from a BME background. This has increased from 

2020 where there was no representation amongst voting members of the board. In comparison, 

21.2% of the overall workforce is from a minority ethnic background. As such, the percentage 

difference between the Trust’s voting membership and the overall workforce is -12%. (9.1% - 

21.2% = -12%) as demonstrated in table 10.  

Executive Membership of the Board 

11.1% of the executive board members are from a BME background. This has increased from 

2020 where there was no representation amongst executive board members. In comparison, 

21.2% of the overall workforce is from a minority ethnic background. As such, the percentage 
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difference between the Trust’s executive board and the overall workforce is -10.1% (11.1% - 

21.2% = -10.1%) ad demonstrated in table 10.  

Total Board 

22.2% of the board (inclusive of non-voting and non-executive members) are from a minority 

ethnic background. This has increased from 7.1% in 2020. In comparison, 21.2% of the overall 

workforce is from a minority ethnic background. As such, the percentage difference between the 

Trust’s board and the overall workforce is 1% (22.2% - 21.2% = 1%). 
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Conclusion and Next Steps 

Based on the 2021 data the following have been identified as areas of concern that the Trust must 

focus on for improvement:  

 

• Lack of BME representation in senior posts (bands 7 to VSM) 

• Likelihood of staff accessing non mandatory training and CPD 

• Percentage of BME staff experiencing harassment, bullying or abuse from staff 

• Percentage of BME staff believing the Trust provides equal opportunities for career 

progression or promotion  

• Percentage of BME staff experiencing discrimination at work from their manager, team 

leader or colleagues 

With the areas for improvement in mind, the Trusts EDI Improvement Plan 2020-2022 (see 

Appendix 1) outlines actions the Trust will take to respond to the WRES and achieve 

improvements against the following themes:  

• Inclusive recruitment and selection processes  

• Staff are free from discrimination, bullying and harassment in the workplace  

• Inclusive career opportunities for development  

• Compassionate and inclusive leadership  

N.B. In April 2021, the Trust appointed a Head of EDI, this new post will be responsible for 

providing strategic direction, leadership and advice to achieve the Trust’s aims and objectives 

within the NHS People Plan. Several engagement sessions with a wide variety of key stakeholders 

are scheduled to take place throughout August to October 2021 where feedback from these 

exercises will be used to form robust action plans and a Trust EDI strategy. As a result of this 

piece of work and the introduction of the ‘6 National Actions Against WRES’ the organisations EDI 

Improvement Plan 2020-2022 may be subject to change.  
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Our overall aim is to ensure our workforce at every level is inclusive and representative of the community we serve 

 

Priority Objective Underpinning Action Measures of Success by March 2022 

1. Reduce the number of 
BME and Disabled staff 
reporting a lower 
likelihood of being 
appointed from shortlisting 
through improved and 
inclusive recruitment 
processes 
 

• Place inclusion at the centre of people processes such as 
recruitment, appraisal, training and development programmes 
(including unconscious bias) 

• Develop an internal group of inclusion experts to provide advice 
for shortlisting and target recruitment opportunities for BME 
staff 

• Invest in a system with suitable data reporting capabilities to 
monitor candidate profiles at all stages of recruitment  

➢ Year on year improvement in the likelihood of 
Disabled and BME applicants being appointed from 
shortlisting, measured by the WRES and WDES, as 
we move towards parity  

➢ Increased representation of BME staff in senior post 
(bands 7+) based on workforce composition and 
national model employer strategy 
 

2. Take positive steps to 
ensuring all staff are free 
from discrimination, 
violence, abuse and 
harassment in the 
workplace 
 

• Eradicate unacceptable behaviours through ensuring all staff, 
patients, relatives and carers are clear on expectations and 
consequences of their actions and behaviours: 

o Violence against staff campaign continues with media 
support 

o Staff are encouraged to report any form of 
discrimination/abuse 

o Continue to work with staff networks to address any 
concerns 

o Continue to build positive relationships with local 
constabulary 

o Improve training for staff to deal with violence from 
service users 

o Implement and fully embed a Leadership Behaviours 
Framework as identified through the culture and 
leadership programme 

 

➢ Significantly less staff report experiencing 
discrimination, violence, abuse and harassment as 
measured across three themes within the National 
Staff Survey; Equality, Diversity and Inclusion, 
Violence, Bullying and Harassment and benchmark 
within top percentile of England acute Trusts 
 
 

3. Provide inclusive career 
opportunities for 
development, leading to a 
more representative 
workforce at every level  

• Career conversations embedded as part of the annual 
appraisal process 

• Implement and fully embed an inclusive talent management 
system, to support the development of a talent pipeline  

• Grow coaching and mentoring capacity as part of our 
development offer 

• Promote and support inclusive access to training, learning and 
development opportunities, at national, regional and local level, 

➢ Increase of BME staff compared to white reporting 
equal opportunities for career progression or 
promotion (WRES indicator 7) 

➢ Increase of Disabled staff compared to non-disabled 
reporting equal opportunities for career progression 
or promotion (WDES indicator 5) 

➢ Increased representation of BME staff in senior post 
(bands 7+) based on workforce composition and 
national model employer strategy 
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identifying any specific gaps requiring some targeted or 
bespoke programmes 

• Targeted recruitment for volunteers and non-executive Board 
members 

➢ The Board’s composition accurately reflects staff 
and community demographic with any gaps 
identified  

4. Continue to invest in 
developing compassionate 
and inclusive leadership 

• Continue to deliver Phase 3 of our Culture Change Programme 

• Set clear expectations of all staff through embedding our values 
and implementing a leadership behaviours model  

• Invest in our management and leadership development, 
ensuring compassionate, inclusive leadership is at the centre. 

• Implement a ‘reverse mentoring’ scheme for ethnic minority 
staff  

• Grow coaching and mentoring capacity as part of our 
development offer 

• Continue to work with staff networks and support the delivery of 
key actions identified to improve their experience in the 
workplace 

• Ensure full implementation of our staff health and well-being 
improvement plan  

➢ No disparity between protected staff groups 
reporting that they would recommend the 
organisation as a place to work (Q21c of the NSS) 

➢ Staff turnover remains below target of 12% with 
parity between protected characteristic staff groups 

➢ Year on year reduction in the Gender Pay Gap  
➢ Recognised within the top quartile of employers in 

the Stonewall top 100 workplace equality index 
➢ Data recording of protected characteristics has 

increased 
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Executive Summary 

The Workforce Disability Equality Standard (WDES) is a requirement for all NHS organisations to 

publish data and action plans against 10 indicators of workforce disability equality.  

This report shows the Trusts latest workforce disability equality data (as at 31st March 2021) and 

identifies where improvements have been made and where data has deteriorated.   

The key findings from the 2021 report show:  

• Disabled staff represent 8.77% of the total workforce  

• 19.31% of staff have not declared their disability status  

• There is no disparity in the number of Disabled staff and Non-Disabled staff entering the 

formal capability process  

• Disabled staff are more likely to experience harassment, bullying or abuse from patients, 

service users, relatives, the public, their manager and colleagues than Non-Disabled staff  

• There is no difference in the percentage of Disabled staff and Non-Disabled staff reporting 

harassment, bullying or abuse  

• Disabled staff are less likely to believe the Trust provides equal opportunities for career 

progression or promotion that Non-Disabled staff  

• Disabled staff are more likely to come to work despite not feeling well enough than Non-

Disabled staff 

• Disabled staff are less likely to say they are satisfied with the extent the organisation values 

their work than Non-Disabled staff 

• 78.5% of Disabled staff say that their employer has made adequate reasonable 

adjustments to enable them to carry out their work 

• The Disabled staff engagement score is lower than the overall workforce engagement score  

• The Trust has taken action to facilitate the voices of Disabled staff 

• There is no Disabled staff representation on the Board with voting membership 

The 2021 data show improvements in 3 out of the 10 indicators of workforce disability equality:  

• Increase in the percentage of Disabled workforce 

• A reduction in the percentage of Disabled staff saying that they felt pressure from their 

manager to come to work despite not feeling well enough to perform their duties 

• An increase in the number of Disabled staff saying that their employer has made adequate 

adjustments to enable them to carry out their work 

Although the Trust has seen improvements in the data, it is important to recognise that Disabled 

staff have a poorer work experience than Non-Disabled staff overall. The following have been 

identified as areas of concern that the Trust will focus on for improvement: 

• Staff who have not declared their disability status 

• Disabled staff experiencing harassment, bullying or abuse from patients, service users, 

relatives or members of the public, their manager and colleagues  
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• Disabled staff believing the Trust provides equal opportunities for career progression or 

promotion  

• Lack of Disabled representation on the Board with voting membership  

With this in mind, the Trusts EDI Improvement Plan 2020-2022 (see Appendix 1) outlines actions 

the Trust will take to respond to the WDES and achieve improvements against the following 

themes:  

• Inclusive recruitment and selection processes 

• Staff are free from discrimination, bullying and harassment in the workplace  

• Inclusive career opportunities for development  

• Compassionate and inclusive leadership  

N.B. Following the appointment of a Head of Equality, Diversity and Inclusion (EDI) in April 2021 

and engagement sessions with stakeholders scheduled to take place throughout August to 

October 2021, where feedback will be used to form robust action plans and a Trust EDI strategy, 

the organisations EDI Improvement Plan 2020-2022 may be subject to change.  
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Introduction  

The WDES is a set of 10 measures that enables NHS organisations to compare the work 

experience of Disabled and Non-Disabled staff.  

The WDES launched in 2018 and this is the third year of reporting. The data gathered is used to 

develop and publish action plans that aim to improve the work experience of Disabled staff. Every 

year comparisons are made to enable us to demonstrate progress against the indicators of 

disability equality. 

The WDES is important because we know that an included and valued workforce helps to deliver 

high quality patient care and improved patient safety. It also allows us to better understand the 

experiences of our Disabled employees and supports positive change for all by creating a more 

inclusive environment.  

The data for indicators 1 to 3 and 10 are taken from the Trusts workforce data as at 31st March 

2021 and data for indicators 4 to 9 are taken from the Trusts National Staff Survey 2020 results.  

The aim of this report is to present the Trusts latest disability equality data and identify where 

improvements have been made and where data has deteriorated.   
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Workforce Disability Equality Standard Progress in 2020/2021 

As a result of COVID-19, some activity was paused which will have impacted on the progress of 

improving workforce disability equality. However, the Trust has seen improvements in 3 out of the 

10 indicators of disability equality: 

• Increase in the percentage of Disabled workforce 

• A reduction in the percentage of Disabled staff saying that they felt pressure from their 

manager to come to work despite not feeling well enough to perform their duties 

• An increase in the number of Disabled staff saying that their employer has made adequate 

adjustments to enable them to carry out their work 

A number of actions have been taken in the last WDES reporting year that will have attributed to 

the above improvements, these include: 

COVID-19 Supporting Staff Wellbeing 

The Trust is committed to supporting Disabled staff during COVID-19 and has been demonstrated 

by: 

• Executive level engagement with the DisAbility Staff Network to seek their views on what 

support is needed during the pandemic.  

• Introduction of the Manager Support Line and Staff Support Line to offer guidance and 

support 7 days a week.  

• Provisions were put in place for vulnerable staff of which, the Staff Support Line carried out 

regular wellbeing calls to maintain contact and communication with staff categorised as 

vulnerable and shielding.   

• Frequently updated guidance available for staff who were shielding or categorised as 

vulnerable.  

• In addition to an electronic version, hard copies of the health and wellbeing booklets were 

issued to all members of staff to inform them about wellbeing offers available.  

• Disability status was added to the Trust wide work health risk assessment which led to a 

4% increase in the declaration rate for Disabled staff and a significant reduction of 10% in 

the number of unknown.   

 

DisAbility Staff Network  

 

 

Throughout the pandemic, the Trust continued to promote staff networks and the Co-Chairs of the 

DisAbility Staff Network took action to move meetings to a virtual platform so that they could 

continue to connect with members and discuss important issues. Conversations such as ‘What 

practical actions can the network take to support members during these challenging times?’ and 

signposting members to available wellbeing support where key topics for meetings. In addition to 
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this, the Chief Executive attended a meeting to highlight how important health and wellbeing is and 

encouraged conversation on what is working or not working and listened to what staff have to say 

and their suggestions.  

The network played a key role in the development of the Working from Home Guidance that was 

developed in response to COVID-19. Members reviewed the guidance and the Co-Chairs sent a 

letter, on behalf of the network, to the Chief People Officer with feedback.   

To support the Trust with how they could further support vulnerable staff during COVID-19 the Co-

Chairs met with the Head of Health, Safety and Wellbeing who described the meeting as 

extremely beneficial and helped to understand and establish actions.  

In August 2020, a virtual engagement session took place to explore the WDES 2020 data and as a 

result of this the network developed key actions such as review the Bradford Index in relation to 

those with an underlying health condition or a disability and to explore other means of managing 

absence and working with HR to adopt a wider approach that encourages staff to update their 

disability status on ESR. The network is working hard to achieve their goals and to improve the 

experiences of Disabled staff.  

The WDES Innovation Fund 

 

In December 2020, the Trust was successful in a bid to the WDES to carry out an innovation   

programme to improve awareness with the purpose of increasing staff declaring a disability so that 

the Trust can build a more accurate picture of the diversity of the workforce to work towards 

disability equality. The co-developed innovation programme with the DisAbility Staff Network 

consisted of three workstreams: 

 

• A series of 10 bespoke half day sessions for managers, delivered by a respected EDI 

training provider, to increase awareness around disability.  

• A Neurodiversity Masterclass for managers and staff to gain a greater awareness and 

understanding of neurodivergent conditions to enhance the inclusion of colleagues. 

• Development of a professional video showcasing staff with disabilities and how it impacts 

on them positively and negatively which will be used in induction programmes and training. 

The Trust is hopeful the video will help to raise awareness of disability but to also 

encourage all staff to check and update their disability information which is key to ensuring 

that staff with disabilities are fully supported at work. The video can be accessed here: 

https://www.youtube.com/watch?v=79X9ZelDlFA. 

 

The innovation fund programme has been an extremely valuable piece of work for the Trust and is 

grateful for the WDES Team for awarding the funds to undertake this. This work has greatly 

improved the awareness of hidden and visible disabilities and the support and trust that staff need 

in order to have a fairer experience at work. The Trust hopes results from the innovation 

programme will be evident in the 2022 data as not all activity was carried out in this WDES 

reporting year.  

Despite these improvements, it is important to highlight that the Trust has seen a decline in 5 out 

of the 10 indicators of disability equality: 
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• The likelihood of Disabled staff being appointed from shortlisting 

• The percentage of Disabled staff experiencing harassment, bullying or abuse  

• The percentage of Disabled staff saying that the last time they experienced harassment, 

bullying or abuse at work, they or a colleague reported it 

• The percentage of Disabled staff believing the Trust provides equal opportunities for career 

progression or promotion 

• Disabled staff engagement score 

It is disappointing to see that Disabled staff have a poorer work experience than Non-Disabled 

staff overall and the Trust recognises that action is needed to improve their work experience and 

to close the gap.  
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Workforce Disability Equality Standard 2021 Data 

Indicator 1: Percentage of Disabled staff in AfC bands, VSM and Medical and Dental 

compared with the Non-Disabled staff in the overall workforce 

 

The data in table 1 indicates that 8.77% of the Trusts workforce have declared a disability, which 

is a 3.59% increase since 2020.  

19.31% of our workforce have not declared their disability status however, it is pleasing to see that 

this figure has reduced by 7.65% since last year.  

The highest percentage of our Disabled workforce is in Medical and Dental Staff, Non-Consultants 

Career Grade (12.28%), followed by Non-Clinical staff in Bands <1 to 4 (12.1%). 

 

The most notable differences in the data is a 7% increase in the number of Disabled staff in 

Medical and Dental Staff, Non-Consultants Career Grade, followed by a 4.5% increase in the 

number of Disabled staff in clinical roles band 8a to 8b and a 4.4% increase in the number of 

Disabled staff in clinical bands <1 to 4.  

 

Indicator 2: Relative likelihood of staff being appointed from shortlisting  

Table 2 

Metric 2020 2021 

 

2. Relative likelihood of non-disabled staff compared to Disabled staff 

being appointed from shortlisting across all posts 

 

1.02 

 

 

1.21 

The data in table 2 shows that there has been an increase in the likelihood of Non-Disabled staff 

being appointed from shortlisting than Disabled staff since.  

Non-Disabled staff are 1.21 times more likely to be appointed from shortlisting than Disabled staff.  

Indicator 3: Relative likelihood of staff entering the formal capability process 

Table 1

Disabled Non-disabled
 Unknown/ 

Null
Disabled Non-disabled

 Unknown/ 

Null

1a) Non Clinical Staff

Cluster 1: AfC Bands <1 to 4 7.8% 62.0% 29.7% 12.1% 67.5% 20.4%

Cluster 2: AfC bands 5 to 7 5.9% 55.9% 30.2% 8.0% 69.8% 22.2%

Cluster 3: AfC bands 8a and 8b 9.6% 53.5% 32.5% 8.8% 64.9% 26.3%

Cluster 4: AfC bands 8c to VSM 8.5% 62.0% 23.9% 8.5% 70.4% 21.1%

Total Non-Clinical 7.6% 60.1% 29.8% 10.9% 67.8% 21.3%

1b) Clinical Staff

Cluster 1: AfC Bands <1 to 4 6.0% 66.1% 20.9% 10.4% 73.4% 16.2%

Cluster 2: AfC bands 5 to 7 4.0% 60.7% 30.8% 7.7% 73.7% 18.6%

Cluster 3: AfC bands 8a and 8b 3.5% 37.5% 50.0% 8.0% 59.0% 33.0%

Cluster 4: AfC bands 8c to VSM 3.1% 56.3% 46.9% 3.1% 68.8% 28.1%

Total Non-Clinical 4.7% 61.7% 28.1% 8.6% 73.0% 18.3%

Medical & Dental Staff, Consultants 3.02% 56.37% 37.15% 5.83% 71.06% 23.11%

Medical & Dental Staff, Non-Consultants career grade 5.26% 75.44% 19.30% 12.28% 78.95% 8.77%

Medical & Dental Staff, Medical and dental trainee grades 5.67% 82.36% 3.94% 6.77% 71.65% 21.57%

Total Medical and Dental 4.59% 71.60% 18.01% 6.67% 71.77% 21.56%

Number of staff in workforce 5.18% 62.81% 27.02% 8.77% 71.92% 19.31%

20212020

Percentage of staff in AfC 

paybands or medical and 

dental subgroups and 

very senior managers 

(including Executive 

Board members) 

compared with the 

percentage of staff in the 

overall workforce.

Metric
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Table 3 

Metric 2020 2021 

 

3. Relative likelihood of Disabled staff compared to non-disabled staff 

entering the formal capability process, as measured by entry into the 

formal capability procedure 

 

0 

 

0 

The data in table 3 shows there is no disparity in the likelihood of Disabled and Non-Disabled staff 

entering the formal capability process based on performance, this remains the same as 2020.  

 

Indicator 4a: Percentage of staff experiencing harassment, bullying or abuse 

Table 4 

Metric 2020 2021 

 

4. a) Percentage of Disabled staff compared to 

non-disabled staff experiencing harassment, 

bullying or abuse in the last 12 months 

 

 

 

 

Patients, service users, relatives 

or members of the public 

Disabled Staff: 30.5% 

Non-Disabled Staff: 28% 

Manager 

Disabled Staff: 17.5% 

Non-Disabled Staff: 10.3% 

Colleagues 

Disabled Staff: 28% 

Non-Disabled Staff:17.5% 

 

Patients, service users, relatives 

or members of the public 

Disabled Staff: 31% 

Non-Disabled Staff: 24% 

Manager 

Disabled Staff: 19% 

Non-Disabled Staff: 11%  

Colleagues 

Disabled Staff: 30% 

Non-Disabled Staff: 18% 

Table 4 shows that Disabled staff significantly experience harassment, bullying or abuse from 

patients, service users, relatives, members of the public, managers and colleagues more so than 

Non-Disabled staff. 

 

There is a 1.5% increase in Disabled staff who receive this treatment from their manager and a 

0.5% increase in Disabled staff who receive this treatment from patients and the public. There is 

also a 2% increase in the number of Disabled staff experiencing this poor treatment from their 

colleagues since 2020.  

 

Indicator 4b: Percentage of staff saying that the last time they experienced harassment, 

bullying or abuse at work, they or a colleague reported it 

Table 5 

Metric 2020 2021 

 

4. b) Percentage of Disabled staff compared to non-disabled 

staff saying that the last time they experienced harassment, 

bullying or abuse at work, they or a colleague reported it in 

the last 12 months 

 

Disabled 

 

49% 

 

43% 

 

Non-

Disabled 

 

44% 

 

43% 

Table 5 shows that the percentage of Disabled staff saying they have reported harassment, 

bullying or abuse at work has decreased by 6% since 2020. 

 

There is no difference in the percentage of Disabled and Non-Disabled staff saying that they 

reported harassment, bullying or abuse at work.  
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Indicator 5: Percentage of staff believing the Trust provides equal opportunities for career 

progression or promotion 

Table 6 

Metric 2020 2021 

 

5.  Percentage of Disabled staff compared to non-disabled 

staff believing that the Trust provides equal opportunities for 

career progression or promotion 

 

Disabled 

 

86% 

 

82% 

 

Non-

Disabled 

 

90% 

 

88.5% 

Table 6 shows that the percentage of Disabled staff believing the Trust provides equal 

opportunities for career progression or promotion has decreased since last year by 4%, this is 

6.5% less than Non-Disabled staff.  

 

Indicator 6: Percentage staff saying that they have felt pressure from their manager to 

come to work, despite not feeling well enough to perform their duties 

Table 7 

Metric 2020 2021 

 

6.  Percentage of Disabled staff compared to non-disabled 

staff saying that they have felt pressure from their manager 

to come to work, despite not feeling well enough to perform 

their duties 

 

Disabled 

 

31% 

 

30% 

 

Non-

Disabled 

 

21% 

 

21% 

Table 7 demonstrates that Disabled staff are 9% more likely to feel pressure from their manager to 

come to work, despite not feeling well enough than Non-Disabled staff. The figure for Disabled 

staff has improved by 1% since 2020.  

 

Indicator 7: Percentage of staff saying that they are satisfied with the extent to which their 

organisation values their work 

Table 8 

Metric 2020 2021 

 

7.  Percentage of Disabled staff compared to non-disabled 

staff saying that they are satisfied with the extent to which 

their organisation values their work 

 

Disabled 

 

39% 

 

39% 

 

Non-

Disabled 

 

53% 

 

51% 

Table 8 shows that 39% of Disabled staff say they are satisfied with the extent to which their 

organisation values their work, which is 12% less than Non-Disabled staff.  

The percentage number of Disabled staff saying this has remained the same as 2020.  

Indicator 8: Percentage of Disabled staff saying that their employer has made adequate 

adjustment(s) to enable them to carry out their work 

Table 9 

Metric 2020 2021 

 

8.  Percentage of Disabled staff saying that their employer has made 

adequate adjustment(s) to enable them to carry out their work 

 

76% 

 

78.5% 
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Table 9 indicates that 78.5% of Disabled staff say that their employer has made adequate 

adjustments to enable them to carry out their work, meaning that 21.5% have not had the 

adjustments required. This figure has improved since 2020 by 2.5%.   

Indicator 9a: National staff survey staff engagement score  

Table 10 

Metric 2020 2021 

 

9a. The staff engagement score for Disabled staff, compared 

to non-disabled staff and the overall engagement score for 

the organisation 

 

Disabled 

 

6.8 

 

6.7 

 

Overall 

 

7.1 

 

7.1 

Table 10 shows that the staff engagement score for Disabled staff has decreased since last year 

to 6.7 and is lower than the overall engagement score which is 7.1. 

Indicator 9b: Has the Trust taken action to facilitate the voices of Disabled staff  

Table 11 

Metric 2020 2021 

 

9b. Has your Trust taken action to facilitate the voices of Disabled staff in 

your organisation to be heard? (yes) or (no)  

 

Yes 

 

 

Yes 

 

Table 11 shows that the Trust has answered yes to this question and voices of Disabled staff are 

heard via an active, up and running DisAbility Staff Network with executive level sponsorship.  

Indicator 10: Percentage difference between the organisation’s Board voting membership 

and its organisation’s overall workforce 

Table 12 

Metric 2020 2021 

 
10. Percentage difference between the organisation’s Board 
voting membership and its organisation’s overall workforce, 
disaggregated: 

Voting 
Membership 
 

 
-5% 

 
-9% 

Executive 
Membership 

-5% -9% 

The data in table 12 shows there is no Disabled staff representation on the Board, and this has not 

changed since 2020. As there is no disabled staff representation on the board, the percentage 

difference between the Trust’s voting membership and the overall workforce is -9%. Similarly, the 

percentage difference between the Trust’s executive membership and the overall workforce is -9% 

as well. 
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Conclusion and Next Steps 

Based on the 2021 data the following have been identified as areas of concern that the Trust must 

focus on for improvement:  

 

• Staff who have not declared their disability status 

• Disabled staff experiencing harassment, bullying or abuse from patients, service users, 

relatives or members of the public, their manager and colleagues  

• Disabled staff believing the Trust provides equal opportunities for career progression or 

promotion  

• Lack of Disabled representation on the Board with voting membership  

 

The Trusts EDI Improvement Plan 2020-2022 (see Appendix 1) outlines actions the Trust will take 

to respond to the WDES and achieve improvements against the following themes: 

  

• Inclusive recruitment and selection processes  

• Staff are free from discrimination, bullying and harassment in the workplace  

• Inclusive career opportunities for development  

• Compassionate and inclusive leadership  

N.B. In April 2021, the Trust appointed a Head of EDI, this new post will be responsible for 

providing strategic direction, leadership and advice to achieve the Trust’s aims and objectives 

within the NHS People Plan. Several engagement sessions with a wide variety of key stakeholders 

are scheduled to take place throughout August to October 2021 where feedback from these 

exercises will be used to form robust action plans and a Trust EDI strategy. As a result of this 

piece of work the organisations EDI Improvement Plan 2020-2022 may be subject to change.  
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Our overall aim is to ensure our workforce at every level is inclusive and representative of the community we serve 

 

Priority Objective Underpinning Action Measures of Success by March 2022 

1. Reduce the number of 
BME and Disabled staff 
reporting a lower 
likelihood of being 
appointed from shortlisting 
through improved and 
inclusive recruitment 
processes 
 

• Place inclusion at the centre of people processes such as 
recruitment, appraisal, training and development programmes 
(including unconscious bias) 

• Develop an internal group of inclusion experts to provide advice 
for shortlisting and target recruitment opportunities for BME 
staff 

• Invest in a system with suitable data reporting capabilities to 
monitor candidate profiles at all stages of recruitment  

➢ Year on year improvement in the likelihood of 
Disabled and BME applicants being appointed from 
shortlisting, measured by the WRES and WDES, as 
we move towards parity  

➢ Increased representation of BME staff in senior post 
(bands 7+) based on workforce composition and 
national model employer strategy 
 

2. Take positive steps to 
ensuring all staff are free 
from discrimination, 
violence, abuse and 
harassment in the 
workplace 
 

• Eradicate unacceptable behaviours through ensuring all staff, 
patients, relatives and carers are clear on expectations and 
consequences of their actions and behaviours: 

o Violence against staff campaign continues with media 
support 

o Staff are encouraged to report any form of 
discrimination/abuse 

o Continue to work with staff networks to address any 
concerns 

o Continue to build positive relationships with local 
constabulary 

o Improve training for staff to deal with violence from 
service users 

o Implement and fully embed a Leadership Behaviours 
Framework as identified through the culture and 
leadership programme 

 

➢ Significantly less staff report experiencing 
discrimination, violence, abuse and harassment as 
measured across three themes within the National 
Staff Survey; Equality, Diversity and Inclusion, 
Violence, Bullying and Harassment and benchmark 
within top percentile of England acute Trusts 
 
 

3. Provide inclusive career 
opportunities for 
development, leading to a 
more representative 
workforce at every level  

• Career conversations embedded as part of the annual 
appraisal process 

• Implement and fully embed an inclusive talent management 
system, to support the development of a talent pipeline  

• Grow coaching and mentoring capacity as part of our 
development offer 

• Promote and support inclusive access to training, learning and 
development opportunities, at national, regional and local level, 

➢ Increase of BME staff compared to white reporting 
equal opportunities for career progression or 
promotion (WRES indicator 7) 

➢ Increase of Disabled staff compared to non-disabled 
reporting equal opportunities for career progression 
or promotion (WDES indicator 5) 
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identifying any specific gaps requiring some targeted or 
bespoke programmes 

• Targeted recruitment for volunteers and non-executive Board 
members 

➢ Increased representation of BME staff in senior post 
(bands 7+) based on workforce composition and 
national model employer strategy 

➢ The Board’s composition accurately reflects staff 
and community demographic with any gaps 
identified  

4. Continue to invest in 
developing compassionate 
and inclusive leadership 

• Continue to deliver Phase 3 of our Culture Change Programme 

• Set clear expectations of all staff through embedding our values 
and implementing a leadership behaviours model  

• Invest in our management and leadership development, 
ensuring compassionate, inclusive leadership is at the centre. 

• Implement a ‘reverse mentoring’ scheme for ethnic minority 
staff  

• Grow coaching and mentoring capacity as part of our 
development offer 

• Continue to work with staff networks and support the delivery of 
key actions identified to improve their experience in the work 
place 

• Ensure full implementation of our staff health and well-being 
improvement plan  

➢ No disparity between protected staff groups 
reporting that they would recommend the 
organisation as a place to work (Q21c of the NSS) 

➢ Staff turnover remains below target of 12% with 
parity between protected characteristic staff groups 

➢ Year on year reduction in the Gender Pay Gap  
➢ Recognised within the top quartile of employers in 

the Stonewall top 100 workplace equality index 
➢ Data recording of protected characteristics has 

increased 
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a 3b 4 
Title of report GUARDIAN OF SAFE WORKING HOURS – 

DOCTORS AND DENTISTS IN TRAINING 
Board / Committee WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE 

– 12TH AUGUST 2021
Executive lead John Knighton – Medical Director 

Author Dr Philip Young – Guardian of Safe Working 

Date report written 20th July 2021 

Action required Noting 

Executive summary This is the quarterly Guardian of Safe Working report to advise the Board that the 
Trust is complying with its requirements of the terms and conditions of Doctors and 
Dentists in training.  This report includes Trust Doctors. 
This is the report for Quarter 1; April, May, June 2021 

• Table 3 in this report has been amended from last years reports. The table
now details all full time rotas within the Trust to give a better representation
of exceptions received.

• In April 2021 NHS Employers issued Version 9 of the Doctors and Dentists in
Training Terms and Conditions of Service.

• All rota templates for August and September 2021 changeover were reviewed
and changes made if needed.  All changes were approved via Junior Doctor
Executive Forum (JDEF).

• All Foundation Year 1 doctor rotas for August 2021 now have 2 hours Self
Development Time included, as stipulated by NHS England.

• Rostering Admin Team to manage day to day exception reporting going
forward.

Appendices 
attached 

None 

Recommendations For Board 

Next steps The following actions will be taken after consideration of this report: 
a) Meet new Chief Registrar to discuss the promotion of exception reporting
b) Communicate with incoming junior doctors about exception reporting and

the importance of the process.

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 Corporate 
Risk Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

The Guardian is responsible for protecting the safeguards outlined in the 2016 Terms 
and Conditions for doctors and dentists in training 

Quality Impact 
Assessment 

PATIENT SAFETY: Minor Change – Positive  
OPERATIONAL PERFORMANCE: Minor Change – Positive / Negative 
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Minor Change – Positive  
STAFF: Minor Change – Positive  

Equality Impact 
Assessment 

 No equality implications. 
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Introduction 
 

The 2016 Terms and Conditions of Service for Doctors and Dentists in Training introduced a requirement 
for a Guardian of Safe Working role to assure junior doctors and employers that rotas and working 
conditions are safe for doctors and patients.  The Guardian of Safe Working oversees the work schedule 
review process and seeks to address concerns relating to hours worked and access to training 
opportunities.  They support safe care for patients through protection and prevention measures to stop 
doctors working excessive hours and have the power to levy financial penalties where safe working hours 
are breached. 
 
A requirement of the Terms and Conditions is for the Guardian of Safe Working to submit a report to the 
Trust Board quarterly. 
 
For the purpose of this report the levels of doctors are split into: 
 
FY1 –Foundation Year 1 (doctors in their first year of training after medical school)  
SHO – Senior House Officer (doctors in Foundation Year 2 and Core or Specialty training levels 1 – 2 (level 3 
in Emergency Medicine and Paediatrics)  
SpR – Specialty Registrar (doctors in Specialty training levels 3 and above (level 4 in Emergency Medicine 
and Paediatrics)   

 
 

High Level Data 
 

Number of doctors / dentists in training in post (including Trust Doctors and GP trainees hosted by PHU):  
 

      

Month Deanery Trust Total 

Apr-21 455.1 162.4 617.5 

May-21 455.2 164.2 619.4 

Jun-21 450.3 183.2 633.5 

 
 
Amount of time available in job plan for Guardian: 1 PA (4 hours) per week 
 
Exception Reports  
 
Table 1: Exception reports and reason: 
Total number of exception reports raised 74 
Working Hours 66 
Education 8 
 
 
 
Table 2:  By Grade: 
Grade Number of reports raised 
FY1 22 
SHO 34 
SpR 18 
 
There was an increase in exceptions by 31 for the quarter compared to quarter 4 20/21.  Exceptions from 
the SHO grade saw the biggest increase.  There was an increase in 5 education exceptions.  The reason for 
this is, on one rota, the FY1 pre-planned teaching sessions were not added (due to change in rota 
coordinator staffing) which meant some FY1s did not attend the teaching.  The exceptions were submitted 
after there were no more teaching sessions being held, so the department could not send the FY1 to any 
more to make up for the missed ones. 
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Table 3: By Specialty: 

Rota Grade 

Number of 
exceptions last 

quarter 

Number of 
exceptions this 

quarter 

GP with Audio Medicine (AVM) FY2     

AMU FY1 FY1     

SAU FY1 FY1     

AMU (MAU) SHO/ACCS     

AMU (MAU) SpR     

Anaesthetics Novice     

Anaesthetics SHO/SpR     

Cardiology/Respiratory FY1  7   

Cardiology/Respiratory SHO    6 

Cardiology SpR     

Critical Care SHO     

Critical Care SpR  1   

Dermatology  SHO     

Dermatology  SpR  3   

ED (Emergency Department) SHO (inc ST3)     

ED (Emergency Department) SpR  2  1 

ENT  SHO     

ENT SpR     

Gastroenterology/General 
Medicine/Diabetes 

FY1 
 3 

  

Gastroenterology/General 
Medicine/Diabetes 

SHO 
 5 

 6 

Medicine out of hours SpR rota (Gastro, 
Resp, Diabetes,  

SpR 
  

  

Haem/Onc SHO    8 

Haematology SpR     

Histopathology  SpR     

Maxillofacial Surgery DCT/SHO     

Maxillofacial Surgery SpR     

Oral Surgery (Part of Max Fax rota) SpR     

Microbiology FY2     

Microbiology   SpR     

OPM FY1  1  8 

OPM (inc G2) SHO  2  5 

OPM SpR     

Neonates SHO     

Neonates SpR     
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Rota Grade 

Number of 
exceptions last 

quarter 

Number of 
exceptions this 

quarter 

Neurology SpR     

Obs & Gynae  SHO  1  3 

Obs & Gynae  SpR     

Oncology  SpR    11 

Ophthalmology SHO     

Ophthalmology SpR     

Orthopaedics FY1    12 

Orthopaedics   SHO    4 

Orthopaedics  SpR     

Orthodontics SpR     

Palliative Medicine (Rowan's) GP post SHO 
  

  

Paeds  SHO     

Paeds SpR     

Plastics SpR     

Radiology SpR - ST1     

Radiology SpR ST2      

Radiology ST3 plus     

Renal  SHO  2   

Renal  SpR    5 

Respiratory FY1     

Respiratory SHO     

Rehab  SpR     

Rheumatology FY2  1  3 

Rheumatology SpR     

SAU FY1     

Surgery FY1  7  2 

Surgery   SHO     

Surgery (includes breast) SpR     

Urology FY1     

Urology   SHO, SpR  5   

Table 4: By Rota (5 highest reported) 
Rota Number of reports raised 
Orthopaedics FY1 12 

Oncology SpR 11 

Heam/Onco SHO and OPM SHO Both these rotas received 
8 exceptions 

Cardio/Resp SHO and Gastro/Gen Med/Diabetes 
SHO 

Both rotas received 6 
exceptions 

 
 

Most of the exceptions were reported due to staff shortages on the wards causing the junior doctors to 
stay late to cover the workload.  The shortages were due to sickness, gaps on the rota and the lack of 
locum fill.   
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Some junior doctors’ exception reported due to a drop in staffing numbers following juniors moving back 
to their correct rotas following the COVID surge.  In these cases the rotas were at normal staffing levels, 
but the juniors were not aware that the COVID support was not part of the normal staffing levels. 

 
 
Work Schedule Reviews 
 
None required for quarter 1 21/22 

 
 

Locum data 
 
Table 5: Temporary shifts   

Month 
Number of 

shifts 
requested 

Number 
of shifts 
filled by 
bank* 

Number of 
shifts filled 
by locum** 

Number of 
shifts filled 
by Agency 

Number of 
shifts filled 

Number of 
shifts not 

filled 

April 21 1263 417 681 105 1203 60 

May 21 1059 327 594 82 1003 56 

Jun 21 967 294 526 44 864 103 

*Bank staff are workers that have been identified by Bank Partners as 'Bank Only' i.e. temporary staff 
**Locum staff are workers that have been identified by Bank Partners as 'Multi-Post Holder' i.e. substantive 
staff with a Bank contract. 
 
The data for quarter 1 shows a drop in the number of shifts needed to be filled and that there was an overall 
increase in vacant shifts being filled.  Most of the shifts were filled by substantive staff working extra shifts. 
 
 
Vacancy Report 
  
Number and percentage of posts vacant during this period: 
 

Month Funded FTE Substantive 
FTE 

Vacancy FTE Vacancy Rate 
(%) 

Apr-21 645.1 617.3 27.8 4.3% 

May-21 657.1 618.1 38.9 5.9% 

Jun-21 652.1 616.2 35.9 5.5% 

 
 
This is for Deanery and Trust posts; it does not include MOD posts. 
 
 
Fines 
 
The terms and conditions allow the Guardian of Safe Working to levy fines on departments in exceptional 
circumstances when a department has not been able to address issues and concerns on doctors working 
hours both rostered and actual, within safe working limits. 
 
There was one fine issued during this quarter.  An Oncology SHO worked over a 13-hour shift.  This was due 
to staff shortages on the ward due to sickness.  This did not warrant a work schedule review.  
 

Page 232 of 244



 

  

 
Guardian Comments 
 
The key additions to Version 9 of the Terms and Conditions of Service is the “Code of Practice” deadlines.  
Trusts are now contractually obliged to have all junior doctor contracts and work schedules sent to the new 
starter at least 8 weeks in advance of the junior starting and that the day to day rota the junior doctor will be 
working is issued at least 6 weeks in advance.  This is subject to the Wessex Deanery issuing the Trust with 
the trainee new starter names at least 12 weeks in advance of their start date. 
 
The Junior Doctor Executive Forum (JDEF) has now been in place for 18 months.  It is made up of the 
Guardian of Safe Working, Director of Medical Education, HR, it is chaired by the Chief Registrar and  
includes junior doctors (both Trust and trainees) who took up an offer to join the group.  Over the past year 
the forum has approved over 54 rota template changes.  Many of these were approved in very tight time 
frames during the winter COVID surge.  The support of those junior doctors made the forum work.  The new 
Chief Registrar joins the Trust in August and allows a month’s handover with the current post holder, before 
they move posts.  New doctors to the Trust will be invited to join the Forum to replace doctors who have 
left. 
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Committee: FINANCE AND INFRASTRUCTURE COMMITTEE 

Date of Meeting: 17TH AUGUST 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH SEPTEMBER 2021  

Chair: CHRISTINE SLAYMAKER – NON-EXECUTIVE DIRECTOR 

Lead Officer: MARK ORCHARD – CHIEF FINANCIAL OFFICER 

Agenda Item 
Number: 

102.21 

  

Appendix A: Agenda 

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

Integrated Performance Report 

The Integrated Performance Report was considered by the Committee under agenda item 113.21.  

 
Agenda 
item 

Items of note: 

110.21 Lead Executive summary 
The procurement team was being reviewed, including the scope of the roles within the service, with 
progress on this and related developments to be included in quarterly reporting on the area. It also 
appeared likely that there would be greater system-level or regional joint working between NHS 
organisations. As part of this, the Trust was in discussions with other NHS bodies regarding further 
collaboration. The exact form of this, including the possibility of more formal measures, was under 
consideration and would be shared with the Committee as matters progressed. Any approvals necessary 
would also be sought from the Committee or Trust Board.  
 
The Department of Health and Social Care (DHSC) was in communication with the Trust about Project Jill. 
The Trust was confident it would meet any requirements laid down by national authorities.  

111.21 Investment 

The Southern Counties Pathology contract had been the focus of much activity for the Business 
Case Review Sub-Committee. In addition, the scope of the committee was being reviewed; this 
would seek to build on the recent improvements which were acknowledged by Finance and 
Infrastructure Committee. The hips and knees business case (involving a 12-month extension to 
existing arrangements) and awarding of the lot involving coagulation equipment and testing for 
Southern Counties Pathology were approved. Both fell within the threshold for the Committee 
to take these decisions without requiring Trust Board approval. 

112.21 Infrastructure  
The revised Budget Setting Policy, which set out the method by which financial plans would be developed, 
was approved. It had been aligned with NHS England policies and guidance; it was designed to be more 
flexible to allow it to evolve as these national instructions changed between financial years.  

113.21 Finance  
At present, a break-even was forecast for the first half of 2021 – 22. As of month four, a cumulative deficit 
of £31,000 was reported (including a loss of £5,000 for July 2021).  The Elective Recovery Fund and 
associated targets were likely to become increasingly prominent in considerations over coming months. 
June 2021 had seen significant overperformance and a resulting £9.8 million of additional income for 
quarter one.  

Enclosure Number 

11 
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Agenda 
item 

Items of note: 

 
However, it did not seem probable that this would be replicated in the following three months. This had 
lowered expected income by £1.6 million. It was also expected that the enabling element of the 
Accelerator Fund would still be applied to the Trust; this amounted to £0.7 million.  
 
The previous issues relating to expenditure on payroll had been tracked by Trust Leadership Team, with 
overcapacity being analysed and mitigation put in place. This had seen workforce levels returning 
towards the funded establishment; however, it remained above budgeted amounts and would continue 
to be monitored and controlled closely. The reduction of costs arising from COVID pressures would also 
be explored as appropriate. Capital expenditure was slightly behind forecast levels for this stage of the 
financial year, whilst payments to service providers remained prompt, with 98% of debts settled within 
deadlines. This meant that the Trust was one of the NHS’s top performers on the Better Payment Practice 
Code.  
 
The Cost Improvement Programme was expected to become a more prominent concern. The first half of 
2021 – 22 had seen savings of approximately 0.5% required by Trust financial plans; the equivalent 
position for the following six months was not yet known but would probably be considerably more 
demanding. Early indications had led to expectations that a figure in the region of 3% was anticipated.  
 
The analysis of the Trust’s use of resources demonstrated that unit costs at the organisation were below 
national averages for the previous reporting quarter. In addition, model hospital assessment had 
indicated that the Trust was the 14th most productive such organisation in 2019 – 20. Meanwhile, work 
continued on the financial strategy for improvement. In particular, financial reporting on the first day of 
the month was being refined with this innovation having proven to be of interest to other organisations. 

114.21 Investment 
Construction of the modular wards was progressing in line with schedule, with all major units having 
been implemented. As a result, the capacity should be available for the winter of 2021 – 22. The car 
park’s contractual arrangements were being confirmed, with review and approval due to be completed 
by September 2021. The outpatients’ pharmacy enabling works were progressing, with the fitting out of 
the pharmacy set to commence in September 2021.  

115.21 Infrastructure 
The arrival of several key postholders had significantly increased the managerial capacity of the 
Procurement Team, with developmental and strategic work to be prioritised. The IT service was working 
to resolve any risks associated with the Digital Strategy ambitions. Meanwhile, the internal audit of the 
Data Security and Protection Toolkit had provided an opinion of substantial assurance. Finally, intelligent 
automation had been implemented in the Emergency Department to support patient safety. 
 

 
 

Agenda 
item 

Items for escalation to the Trust Board: 

 Not on this occasion. 

 
Agenda 
item 

Recommendations: 

 Not on this occasion. 

 

Page 236 of 244



FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Tuesday 17th August 2021  
1.00pm – 4.00pm  

Via Microsoft Teams 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

106.21 Welcome and apologies Noting No 13.00 Chair 

107.21 Conflicts of interest Noting No 13.02 Chair 

108.21 Minutes from 20th July 2021 Approval Yes 13.05 Chair 

109.21 Action log from 20th July 2021 Discussion/ 
decision 

Yes 13.10 Chair 

110.21 Lead Executive summary Discussion/ 
Noting 

Yes 13.15 CFO 

Key items for consideration & approval 

111.21 Investment 
1. Business Case Review Sub-Committee
2. Hips and knees business case
3. Southern Counties Pathology

Approval 

Approval 

Yes 
Yes 
Yes 

13.30 
DSP 
COO 
COO 

112.21 Infrastructure 
1. Budget Setting Policy

Approval Yes 
14.30 

ADoF 

Items for discussion or noting 

113.21 Finance 
1. 2021/22 Month 4 financial performance
2. Use of resources
3. Financial strategy for improvement quarterly update

Discussion/ 
Noting 

Yes 
Yes 
Yes 

14.40 
ADoF 
DDoF 
FD 

114.21 Investment 
1. Building Better for the Future: QAH major projects

monitoring and assurance
2. Contracts register

Discussion/ 
Noting 

Yes 

Yes 

15.00 
CD 

ADP 

115.21 Infrastructure 
1. Procurement
2. IT and digital

Discussion/ 
Noting Yes 

Yes 

15.20 
ADP 
DSP 

116.21 Sub Committee feedback - for noting 

• PFI Liaison Committee

• Capital Priorities Group

• Procurement Steering Group

• Commercial Steering Group

Discussion/ 
Noting 

Yes 
Yes 
Yes 
Yes 

15.40 
CFO 
FD 
ADP 
CD 

117.21 Committee Administration 
1. Review of Committee effectiveness (including terms

of reference)
2. Receipt of Board Risk Register

Decision/ 
Noting 

Yes 

Yes 

15.50 
Chair 

Chair 

118.21 Additions to the Board Assurance Framework and/or 
Risk Register and for referring to the Audit Committee 

Decision Yes 15.55 Chair 

119.21 Any other business Discussion No Chair 

120.21 Items to be raised with the Trust Board Decision No Chair 

121.21 Date of next meeting: Tuesday 21st September 2021 (1.00pm – 4.00pm) 
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Committee: FINANCE AND INFRASTRUCTURE COMMITTEE 

Date of Meeting: 21ST SEPTEMBER 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 29TH SEPTEMBER 2021  

Chair: CHRISTINE SLAYMAKER – NON-EXECUTIVE DIRECTOR 

Lead Officer: MARK ORCHARD – CHIEF FINANCIAL OFFICER 

Agenda Item 
Number: 

102.21 

  

Appendix A: Agenda 

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

Integrated Performance Report 

The Integrated Performance Report was considered by the Committee under agenda item 128.21.  

 
Agenda 
item 

Items of note: 

126.21 Lead Executive summary 
The PFI Bond sale had been concluded, allowing for the closure of Project Jill. Meanwhile, the Trust had 
submitted a bid for the South East Priority Assessment Unit. This focused on ambulance handovers and 
had support from Commissioners and regional leadership; the case would be presented in full to the 
Committee on 19th October 2021.  
 

127.21 Investment 
The Business Case Review Sub-Committee had received a series of cases over recent weeks. The 
community diagnostic hub and Laboratory Information Management System were subsequently 
received by the Committee at this meeting. These have been recommended for approval by Trust Board, 
subject to comments raised by members which will be addressed when the cases are presented. In 
addition, market testing would be undertaken for ultrasound outsourcing whist proposals on the future 
provision of endoscopy were being developed. 
 

128.21 Finance  
The cumulative financial position for 2021 – 22 at the end of month five was a marginal deficit of 
£122,000 reported for the year thus far. As a result, the Trust was confident that it could deliver a 
breakeven position for the first half of 2021 – 22. Reporting at the end of this period would be presented 
to the Committee on 19th October 2021 and provide in-depth analysis of a wider range of areas (e.g. cash 
flow).  
A favourable variance for commissioning income had been reported. Much of this resulted from the 
Elective Recovery Fund allocation received in the first quarter of the financial year. July and August 2021 
had seen performance in this area remain above trajectory, allowing for a more advantageous position 
than had been anticipated previously. However, the present operational pressures were a challenge for 
the maintenance of this trend in subsequent months. 
 
Regarding pay, divisions were reporting their performance on a monthly basis. The variance from the 
funded establishment had risen to £2.1 million; however, some of this was the result of a resized 
workforce arising from the demands of the pandemic and subsequent restoration of services. As a result, 
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Agenda 
item 

Items of note: 

a series of cost pressures had been identified and were being monitored. Mitigation had also been put 
in place as part of the Operational Plan for the second half of 2021 – 22.  
 
Planning for the second half of 2021 – 22 was also covered. A report on this matter will be presented to 
Trust Board under agenda item 095.21. 
 

129.21 Investment  
An increasing number of commercial infrastructure projects were progressing to implementation stages, 
with construction of the modular wards ongoing and the commencement of work on the North public 
car park set for 27th September 2021. Lloyds would arrive on site to begin the preparations for the 
outpatient pharmacy, with its opening scheduled for November 2021. In addition, the fire suppression 
work was underway after building control had been tasked with its completion.  
 

130.21 Infrastructure 
The Commercial Team had increased its profile over the past 12 months due to the activity discussed 
under agenda item 129.21. As a result, some clinical areas were engaging with them to consider any 
potential projects for the future. The next quarterly report in December 2021 would provide detailed 
information on the governance processes being used to underpin commercial activity and provide robust 
oversight. 
 
The Committee also received an update on window restrictors (as did the Quality and Performance 
Committee, detailed in the papers for agenda item 098.21). In terms of financial aspects of the matter, 
the Trust would fund the work arising, with the remaining windows possibly requiring complete 
replacement; thus far, expenditure had been limited but this could incur a greater cost. The allocation of 
any such money would be raised at Capital Priorities Group on 22nd September 2022. 
 

 
Agenda 
item 

Items for escalation to the Trust Board: 

 Not on this occasion. 

 
Agenda 
item 

Recommendations: 

 Not on this occasion. 
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FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Tuesday 21st September 2021  
1.00pm – 4.00pm  

Via Microsoft Teams 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

122.21 Welcome and apologies Noting No 13.00 Chair 

123.21 Conflicts of interest Noting No 13.02 Chair 

124.21 Minutes from 17th August 2021 Approval Yes 13.05 Chair 

125.21 Action log from 17th August 2021 Discussion/ 
decision 

Yes 13.10 Chair 

126.21 Lead Executive summary Discussion/ 
Noting 

Yes 13.15 CFO 

Key items for consideration & approval 

127.21 Investment 
1. Business Case Review Sub-Committee
2. Community diagnostic hub
3. Infant blood screening – Perkin Elmer contract
4. Laboratory Information Management Services

Noting 

Approval 

Approval 

Approval 

Yes 
Yes 
Yes 

To 
follow 

13.30 
DSP 
COO 
COO 
DSP 

Items for discussion or noting 

128.21 Finance 
1. 2021/22 Month 5 financial performance
2. Planning for H2 2021 – 22

Discussion/ 
Noting 

Yes 
Yes 

14.40 
ADoF 
DSP 

129.21 Investment 
1. Building Better for the Future: QAH major projects

monitoring and assurance

Discussion/ 
Noting 

Yes 
15.00 

CD 

130.21 Infrastructure 
1. Estates, facilities and PFI – deferred to October
2. Commercial
3. Window restrictors update

Discussion/ 
Noting No 

Yes 
Yes 

15.20 
DEFPFI 
CD 
DEFPFI 

131.21 Sub Committee feedback - for noting 

• Capital Priorities Group

• IT Committee

• Commercial Steering Group

• Procurement Steering Group

Discussion/ 
Noting 

Yes 
Yes 
Yes 
Yes 

15.40 
FD 
DSP 
CD 
IPD 

132.21 Committee Administration 
1. Work programme

Decision/ 
Noting 

Yes 
15.50 

Chair 

133.21 Additions to the Board Assurance Framework and/or 
Risk Register and for referring to the Audit Committee 

Decision Yes 15.55 Chair 

134.21 Any other business Discussion No Chair 

135.21 Items to be raised with the Trust Board Decision No Chair 

136.21 Date of next meeting: Tuesday 19th October 2021 (1.00pm – 4.00pm) 
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Executive Directors

Penny Emerit ✓ ✓ ✓ ✓ ✓ ✓ ✓

Anoop Chauhan ✓ ✓ ✓ ✓ ✓ ✓ ✓

Nicole Cornelius ✓ ✓ ✓ ✓ ✓ ✓ ✓

Chris Evans ✓ ✓ ✓ ✓ ✓

Lois Howell ✓ ✓ ✓ ✓ ✓ ✓

John Knighton ✓ ✓ ✓ ✓ ✓ ✓ ✓

Mark Orchard ✓ ✓ ✓ ✓ ✓ ✓ ✓

Liz Rix ✓ ✓ ✓ ✓ ✓ ✓ ✓

Graham Terry ✓ ✓ ✓

Lisa Ward ✓

Mark Cubbon ✓ ✓ ✓ ✓

Helen Bray ✓ ✓

Nigel Kee ✓

Non-Executive Directors

Melloney Poole ✓ ✓ ✓ ✓ ✓ ✓ ✓

Christine Slaymaker ✓ ✓ ✓ ✓ ✓ ✓ ✓

David Parfitt ✓ ✓ ✓ ✓ ✓ ✓ ✓

Gary Hay X ✓ ✓ ✓ ✓ ✓ ✓

Inga Kennedy ✓ X ✓ ✓ X X ✓

Martin Rolfe ✓ ✓ ✓ ✓ ✓ ✓ ✓

Roger Burke-Hamilton ✓ ✓ ✓ ✓ ✓ ✓ ✓

Graham Galbraith ✓ ✓ ✓ ✓ ✓ ✓ ✓

Vivek Srivastara ✓ X ✓ ✓ ✓

Aswinkumar Vasireddy ✓ ✓ ✓ ✓ ✓

✓

X

Attended

Apologies given

TRUST BOARD ATTENDANCE RECORD
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