
TRUST BOARD MEETING IN PUBLIC 

Wednesday 25th November 2020 

At 09:30 

To be held via Microsoft Teams 

PLEASE NOTE: Public attendance is not allowed at this 
event given current guidance 
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TRUST BOARD MEETING IN PUBLIC 

Wednesday 25th November 2020  
09:30 – 13:30 

via Microsoft Teams 
A G E N D A 

Item 
No. 

Time Item Enclosure  
Y/N 

Presented 
by 

130.20 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 

131.20 09.32 Minutes of the last meeting – 30th September 2020 1 Chair 

132.20 09.35 Matters arising/summary of agreed actions 2 Chair 

133.20 09.37 Notification of any other business N/A Chair 

134.20 09.40 Staff story N CN 

135.20 10.00 Chair’s opening remarks N/A Chair 

136.20 10.10 Chief Executive’s report 3 CEO 

STRATEGY 

137.20 10.40 Quarterly Strategy update 4 DCEO 

138.20 10.50 Board Assurance Framework 5 DGR 

 
QUALITY, SAFETY AND PERFORMANCE 
 

139.20 11.00 

Quality and Performance Committee feedback 

• 22nd October 2020 
o CQC report – medicines management 

• 19th November 2020 
o Infection prevention and control – Trust Board 

oversight 
o Emergency Preparedness, Resilience and 

Response Annual Report 2019 – 20 

6 
Committee 
Chair 

140.20 11.10 

 
Safety, quality and operational performance 
report analysis 
 

 
N** 

 

MD / CN  
/ COO 

141.20 11.30 
Quality Account 2019 – 20 
(Followed by 15 minute break) 

7 DGR 

 
FINANCE AND INFRASTRUCTURE 
 

142.20 12.00 

Finance and Infrastructure Committee feedback 

• 20th October 2020 

• 16th November 2020  
  

8 
Committee 
Chair 
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143.20 12.10 Financial performance report analysis N** CFO 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 

144.20 12.20 

Workforce and Organisational Development 
Committee feedback 

• 18th November 2020
o Freedom to Speak Up
o Guardian of Safe Working Hours
o Flu vaccinations

9 
Committee 
Chair 

145.20 12.30 
Workforce and organisational development 
performance report analysis 

N** DWOD 

AUDIT AND GOVERNANCE 

146.20 12.40 
Audit Committee feedback 

• 12th October 2020
10 

Committee 
Chair 

147.20 12.50 Chief Resident’s Annual Report 2019 – 20 11 MD 

148.20 13.00 
Research and innovation – process for reporting 
to Trust Board 

12 DR 

149.20 13.10 Risk Management Strategy 13 DGR 

FOR NOTING / INFORMATION 

150.20 13.20 Record of attendance 14 Chair 

151.20 13.25 Any other business N Chair 

152.20 
Opportunity for the public to ask questions 
relating to today’s Board meeting 

N Chair 

152.20 
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 

153.20 
Additions to Board Assurance Framework and 
Risk Register – The Trust Board is asked to consider 
whether, in light of matters discussed at the meeting, 
any further additions should be made to the Board 
Assurance Framework and/or Risk Register 

N All 

Date of next meeting:  Wednesday 27th January 2021 N Chair 

** Supported by the IPR Data Pack 
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Trust Board Meeting in Public 
Held on Wednesday 30th September 2020 

Via Microsoft Teams 

MINUTES 

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

In Attendance:  Helen Bray Director of Communications and Engagement (DCE) 
Anoop Chauhan Director of Research (DR) 
Penny Emerit Deputy Chief Executive (DCEO) 
Lois Howell  Director of Governance and Risk (DGR) 
Nicole Cornelius Director of Workforce and Organisational Development 

(DWOD) 

Hannah Chadwick Head of Quality – Patient Experience (for minute 117.20) 
Michelle Lobo Family Liaison Service Manager (for minute 117.20) 
Sue Metcalfe   Head of Quality – Ward Accreditation (for minute 117.20) 

Dave Gordon Committee Clerk (minutes) 

Item No Minute 

111.20 Welcome, apologies and declarations of interest 

The Chairman welcomed all  present to the meeting. She wished to thank those involved 
in the Annual General Meeting the previous evening, in particular the individuals and 
teams responsible for the presentations outlining the Trust’s work in the previous year. 

Apologies were given by Inga Kennedy (Non-Executive Director). 

No declarations of interest were made. 

112.20 Minutes of the last meeting – 29th July 2020 

The minutes of the meeting of 29th July 2020 were approved as a true and accurate record. 

113.20 Matters arising / summary of agreed actions 

The Board noted the summary of agreed actions. 
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114.20 Notification of any other business 

No supplementary business was raised. 

115.20 Chairman’s opening remarks 

The Chairman referred to the importance of the Trust’s balance of priorities. This was in 
the context of concerns over the recent rise in cases of COVID-19 and the restoration of 
services which had been suspended or reduced during the first phase of the pandemic. In 
addition, winter planning (as was the case every year) would be required. The wellbeing 
of staff would also have to be considered given the efforts requested from them during the 
spring and the potentially intensive activity which may be imminent. The collaborative 
working across the local healthcare system which had been strengthened in recent 
months was appreciated and would support these efforts. 

The Chairman also restated her gratitude to the volunteers who had supported the Trust, 
patients and relatives throughout this period.   

116.20 Chief Executive’s Report 

The Chief Executive Officer highlighted the following matters in his update to the Trust 
Board: 

Operational pressure: At the time of the previous report (29th July 2020) the Trust had 
been consistently operating at the lowest pressure escalation level (OPEL 1). However, 
since this time, increased activity had seen the OPEL rating rise. Nevertheless, the Trust 
had been flexing its provision to accommodate any patients who had either tested positive 
for COVID-19 or suspected to be carrying the virus.  

Safety learning events: A never event had been reported in September 2020. This was 
the second such incident in 2020 – 21; a comprehensive analysis of the matter would be 
considered under minutes 119.20 and 120.20. 

COVID-19: The Trust was ensuring that the guidance on infection prevention and control 
was understood and implemented by all relevant staff. Internal reviews had produced 
positive results on the adherence to necessary measures. The Care Quality Commission’s 
review of the Infection Prevention and Control Board Assurance Framework document in 
August 2020 had provided external assurance on these observations; this was included 
in the papers for agenda item 119.20.  

Elective work had been restored as appropriate as the first phase of COVID-19 de-
escalated and allowed capacity to be re-assigned. This process was based on a careful 
clinical assessment of cases, with the most urgent treatment prioritised. Clear 
communication with patients on decision making and clinical oversight was taking place. 
This was being aligned with the winter planning being undertaken by the Trust as part of 
its annual preparations. 

The wellbeing offer to staff was being considered in the context of individuals facing 
unprecedented challenges at the Trust. Those areas of the workforce under the greatest 
operational pressure were being assessed and offered suitable, tailored, support. The 
experience of other trusts was also being assessed to understand whether initiatives in 
place elsewhere were delivering benefits. This area would be addressed in minute 124.20. 
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NHS 111 First: The Trust had been the first in the country to adopt the initiative in June 
2020. This programme had the intention of enabling initial assessment of patients via NHS 
111 and primary care triage services, and the consequent direction of patients to the most 
appropriate source of care, including booked appointments at the Emergency Department 
(ED), if appropriate. Those who walked into the ED were being assisted in using the 
system by clinical teams.  

Building Better Emergency Care: The Trust had received formal notification that the 
Strategic Outline Case submitted to Department of Health and Social Care had satisfied 
the requirements for the planned investment. The potential for accelerating the 
programme was being assessed, with the support required to facilitate this being 
identified. Engagement with key stakeholders and the local community was underway, 
whilst staff and partner organisations were also being involved in discussions on the 
proposal. 

Clinical services: The Trust’s role within the Cancer Strategy for the wider system had 
been outlined in the document which had been recently published and was included in the 
papers for minute 119.20. The Electronic Prescription and Medicine Administration system 
had received additional external funding; this would assist with the establishment of the 
technology which would support patient safety throughout the Trust.  

Finally, the Executive Team were thanked for the support they had given the Trust whilst 
a permanent Chief Operating Officer was put in post. The substantive appointment to the 
role would start on 1st October 2020. 

Christine Slaymaker inquired as to the current position of maternity services at the Trust. 
The Chief Nurse responded that a review had been undertaken to assess the position 
against that specified in guidance from NHS Improvement. The findings of this 
assessment would be reported to Quality and Performance Committee on 19th November 
2020. The Trust was allowing birth partners to be present at scans, appointments and 
throughout the duration of labour; policies in the area were implemented in line with 
national guidance. 

Gary Hay sought guidance as to the prevalence of COVID-19 in the Portsmouth and South 
East Hampshire area and the potential for significant surges in local infection rates. The 
Chief Executive Officer replied that Portsmouth rates of positive tests for COVID-19 
remained comparatively low although experience elsewhere demonstrated that escalation 
could be rapid. Increasing numbers of COVID positive patients were entering the Trust in 
comparison with previous months; whilst many of these were being treated and 
discharged, the first deaths for several weeks of patients with COVID-19 had been seen 
at the Trust recently. The situation was being monitored closely and would be reported to 
Trust Board as appropriate. Efforts to develop innovations in testing were ongoing with 
University of Portsmouth, with an emphasis on the isolation of any cases and the 
prevention of transmission. Graham Galbraith added that this was being supported by 
enforcement of infection prevention and control measures at the University as well as 
asymptomatic testing. 

Gary Hay also referred to preparations for the United Kingdom’s departure from the 
European Union. Following a hiatus caused by the need to redirect resources to the 
management of the pandemic, the working group focusing on this area had been 
reconvened and would report on any risks emerging from this process (particularly those 
relating to supply chains).  

The Board noted the report. 
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117.20 Patient story 

The Chief Nurse introduced the three guest speakers, who provided a presentation on the 
Trust’s measures to provide support for patients and relatives during COVID-19. In 
particular, the role of Family Liaison Officer (FLO) had been established to facilitate 
contact between those at the hospital and those who were unable to visit them given the 
restrictions in place.  

At the start of the pandemic, the Quality Team had been tasked with considering how 
alternative arrangements could be put in place to mitigate the issues caused by the 
imposition of severe restrictions on visiting patients. Arising from this was the creation of 
FLOs, with over 60 appointed from redeployed non-clinical staff already with the Trust; 
these covered 42 wards. Support for these employees was also put in place given their 
reassignment to clinical areas, including debriefing to ensure that any emotional impact 
from the role was considered and discussed appropriately. 

In essence, FLOs met with patients and discussed the manner in which connections with 
loved ones were maintained as well as possible. This included reading letters to patients 
and feeding their responses back,  the provision of an ‘Essentials Box’ on the wards with 
spare items for patients to use,  and making suitable arrangements for those receiving 
end of life care. Information technology equipment had also been supplied as appropriate 
to support this work. The programme had been highlighted by the Care Quality 
Commission as an ‘inspiring initiative’. 

The Trust was currently considering how to make the benefits arising from the service 
permanent. Whilst the majority holding the FLO position during the first phase of COVID-
19 had returned to their previous roles, funding for five full time equivalent FLOs had been 
secured as part of the interim funding for the pandemic. These individuals had been placed 
in the areas where their work would have greatest impact; however, they could not cover 
all parts of the Trust. As a result, volunteers had also provided support for the system with 
a training programme being developed for the role. A business case for substantive FLO 
appointments was also being compiled; these would be integrated within ward teams to 
increase their impact. Meanwhile weekly reports were being produced to demonstrate the 
benefits produced by the service. FLOs would also assist with the imminent real time 
patient feedback pilot, whilst it was also intended to develop the service into one providing 
coverage seven days a week.  

The Board thanked those presenting the item. In particular, the strength of the testimony 
provided by individuals using family liaison included in the presentation was noted. The 
Board indicated their support for the planned future of the service. 

118.20 Winter Plan 

The Chief Nurse (in her role as Interim Chief Operating Officer) presented the plan, which 
had been developed in the context of the Trust’s planned restoration and recovery of 
services affected by the first phase of COVID-19. It had also been mindful of the 
requirements which would be imposed by any subsequent surges in local rates of 
infection. The process had been undertaken in conjunction with system partners and 
considered how any issues regarding the bed base would be resolved. Present 
calculations indicated that there may be a gap of 73 beds at the height of the operational 
pressures arising from the winter period. This would be reduced by decreasing the number 
of patients at the Trust deemed medically fit for discharge, the return of ward E3 to active 
service and an increase in same day emergency care. A communications plan would be 
put in place to ensure that these requirements were clearly understood by staff at the Trust 
as well as partners across the local healthcare system. 
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Robust preparations had been put in place to handle any surges in demand for services 
from patients with COVID-19, with a single escalation process established. The plan for 
this had incorporated learning from the first phase of the pandemic as well as previous 
winters. In addition, the introduction of the Medical Village model would have an impact 
which would support planning for the winter. This involved the co-location of the services 
required at the front end of a patient’s pathway (particularly the first 24 hours) and was 
intended to increase the efficiency of treatment during this period. The Trust’s plan 
included the reduction in the number of patients at the Trust who were assessed as 
medically fit for discharge to 30. However, recent national guidance had stated that this 
should be reduced to zero; system partners were involved in discussions as to how to 
achieve this.  

Daily operations meetings, as well as regular Gold and Silver Command meetings would 
provide oversight on the implementation of the winter plan. All matters outlined above had 
been incorporated within current financial planning, except the Medical Village model and 
hospital discharge guidance. However, experience at other trusts had indicated that the 
former was revenue neutral, whilst the latter was being costed across the system. 

The Board noted the plan. 

119.20 Quality and Performance Committee feedback 

The Committee Chair (Martin Rolfe) referred the Board to the Cancer Strategy. This had 
been discussed by the Committee in August 2020 and identified as a thorough document 
which placed all relevant policies and considerations in one place. It was also in the 
appropriate level of depth to cover the range of audiences for which it was intended. As a 
result, it was commended to the Board by the Committee. This meeting had also been 
assured by the feedback on infection prevention and control provided by the Care Quality 
Commission. 

The Committee would continue to monitor the progress of the NHS 111 First initiative, 
given the potential impact this may have on the operational pressures at the Emergency 
Department. Reputational risk had been considered, with the Committee assured that this 
had been well managed and mitigated.  

However, the Committee had also highlighted the recent Never Event as mentioned in 
minute 116.20 and the concerns over the repetition of incidents. The Committee had also 
noted the commitment of the leadership at the Trust to the maintenance of an open 
reporting culture and the elimination of avoidable harm. 

An amendment to the Board Assurance Framework had been proposed regarding quality 
of care; this was to reflect the fact that remaining concerns focused on consistency. The 
Board Risk Register which was proposed for adoption also contained an amendment 
based on the Committee’s observations on level three safeguarding training. This related 
to the risk of harm to patients not being borne out by incidents and reporting. 

The Board adopted the proposed Board Risk Register. 

120.20 Safety, quality and operational performance report analysis 

The Medical Director also referred to the Never Event; whilst no harm had arisen to the 
patient concerned, the Trust’s commitment to eradicating such incidents was absolute. 
The Trust’s Delivering Excellence model which would focus on quality improvement had 
expressly committed to the eradication of avoidable harm incidents as a central objective. 
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Areas of importance in this regard would be training on human factors and the detection 
of potential harm before it arises. For the latter, the reporting and extraction of learning 
from events where no harm had occurred but may do in a future repetition would be 
central; this message had been communicated across the Trust. The Quality and 
Performance Committee Chair noted that taking learning from processes or incidents 
which had led to good results, as well as the present focus on unwanted occurrences, 
would support improvements at the Trust. 

The Trust’s Hospital Standardised Mortality Ratio had risen in the first quarter of 2020 – 
21. This had been assessed in depth at the monthly Mortality Review Group in conjunction
with the data supplier (Dr Foster). However, the impact of COVID-19 on this had 
complicated the analysis, with a particular issue related to the coding of such deaths. As 
a result, there would be a reassessment of the data from this period at a national level. 
This would be reported to Trust Board, through the Integrated Performance Report, once 
clarity had been established. The number of patient medication safety events which had 
resulted in harm had decreased. The Chief Nurse added that the Trust continued to 
prioritise infection prevention and control, with guidance from Public Health England 
implemented upon its issue. 

The Trust had maintained a focus on safeguarding during the pandemic, despite the 
reduction in completion of level three safeguarding training. Referrals had risen in the 
period, with staff being mindful of the need for vigilance on the matter. Risk and potential 
harm were reported and highlighted as required. Meanwhile, the measurement of patient 
experience and compassionate care would be improved significantly through the 
introduction of real time feedback.     

David Parfitt referred to mental health and asked whether there were any current concerns 
in this area. The Medical Director had recorded a return towards pre-pandemic levels of 
admissions at the Trust for patients with mental health concerns. This may indicate a 
reversal of the progress which had been made recently in ensuring such patients were 
referred appropriately. He reported the commitment of providers across the system to 
embed the improvements which had been made previously. The NHS 111 First initiative 
may also assist in this regard. However, it may be the case that much of the previous 
reduction may have been caused by patients’ increased reluctance to attend hospitals 
during the peak of the pandemic. 

The Chairman raised the Cancer Strategy and its potential funding implications. The Chief 
Executive Officer informed the Board that the Strategy did not require any additional 
investment at present. It established the framework within which provision would be made 
over the next five years, with support from the Cancer Alliance and other providers.    

The Board noted the report. 

121.20 Finance and Infrastructure Committee feedback 

The Committee Chair (Christine Slaymaker) highlighted the Committee’s work to examine 
the development of the Trust’s strategies which supported the overall Working Together 
framework. In particular, the Estates Strategy and Procurement Improvement Plan had 
been discussed at the last two meetings of the Committee. The Trust’s financial position 
was on track for the first half of 2020 – 21, with the temporary financial arrangements in 
place as part of the response to the pandemic being a major element of this. The 
requested top up awards had been received thus far by the Trust, with no variance from 
this anticipated for the rest of the temporary arrangements’ duration.  
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The Committee had raised two matters as requiring possible inclusion in the Board 
Assurance Framework or Board Risk Register. The current vacancies within the 
leadership of the Finance Department, across a number of teams, was one area which 
had arisen. The other concerned the second half of 2020 – 21 and whether the Trust’s 
break-even position would be deliverable as the temporary financial arrangements were 
replaced by more standard conditions. Given the context of recent rises in the prevalence 
of COVID-19 and the plans for phase three of the response to the pandemic, it may prove 
difficult to deliver performance standards whilst remaining within the financial envelope. 
The fact that this envelope had yet to be specified in detail at Trust level further 
complicated matters.  

The Chief Financial Officer updated the Board on the staffing matters raised in the 
paragraph above. The Finance Director would be leaving the Trust at the end of October 
2020, with a national search for her successor due to conclude in the same month. Interim 
cover had been secured for the remainder of 2020, with the potential to extend this if 
required. Meanwhile, the Deputy Director of Finance had taken a planned period of leave; 
however, contingency arrangements put in place. The Director of Estates and Facilities 
position would continue to be filled by the present interim appointment for a further 12 
months. The Deputy for this role was to leave the Trust in November 2020; his successor 
was being recruited, with a view to such an appointment assuming the directorship in the 
long term. Finally, the Commercials Team had recently been established, with its Director 
to take post on 1st October 2020. 

The Board noted the report. 

122.20 Financial performance report analysis 

The Chief Financial Officer addressed the issues concerning the second half of 2020 – 21 
raised in minute 121.20. The temporary financial arrangements were due to conclude on 
30th September 2020. Under these, all financial expenditure from April 2020 onwards had 
been fully reimbursed. This had ensured a break-even position up until this point; however, 
the new regime had been outlined which would operate during the restoration and 
recovery phase for NHS services. The financial envelope for October 2020 – March 2021 
was expected to be a fixed value (although this may be subject to revision should any 
second surge in COVID-19 prevalence have a major impact). This envelope had been 
confirmed at Hampshire and Isle of Wight system level; this was being aligned with the 
phase three plan. This preparatory work would be concluded in October 2020, with the 
implications for the Trust to be considered at this point. Once these specifics had been 
clarified, the Board Assurance Framework and Board Risk Register would be revisited as 
required. 

Clinical Commissioning Groups would continue to pay trusts one month in advance; it was 
anticipated that this arrangement would remain in place for the rest of 2020 – 21. This was 
on the basis that rapid changes in prevalence rates for COVID-19 may require trusts to 
have a good cash flow position.  

The Trust had achieved a break-even position for the first five months of 2020 – 21, with 
this expected to be maintained for month six. The national top up income required to 
maintain this had been in the region of £2 million per month. Pay costs had remained 
above the Trust’s original Operating Plan 2020 – 21, with agency spend remaining low 
throughout.  

The Cost Improvement Programme had delivered efficiencies of approximately £2.8 
million. However, the original plan had the figure at £11 million by this stage of the financial 
year. This was in line with other trusts and had arisen from the need to delay the launch 
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of programmes which were not in operation prior to 1st April 2020; only those programmes 
already in place were continued. At present, the Trust was not expecting to deliver many 
efficiencies beyond those which had been achieved thus far. However, this may change 
depending on the impact of the financial envelope for the Trust once it had been confirmed. 

Gary Hay raised the issue of the Cost Improvement Programme and when this was likely 
to become a Trust priority with oversight from this Committee. The limitations of the control 
that the Trust had over this matter were acknowledged by all parties present, particularly 
whilst the financial envelope for the Trust had not yet been specified. Nevertheless, the 
Chief Executive Officer confirmed to the Board that the Trust Leadership Team continued 
to monitor the situation regularly. The costs associated with the response to COVID-19 
were being specified as part of this to allow for rigorous analysis of expenditure.  

The Board noted the update. 

123.20 Workforce and Organisational Development Committee feedback 

The Committee Chair (Gary Hay) welcomed the range of initiatives underway to support 
staff health and wellbeing. This matter would continue to be of paramount interest to the 
Committee, given the fact that many staff had already experienced atypical demands at 
work and a second peak in hospitalisations for COVID-19 could occur over coming 
months. Nevertheless, the Committee was satisfied that the measures introduced since 
the spring of 2020 would prove useful in mitigating any impact arising from such a rise. 

The Committee had also examined the equality and diversity report, with much work done 
in the area. However, whilst five areas of the Workforce Race Equality Standard (WRES) 
had improved, disparity in workplace experience between white and BAME staff remained 
a concern. In addition, the lack of BAME staff in senior positions had not improved since 
the 2019 report. Finally, workplace harassment and bullying required attention. 
Nevertheless, the Committee had noted the range of actions and initiatives put in place in 
response to the findings of this year’s WRES survey. This included engagement with the 
workforce, involving both the recently established network for BAME staff and those not 
part of this body. 

The Board noted the report. 

124.20 Workforce and organisational development performance report analysis 

The Director of Workforce and Organisational Development raised the NHS People Plan, 
which would be an agenda item on 25th November 2020. This had been launched 
alongside the People Promise and focused on the foundations required to deliver the 
change desired by the NHS. The National Staff Survey would be revised from 2021 
onwards to align with the People Promise. National metrics would be developed to monitor 
progress, with the Workforce and Organisational Development Committee to provide 
oversight.  

All posts added to the establishment were tightly controlled and monitored, with four 
positions being created in August 2020. Agency spend was also closely managed and 
remained very low, with bank fill rates at 89%. Turnover had risen slightly, although this 
was in the context of the previous 23 months having seen a reduction in the rate. Sickness 
absence remained constant and well below the predictions at the start of the pandemic; 
the staff and manager support lines remained in place to support this. Vacancy rates had 
also risen slightly but remained very low at 6.5%; appraisal compliance had risen (79%) 
but remained below desired levels and would be the focus of significant work. 
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In recent weeks, the staff support line had reported a rise in the number of concerns raised 
by employees. Staff risk assessments had also led to redeployment, with some of these 
having proved challenging for those involved as they had to adopt constraints due to their 
level of vulnerability. The learning taken from the experiences of the pandemic thus far 
would be used to track these matters. In addition, all wellbeing initiatives launched thus 
far would continue for the present time. 
 
The Board noted the report.  

  

125.20 Record of attendance  
 
The record of attendance was noted. 

  

126.20 Any other business  
 
No other business was raised. 

  

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

  

128.20 Conclusions on key messages from the meeting  
 
The Chairman noted the repeated references in this meeting to the challenges facing the 
Trust over coming months and the need for staff to be supported through this period.    

  

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

  

 Date of Next Meeting: Wednesday 25th November 2020, 9.30am at the Oasis Centre, 
Queen Alexandra Hospital, Cosham, Portsmouth PO6 3LY* 
 
NOTE: this may be subject to change given public health guidance regarding COVID-19. 
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Minute Agenda Topic Summary of Action required Owner Due Date Update Status 

30th September 2020 

No actions arising 
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Enc. 3a 3b 44 
Title of report CHIEF EXECUTIVE’S BOARD REPORT 
Board / 
Committee 

TRUST BOARD – 25TH NOVEMBER 2020 

Agenda item 
number 

136.20 

Executive lead Mark Cubbon – Chief Executive 

Author Mark Cubbon – Chief Executive 

Date report 
written 

18th November 2020 

Action required Noting 

Executive 
summary 

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

Appendices 
attached 

Appendix A - CEO’s Board Report 

Recommendations There are no recommendations arising from this report. 

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

Links to Corporate Objectives (Please ✓) 

✓ ✓ ✓ ✓ ✓

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓
✓

Links to Board 
Assurance 
Framework 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
Board Assurance Framework: 1, 10, 21, 25, 28, 29 

Links to Board Risk 
Register 

The following risks relate to the identified concerns and clinical risks discussed at 
the end of the report: 
Corporate Risk Register ID: 1401, 1451, 1682, 1683, 1869, 1915 and 1916 

Compliance / 
Regulatory 
Implications 

There are no direct regulatory implications to this report. 

Quality Impact 
Assessment 

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

Equality Impact 
Assessment 

No equality implications identified. 

Enclosure Number 

3 
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CEO Board Report 

1. COVID-19 response

The COVID-19 pandemic response remains an absolute priority for the organisation. 

As of 19 November, prevalence of the virus in Portsmouth continues to rise and is 

above both the national average and the average for the South East. Latest data 

shows that the rate of infection in Portsmouth is 312.7 per 100,000 people compared 

to 274.3 per 100,000 across England. In the South East the rate of infection is 187.3 

per 100,000 people. We are caring for an increasing number of patients with COVID-

19 at Queen Alexandra Hospital (QA). 

We continue to follow all national guidance related to COVID-19 as we closely 

monitor and respond to emerging evidence about the virus, prevalence and impact. 

We have stepped up our Regular Gold Command meetings which I chair, to ensure 

timely implementation of any actions we need to take in response to the pandemic.  

We have also increased the frequency of our Silver Command meetings and updated 

the terms and reference and membership of this group to proactively enhance our 

oversight, in light of the continued increase in COVID-19 cases locally. Silver 

Command is chaired by Chris Evans, our Chief Operating Officer and supported by 

Dr John Knighton, Medical Director, and Liz Rix, our Chief Nurse, with senior 

representation from across the organisation.  

We have plans in place and are ready to step up our command structure further if 

and when required and we continue to work closely with our partners across 

Hampshire and the Isle of Wight to respond to the COVID-19 pandemic. The safety 

of our patients, visitors and colleagues remains our priority.  

We have received notification from NHS England and NHS Improvement, along with 
Trusts across the country, that asymptomatic testing for COVID-19 will be made 
available to all patient-facing NHS staff to help further reduce the risk of transmission 
of the virus.  At the time of writing this report we await further guidance from NHS 
England and NHS Improvement on the roll-out of lateral flow testing kits locally.  
Due to the changing nature of the situation locally, further verbal updates will be 
given at the Board meeting. 

2. OPEL Status

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

overview of our Operational Pressures Escalation Level (OPEL). This provides a 

good indication of flow across the Queen Alexandra Hospital (QA) site and across 

the Portsmouth and South East Hampshire (PSEH) system. Below is an overview of 

the escalation status for September and October. Further detail is provided in the 

Integrated Performance Report (IPR): 

OPEL status No of days No of days 

Month September October 

OPEL1 13 3 

OPEL 2 13 26 

OPEL 3 4 2 

OPEL 4 0 0 
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3. Avoidable Harm 

 

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

routine bi-monthly report to the Trust Board. Further information is provided by the 

Medical Director and the Chief Nurse in the IPR: 

 

  Occurrences 
since last 
report 
(September 
and October)  

Two-monthly 
trajectory 

Year to date 
position 

2019/20 
ceiling   

C Difficile 12 10 36 63* 

MRSA 0 0 2 0 

Ecoli 16 N/A 63 N/A* 

Community and 
hospital 
acquired 
category 3 and 
4 pressure 
ulcers 

6 0 29 N/A 

Falls which 
cause 
moderate, 
severe or 
catastrophic 
harm 

10 N/A 27 N/A 

Never events 0 0 2 0 

 

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

 

4. Awards and recognition 

 

We are delighted to have been recognised in a range of awards, highlighting the 

outstanding commitment and dedication of teams and individuals across the Trust to 

ensuring our patients continue to receive the best possible care. I would like to 

congratulate our winners and everyone nominated. 

 

• Health Service Journal Patient Safety Awards 

 

The Health Service Journal Patient Safety Awards celebrate teams who push the 

boundaries of patient safety, driving culture change to minimise risk, enhance quality 

of care and save lives. I was pleased to see so many PHU projects recognised at the 

awards, which were held virtually earlier this month. Congratulations go to Professor 

Anoop Chauhan, Executive Director of Research, and the research team who were 

announced as joint winners of the Improving Safety in Medicines Management 

initiative. The team were jointly recognised along with colleagues at Brighton and 

Sussex Medical School, Brighton and Sussex University Hospitals NHS Trust, Guy's 

and St Thomas' NHS Foundation Trust and, Western Sussex Hospitals NHS 

Foundation Trust for their achievements in developing a tool to reduce medication-

related harm in older people discharged from hospital.  
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Meanwhile the Critical Care team, working in partnership with Solent NHS Trust’s 

hydrotherapy service, were highly commended in the clinical governance and risk 

management in patient safety award category for making outstanding differences to 

patients with Guillain Barre syndrome, which affects the nervous system. Our Time 

To Act project team were joint finalists with Wessex Academic Health Science 

Network in the Patient Safety Team of the Year category for their quality 

improvement initiative linked to deteriorating patients.   

• Health Tech News Awards 

I would also like to congratulate our IT/Digital team who were announced as winners 

of the Tech Project of the Year award and highly commended in the Health Tech 

Team of the Year Award category at the Health Tech News Awards. Improvements 

to our digital capability continue to bring huge benefits for patients, individuals and 

teams across the Trust and both entries highlighted how our existing clinical systems, 

Minestrone and Bedview, have been redesigned to help improve efficiency and 

productivity.  

 

We were also shortlisted as finalists in three more categories – Delivering at Pace 

and Digital at the Point of Care, for the swift introduction of iPads and communication 

aids to connect patients with loved ones during the COVID-19 pandemic and 

Partnership of the Year for the work of Portsmouth Technology Trials Unit (PTTU) in 

transforming the care and treatment of patients through research.  

5. Constitutional standards 

 

Performance against constitutional standards is covered in detail in the operational 
performance report within the IPR.  

 
Performance in October is set in the context of an ongoing focus on treating patients 
on urgent and cancer pathways while restoring routine services in order to recover 
performance for all our patients following the suspension of routine services due to 
the COVID-19 pandemic. Our performance against cancer standards shows ongoing 
achievement with provisional performance of eight out of nine standards met for 
October. The 62-day screening standard is unlikely to be achieved due to low 
volumes being seen in the national screening programme. 

 
As we restore our routine and elective work we have seen a reduction in the number 
of patients waiting more than 18 weeks for treatment from 14,052 at the end of 
September to 12,905 at the end of October with a 3% improvement in Referral To 
Treatment (RTT) performance to 64.6%. There has also been a small decrease in 
the number patients waiting longer than 52 weeks with 565 breaches of the 52-week 
standard compared to 589 at the end of September. The overall number of patients 
waiting has reduced to 36,481 (36,627 at the end of September), despite a continued 
increase in referrals for treatment. 

 
Provisional performance against the six-week diagnostic standard performance for 
October is 78% compared to 80% in September. This is in the context of increasing 
urgent and routine demand. Weekly recovery plans are in place to restore 
performance to standard by the end of the financial year.  

 
 
 

Page 21 of 315



6. Improvements to the Trust estate

We are continuously working to maintain and improve our building, facilities and the 

environment for the benefit of patients, visitors and individuals and teams across the 

organisation, supporting delivery of our Trust Strategy, Working Together. As part of 

this we are planning to increase the number of acute beds available on the QA site to 

provide additional resilience to our bed base, resulting in reduced bed occupancy, 

continued improvements to waiting times for patients and reduced pressure on 

emergency services, in-line with the urgent care improvement plan for Portsmouth 

and South East Hampshire. These additional beds will also provide accommodation 

outside of peak demand to support backlog maintenance works by our Private 

Finance Initiative (PFI) partner. 

Subject to relevant approvals, the scheme aims to provide an additional 72 beds at 

QA, supported by £10m of the £48m funding from the Department of Health and 

Social Care secured as part of the Isle of Wight NHS Trust’s Acute Services Review 

Strategic Outline Case. This is key to increasing resilience as part of our existing 

partnership with the Isle of Wight NHS Trust. We await final approval of the scheme 

in December. 

Meanwhile a package of measures is being developed to help reduce traffic 

congestion, manage demand for parking across the site and promote sustainable 

travel, with a number of proposals under consideration to expand or re-provide 

parking to ensure availability for those who need it most. 

7. Flu vaccination programme

Our flu vaccination rates continue to increase and at the time of writing this report,
more than 5,800 individuals across the organisation have had the flu jab – an uptake
of 73%. We know from research that those who are at higher risk from COVID-19 are
also at increased risk of problems from flu, and that those who get flu and COVID-19
at the same time are more likely to be seriously unwell, so it is more important than
ever that as many individuals across the Trust as possible have the flu jab to help
protect our patients, themselves, colleagues and loved ones. While our uptake rate
has improved significantly from last year, we continue to encourage all colleagues to
take up the offer of a flu vaccination. Regular clinics continue to be held and trained
workplace vaccinators are visiting wards and departments, adhering to social
distancing.

8. Visit from Veterans’ Minister Johnny Mercer MP

On 15 October I was delighted to welcome John Mercer MP, Minister for Defence

People and Veterans and Minister for Veterans’ Affairs in the Cabinet Office to our

hospital. The Minister met with our Chairman, Melloney Poole OBE, Surgeon Captain

Barrie Dekker, Military Director of Joint Hospital Group (South) and Divisional

Director of Surgery and Outpatients, Commander Alister Witt, Commanding Officer at

JHG (S) and I. He also took the time to speak with Cdr Steve Brodie, CPONN Kelly

Brechany, Capt Kendal Moran, Cpl Ivie King and Keith Malcolm, Armed Forces

Covenant Lead Nurse.
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We discussed our close working relationship with our military colleagues and support 

for veterans, with the Minister describing the range of support available across the 

organisation as “inspiring.” The Minister also recognised the efforts of the Trust in 

achieving gold status in the Defence Employer Recognition Scheme for our support 

to the defence and armed forces community and was keen to extend our model of 

dedicated support for veterans to other acute Trusts. 

9. Culture Change Programme

Our three-year Culture Change programme supports our ambition that every 
individual across the organisation takes responsibility for the delivery of high quality, 
continuously improving, compassionate care for the benefit of our patients in our 
communities. The programme is based on this model of collective leadership, and I 
am pleased to report that good progress continues to be made in the third phase of 
the programme, the “delivery” phase, which supports the development, testing and 
implementation of interventions in response to recommendations from phases one 
and two. 

The first phase of the programme identified a need for us to focus on how we value 
individuals from when they very first join the Trust to when they leave. Our team of 
Change Agents have worked with colleagues across the organisation in response to 
feedback to develop a new Local Induction Pack to support new team members. The 
pack provides clarity for new colleagues on their roles and responsibilities, how their 
role contributes to the wider organisation and delivery of the Trust strategy and 
details key processes that will help to improve workplace safety and morale. I am 
grateful to the Culture Change Agents for developing this new resource and their 
continued efforts working with colleagues to deliver on proposals agreed. 

10. Top three concerns

These are my top three concerns for the Trust: 

• COVID-19 infection rates are rising nationally and may spike locally, requiring rapid
escalation of provision for COVID positive patients, We have good plans in place to
enable us to achieve this escalation, however many unknowns remain about the
pace and scale of response that may be needed while also recovering the planned
care needed to recover from the initial phase of the pandemic.

• With emergency attendance and admissions returning to pre-COVID levels, pressure
on the urgent pathway at the QA site may continue to increase as we approach
winter. There is a continued and renewed focus on our ambulance handover times,
discharge processes to improve daily planned discharges, and system working.

• The timeline for planning the UK’s ongoing relationship with the EU is short, with
risks to patient care if shortages of essential supplies occur or there is reduced
availability of staff. We are monitoring the situation closely through our Emergency
Preparedness, Resilience and Response group which meets regularly to plan and
review mitigations

11. Top clinical risk

• The COVID-19 pandemic remains our top clinical and organisational priority and
we continue to review and implement all national guidance, following the
approach set out in our Board Assurance Framework. However the continued
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local increase in prevalence of COVID-19 combined with the onset of winter, 
increased bed occupancy and the need to continue focusing on the delivery of 
elective and planned capacity is leading to areas of increased pressure across 
the site. The safety of all of our patients remains our primary concern and we 
continue to clinically prioritise patient care and take mitigating actions. 
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• Progress has been made in a number of notable areas, which include:
o Building Better Emergency Care SOC approved and partner awarded
o 111 First early implementor
o IOW Partnership progressing with agreed clinical strategy
o Implemented real time feedback system, currently in pilot phase

across 8 wards
o Developed a Deaf Awareness educational programme for staff
o Continued staff support and development

• Continue to make progress on our enabling strategies – As examples this
includes under the Estates strategy several key programmes of work including
the additional beds and BBEC. For Digital, this is showing a number or projects
and programmes being brought forward to support the Trust at this time
(including the roll of new systems).

Appendices 
attached 

Appendix A – Strategy Implementation Plan 
Appendix B – Balanced Scorecard 

Recommendations To note the content of the report 

Next steps The following actions will be taken after consideration of this report: 
a) Progress during Q3 of 20/21 for year 3 of the strategy
b) Incorporate ongoing implementation from delivering excellence

supported through strategy into action

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 

Not applicable 

Equality Impact 
Assessment 

Not applicable 
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Trust Board Strategy Update – Year 3 (2020/21) Quarter 2: Working Together 

1. Purpose
This paper provides an update to the Trust Board on the progress of the Working Together strategy as 
at quarter 2 (Q2) of 2020/21 (Year 3). This: 

• Provides an update on progress against the implementation of Working Together

• Sets the context for the current reporting period of Q2 20/21

• Outlines progress with the refresh of the implementation plan and alignment to an ongoing
commitment to continuous improvement

• Provides an update on progress, performance and risks

• Provides an update on key enabling strategies

2. Context
Trust priorities and actions over the last quarter must be viewed in the context of the Covid-19 
pandemic. During Q2 the focus has been on Phase 3 planning for the remainder of the financial year 
working internally, with partners in Portsmouth and South East Hampshire as well as more broadly 
across Hampshire and Isle of Wight. In line with the guidance, our priorities for planning patient care 
focused on:  

• Accelerating the return of non-COVID health services, making full use of the capacity

available in the window of opportunity between August and winter

• Preparation for winter alongside possible COVID resurgence.

• Locking in beneficial changes and tackling fundamental challenges

Whilst balancing these additional demands, during this period we have continued to maintain a focus 
in on our key priorities: operational performance and partnership working, patient safety, patient 
experience, supporting our workforce, making best use of our resources and a commitment to ongoing 
improvement 

3. Refresh of Implementation Plan
As updated last quarter, the implementation of the ‘Delivering Excellence’ framework is underway, 
which will embed a Quality Management System as our core operating model for the whole 
organisational approach.  This framework includes: 

• Deliberate strategic planning, deployment and delivery of the Trust’s strategy

• A clear approach to making step-change improvements using improvement science

• A daily focus on continuous improvement for patients (Delivering Excellence Every Day)

The strategy into action approach supports the deployment through the organisation of the Trust’s 
strategic intent by aligning the Trust’s strategy to measurable programmes of work to further deliver 
on our ambition and embed a consistent approach to improvement. The Trust Leadership Team have 
identified focus areas to support delivery of: 

• Our True North Ambition

• The True North Themes

• 3-5 Year True North Metrics

• One Year True North Metrics

• One Year Breakthrough Improvement Priorities

Our ‘True North Ambition’ - Delivering Excellence in care for our patients and communities. 
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The ‘True North Themes’ which, if we consistently focus on as an organisation, will support us to 
deliver the True North Ambition i.e. these define ‘Delivering Excellence’ in a meaningful way for our 
patients, staff and communities: 

• Valuing patients time

• Providing the best possible patient experience

• Eliminating avoidable harm

• Efficient use of resources with no waste

• Making PHU the best place to work

• Supporting all our staff to improve their own work

These programmes of work will be reviewed monthly through Trust Leadership Team and the themes 

will inform the 21/22 planning process.  The outputs will enable the Working Together Strategy 

Implementation Plan to be updated accordingly and the Performance and Accountability 

Arrangements be aligned. 

4. Year 3 – Quarter 2 2020/21 Progress
Appended to the paper (Appendix I) is a summary of the implementation plan. Within the context 
outlined previously, positive progress continues to be made in delivering ‘Working Together’. Key 
messages for this quarter by strategic aim are outlined below: 

1. Fulfil our role for the communities we serve

• Phase 3 Plan - Much of this last quarter has been associated with the need to respond to
covid and continue to recover services, whilst planning for a further wave and winter
preparedness. This has required considerable joint working within PHU and with system
partners (locally across PSEH and pan-HIOW). This has included:

- Covid Response Phase 3 Planning developed focusing on elective recovery, surge and 
winter planning. 

- Restoration and Recovery plans jointly developed and agreed across the PSEH 
system and HIOW STP / ICS 

- Pan-HIOW work being led by Medical Directors on selected elective pathways 

• IOW Partnership - Progress is being made in a number of areas which including an agreed
Clinical Strategy; with an implementation plan developed working towards a winter 2021
target date with a joint Programme team now in place to support the partnership

• Flow – The local system continues to implement the 111 First model, having been an early
adopter since the end of June 2020. Positive progress is being made with further
enhancements to the model at the end of September.

• Building Better Emergency Care – The Strategic Outline Business Case has been approved

and a partner has now been appointed. With a preferred site now identified, the

timelines indicate a summer of 2024 construction completion date.

• Our relationship with and working alongside our military colleagues has been crucial over

the past few months, and over this period it has been confirmed that we were awarded

the Defence Employee Relations Standard Gold award.
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2. Support safe, high quality patient focused care

• Despite the impact of the pandemic, staff have maintained similar levels of incident
reporting as compared to the same period last year. This is positive as reporting is key to
identifying the themes to work on collectively to keep patients safe.

• Continued reduction in the number of pressure ulcers in Q2 due to changes in practice
related to the positioning and turning of patients. There have been no Stage 4 pressure
ulcers reported for 10 months.

• Developed Ward Accreditation pilot with 4 wards and one outpatient area, using tests of

change to refine and improve model.  This includes the creation of a ward level dashboard

of quality and safety data.

• Implemented real time feedback system, currently in pilot phase across eight wards.  In

line with this developed a strengthened patient experience reporting structure from ward

up to the Quality and Performance Committee.

• Developed a Deaf Awareness educational programme for staff as a result of direct

feedback from patients.  The programme was co-produced with patients and system

partners and has been attended by 50 people so far

• As detailed in appendix I, PHU research continues to address key challenges for our

community and improve patient care on a day to day basis. Following the onset of Covid-

19, patient recruitment into most research studies was paused nationally and attention

turned to supporting Urgent Public Health (UPH) studies. Key achievements during this

period have been:

- PHU has recruited into a complex portfolio of UPH studies, several of which are 

multi-arm and interventional. To date 1,154 participants have been enrolled into 

UPH studies running at PHU. 

- The Trust was the seventh highest recruiter nationally into the Recovery trial at the 

peak of the first wave of the pandemic. 

- PHU is ranked eighth nationally into the Recovery RS trial, comparing the 

effectiveness of three ventilation methods. 

- The Trust was the first organisation in Wessex to open the Siren study; this is an UPH 

study looking at whether infection from the SARS-CoV2 virus protects against future 

infection. Currently over 250 participants are taking part in the study. 

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

• Improvement in the Trust’s run rate: As a result of the national response to the
Coronavirus pandemic, the national planning process was suspended. The Trust is focused
on delivering the best financial position it can in 2020/21 within the revised framework,
balancing the operational response to the current COVID pressures and activity
restoration plans.

• Capital planning: an emergent view of the Trust’s 5 year capital requirements has been

prepared. This work is being finalised to inform 2021/22 planning and longer-term capital

planning.
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• 21/22 Planning parameters agreed through TLT in regard to expected outcomes and

context for which plans are to be developed (in lieu of national guidance). This will be

overseen by TLT

• Commercial Director appointed to take the Commercial Strategy forward.

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

• Staff Health and Wellbeing - Support for our staff remains of critical importance to the
TLT. As reported previously we have extended our staff support line and manager support
line to run until at least March 2021. The staff support line provides a one-stop-shop for
colleagues to receive advice, support and signposting to our extensive well-being services.
It ensures that we are able to coordinate and monitor actions introduced to support staff,
providing the insight needed to enhance workforce resilience as we plan forwards.

• A series of engagement events have taken place with staff from a minority background to
ensure information and support available is communicated throughout the national
pandemic period, specifically related to workplace risk assessments and physiological
wellbeing.

• Leadership support circles have been established to provide a safe space for staff to come
together and discuss and share their experience of the past few months, what has helped
them and what they have found most challenging, along with some signposting to support
available.

• A Leadership Behaviours Model has been developed by the Culture Change Agents with
staff and the Trust Board.  This identifies behaviours required of those with a responsibility
to lead others and will be launched throughout November and December.

• Key workforce metrics remain strong:

o Trust vacancy rate has increased slightly form 6.3% in April 2020 to 6.5% in August

2020; Covid has had an impact on UK and overseas recruitment

o Turnover decreased by 0.6 from 10.6% (April 2020) to 10% (August 2020)

o Agency usage remains minimal with 28 used in August 2020 and Bank Fill has

increased to 89% (August 2020)

o Sickness has increased, not unexpectedly, but has started to decrease slightly.

• Forty-five members of staff undertaking degree apprenticeships in Nursing, Healthcare

Science and Occupational Therapy and Management.  4 members of staff undertaking a

Level 7 (Masters) apprenticeship in Strategic Leadership.   Plans to commence

Radiography Degree Apprenticeships are underway.

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. Ongoing Improvement focus is forming part of Delivering Excellence, as
discussed above.
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5. Key Messages from the Balanced Scorecard – Quarter 2 Performance & Risks
The balanced scorecard (Appendix II) summarises the key performance metrics against the five 

strategic aims and the associated risks to delivery as set out in the Board Assurance Framework (BAF). 

These have been aligned to reflect the updated risks on the BAF. 

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

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

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

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

• Performance is set in the context of an ongoing focus on treating patients on urgent and

cancer pathways and restoring routine services in order to recover performance for all our

patients following the suspension of routine services due to the COVID-19 pandemic.

• Performance against cancer standards continues to show ongoing achievement with

provisional performance of eight out of nine standards met for October. The 62-day screening

standard is unlikely to be achieved due to low volumes being seen in the national screening

programme.

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

• As is evidence from the scorecard, with the focus on patient experience and safety, except for

dementia screening all indicators (contained within the scorecard) as at September are

positive, alongside the associated risks (of which only one red risk – in line with the prior

strategic aim)

• Of the BAF risks associated with this aim, focus and action remains to reducing and learn from

incidents of harm, and to improve patient experience (and these were identified as key areas

as part of the Trust operating plan for 20/21). This is being supported with levels of reporting

being maintained through this time.

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

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

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

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

breakeven measure. Drivers and mitigations are reviewed, and these are reported through to

Finance & Infrastructure Committee separately.

• As per last month both stranded patients with more than 21 days and Bed days lost during

this period are reporting positively, however focus needs to be maintained alongside winter

and surge plans going into Q3 and Q4.

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

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

sickness (triggered with the Trust target being 3.5%). As reported last quarter, it is important

to note that for the period we have been through this represents a significant achievement at

the levels reported.

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

recruitment & retention, with turnover and vacancy rates all reporting positively.
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Strategic Aim 5: “Build the foundations on which our team can best deliver care”: 

• The risks under this strategic aim are amber from the BAF

• Where performance currently is rated red associated with ambulance handovers, and

balanced with the ED physical environment risk, the Building Better Emergency Care

Programme will address this in the medium term, and this is continuing to progress. As with

the entire hospital, the physical environment is constantly under assessment with the impact

of Covid-19 and the additional requirements being placed on it. The performance implications

are being mitigated through ongoing oversight and recovery through internal operations and

system Operational Resilience Group

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

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

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

o Phase 1 of the Cancer Somerset EPR has been delivered, providing the platform for
improving patient care within cancer services. Phase 2 of the project is scheduled to be
complete in January 2021.

o The Bedview Digiboard ward patient screens project has been successfully closed,
providing access to patient information for MDTs. BedView continues to support patient
flow and there have been 4 software releases in this quarter.

o The Digital Business Partners are now well established and supporting divisions with
several digital enhancements and cases e.g. Lung Cancer Management, Audiology,
Ophthalmology Pathology Lab System.

o Managed Print Services has reached 70% completion in Q2, with a target completion of
early December 2020.

o Digital Medicines (EPMA) has awarded contract to WellSky, focus in Q2 is designing the
infrastructure, ward equipment and the implementation & training plans.

o Microsoft O365 transition is progressing, with 7000+ staff now with access to the
productivity suite including MS Teams.

o Relationships between the IOW/PHU Digital teams are forming, workshops being
arranged to share project portfolios and digital healthcare systems maturity in Qtr3.

• Estates & Facilities Strategy – Ongoing oversight is being provided through the Estates Committee
and into FIC. Headlines from quarter 2 include:

o Estate team have progressed the planning of an updated Travel & Transport strategy
which will be coming to Board during Q4 20/21.

o Preplanning application for the Additional Beds capacity on North Car Park site is
progressing well, with full planning permission expected from a Local Planning meeting of
30th December. With construction expected to start in February 2021.
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o Plans for the delivery of the new Emergency Department facility are taking shape with
OBC and FBC expected during 2021/22, ahead of construction commencing in 2022.

• Commercial Strategy – A Procurement Improvement Plan (PIP) was approved in September 2020
by FIC. The PIP is aimed at providing tangible oversight of the Trust’s key procurement
deliverables, improved efficiency and value for money. The Plan will set the ambition for the Trust
as a forerunner to the wider Commercial Strategy. The Trust has completed the recruitment of a
substantive Commercial Director, Scott Adams, who joined from 1st October 2020, (as reported
previously an Interim Commercial Director has been in post advancing key aspects of this portfolio
– these are contained within the appended implementation plan). Oversight of this work feeds
into FIC. 

• Finance Strategy – Work is underway to align the development of the emerging Financial Strategy

for Improvement to the ‘Delivering Excellence’ programme and as such the first draft is now

planned to be completed by December 2020, with the intent to take the final version to FIC in

February 2021 for approval. This plan will link the Trust’s ‘True North’ ambitions into financial

improvement actions across the Trust, related to the key themes of improving value, eliminating

waste, improved financial awareness and simplified processes and governance. Oversight of the

development and implementation of the plan will be by FIC.

7. Conclusion
As is evident from the update there has been continued progress in the delivery of the Working 
Together strategy, key messages from Q2 of Year three include: 

• The operating context has changed since the strategy was first developed as a result of the
pandemic. However, we have been able to maintain a focus on the key priorities whilst also
refreshing the implementation plan in the context of learning from our experience this year as
well as the changing context in relation to performance and priorities.

• For the remainder of 20/21 we have developed a revised operating plan (Phase 3 - Recovery &
Restoration Plan) that balances the demands of safely managing in the context of a global
pandemic whilst recovering performance in other clinical services and preparing for winter
demands. This plan continues to deliver on our overarching Trust vision of Delivering Excellence
in Care for our patients and communities.

• In this context we have maintained a focus on improvement as an organisational priority and
progressed our development and implementation of the Delivering Excellence framework
through a strategy into action process which will be further embedded through 21/22 planning
process and a further refresh of this strategy implementation plan.

• Progress has been made in a number of notable areas, which include:
o Building Better Emergency Care SOC approved and partner awarded
o 111 First early adopter
o IOW Partnership progressing with agreed clinical strategy and implementation plan
o Implemented real time feedback system, currently in pilot phase across 8 wards
o Developed a Deaf Awareness educational programme for staff
o Continued staff support and development

• Continue to make progress on our enabling strategies – As examples this includes under the Estates
strategy several key programmes of work including the additional beds and BBEC. For Digital, this is
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showing a number or projects and programmes being brought forward to support the Trust at this 
time (including the roll out of new systems). 
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Appendix A:  Strategy Implementation Plan 

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

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

Objective Refresh for next 3 years (20/21 – 22/23) Quarter 2 2021/22 Update: 

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

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

specialties will best provide care for 
our local catchment 

1.1.2 Enable seamless, patient-focused care 
across the system 

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

1.1.4 Optimise all aspects of flow of 
patients through the hospital from ED 
to discharge that are within our 

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

2020/2021: 

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

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

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

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

• Robust internal & system Winter Planning

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

2020/21 

• Covid Response Phase 3 Planning developed
over the last period focusing on elective
recovery, surge and winter planning.

• Restoration and Recovery plans jointly
developed and agreed across the PSEH system
and HIOW STP / ICS

• Board Development Session undertaken
focusing on, and PHU’s role within:

o National picture / context with NHSE / I
o HIOW (STP to ICS)
o Local system configuration
o IOW Partnership

• Appointment of Associate Medical Director
(Primary Care) – This pots will help us to shape a
longer-term future role to strengthen the voice
of primary care in our decision-making. This will
benefit our patients by better coordinating our
activities across the healthcare system.
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control to create seamless care 
between services 

1.1.5 Deliver system-wide initiatives to 
improve urgent care 

1.1.6 Rebuild capacity for elective 
procedures 

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

• Incorporate learning (and requirements) from
Covid-19 into service delivery (now and future
state)

2021 – 2023 (final two years): 

• Enhance roles within the local PSEH ICP &
HIOW ICS

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

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

• Continued planning and service
implementation for a population of 800,000

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

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

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

1.2.2 Support and enhance our regional 
services 

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

2020/21: 

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

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

2020/21: 

• As part of the IOW partnership work is
underway developing key service clinical
strategies for agreed pathways

• Work is progressing across HIOW on 5 elective
services (for which PHU is lead for
Orthopaedics). This is being led by Medical
Directors & Chief Operational Offices with the
intent for consistent pathways and
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1.2.3 Drive system service planning across 
Hampshire and the Isle of Wight 
identifying which partner is best 
placed to provide services and 
supporting our partners to succeed 

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

• Private Patient Unit strategy progressed

2021 – 2023 (final two years): 

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

understanding of capacity constraints and 
opportunities 

• Updates provided at the Trust AGM on Cancer
and Renal Services

• PPU currently paused as part of the Covid
Phase 3 response planning

1.3 Strengthen our relationship with 
Defence Medical Services 

Outcomes as per the implementation plan 
include: 
1.3.1 Work with Defence Medical Services 

to determine our strategic role 

1.3.2 Enhance and strengthen our existing 
relationship 

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

2020/21: 

• Through the relationship with the
Commanding Officer and Officer in Charge of
Nursing agree key priorities for the forth
coming year

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

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

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

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

2020/21: 

• Collaborated to support the Poppy Appeal,
Remembrance, VE & VJ day, Identifying current
serving and their families with the new digital
system launching in January 2021, Met the
Minister for Veteran Affairs Johnny Mercer MP
and together have a vision for n AFCLN in all 50
acute trusts supported by the Minister and the
OVA.

• Recruitment drives for ex or soon to be ex-
military (including partners / spouses) as part
of the Trust Veteran Aware Programme – being
trialled to then launch virtually

• Ongoing delivery of the annual Veteran
Covenant Hospital Alliance (VCHA) Objectives
to maintain ‘Veteran Aware Hospital’ status
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• Hold a number of key engagement events
including: monthly Veteran Road show to
actively engage with the community and staff;
quarterly event for the local tri service
recruitment office to engage and actively
recruit reservists; host PHT Veterans Support
Quarterly meeting

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

2021 – 23 

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

• Ongoing delivery of the engagement activities
as outlined above

• Maintain Defence ERS Gold status

• Hold the first Veterans conference in
Portsmouth (2023)

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

• All key engagement events on going where
possible and these had been transferred to
virtual delivery

• Achieved ERS GOLD award, HSJ shortlisting due
out soon, NT award ceremony 18th November.
Also applied for an award from British Journal
of Nursing (BJN) and plan to submit application
to RCN awards for 2021.

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

Objective Refresh for next 3 years (20/21 – 22/23) Quarter 2 2021/22 Update: 

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

Outcomes as per the implementation plan 
include: 

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

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 
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2.1.1 Shape and deliver the Quality 
Improvement Plan 

2.1.2 Replicate high standards and best 
practice to reduce unnecessary clinical 
variation 

2.1.3 Identify and support services to meet 
quality standards 

2.1.4 Embed safety priorities throughout the 
Trust to reduce variation 

2.1.5 Tailored quality of care targets 
embedded and understood in each 
service 

2020/21: 

• Quality Improvement Plan

• Reduce Avoidable Harm and Never Events

2020/21: 

• Despite the impact of the pandemic, staff have
maintained similar levels of incident reporting
as compared to the same period last year. This
is positive as reporting is key to identifying the
themes to work on collectively to keep patients
safe.

• All incidents reviewed that have been discussed
at Trust Incident Review Panel  (IRP) over the
past 18 months and identified key learning
themes to inform our conversations with staff
about improvement moving forward.

• There has been one Never Event reported in Q2
compared to two last year. In 19/20 a total of 9
NEs were reported, there have been 2 so far in
20/21.

• Like other organisations, learning from falls
associated with in-patient falls associated with
harm during the pandemic has been carried out
this quarter. This has been as a consequence of
vulnerable patients requiring isolation during
the pandemic, which differs to “the norm”.
Leanings have been identified and incorporated
into teaching of staff.

• Continued reduction in the number of pressure
ulcers in Q2 due to changes in practice related
to the positioning and turning of patients. There
have been no Stage 4 pressure ulcers reported
for 10 months.

• Developed Ward Accreditation pilot with 4
wards and 1 OPD area, using tests of change to
refine and improve model.  This includes the
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2021 - 23: 

• Deliverables as defined within the Quality
Improvement Plan

• Deliverables as defined within the
forthcoming Clinical Strategy

creation of a ward level dashboard of quality and 
safety data. 

• Appointed to the Head of Clinical Safety and
Learning role.

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

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

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

2.2.2 Support patients to make decisions and 
own their healthcare 

2.2.3 Build capability in staff to support 
discussions on appropriate care 

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

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

2020/21: 

• Compassionate Care Framework progress

• Real Time Patient feedback implementation

• Continue development of EOL care strategy

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

2020/21: 

• Implemented real time feedback system,
currently in pilot phase across 8 wards.  In line
with this developed a strengthened patient
experience reporting structure from ward up to
the Quality and Performance Committee.

• Developed a Deaf Awareness educational
programme for staff as a result of direct
feedback from patients.  The programme was
co-produced with patients and system partners
and has been attended by 50 people so far

• Developed and implemented The Family Liaison
Officer role across the Trust to connect patients
and their families during Covid.

• Commenced an exploratory review of existing
structures that support EOL care at the Trust,
including a benchmarking exercise with
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2021 - 23: 

• Deliverables as defined within the Quality
Improvement Plan

• Deliverables as defined within the
forthcoming Clinical Strategy

organisations with CQC outstanding EOL 
services. 

2.3 Utilise research, development and 
academic opportunities to support our 
core purpose 

Outcomes as per the implementation plan 
include: 
2.3.1 Embed research into everyday practice 

2.3.2 Identify unmet needs in the pathway 
and provide research support to 
develop and test solutions 

2.3.3 Partner with academic and research 
institutions to support improvement 
and innovation 

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

2020/21 

• Ongoing research programme

• Continued joint partnership working with
the University

2021-23 

• As above

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

2020/21: 

• Following the onset of Covid-19, patient
recruitment into most research studies was
paused nationally and attention turned to
supporting Urgent Public Health (UPH) studies.

• PHU has recruited into a complex portfolio of
UPH studies, several of which are multi-arm and
interventional. To date 1,154 participants have
been enrolled into UPH studies running at PHU.

• The Trust was the seventh highest recruiter
nationally into the Recovery trial at the peak of
the first wave of the pandemic. To date, over
170 PHU patients have been enrolled into the
study and the Trust has maintained a strong
position nationally.

• PHU is ranked eighth nationally into the
Recovery RS trial, comparing the effectiveness
of three ventilation methods.
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• Nationally, the collective effort into fast tracking
patient recruitment into UPH studies has
provided vital new evidence and resulted in
changing practice to improve outcomes for
Covid-19 patients; Dexamethasone is now
offered to Covid-19 patients as standard care.

• The Trust was the first organisation in Wessex
to open the Siren study; this is an UPH study
looking at whether infection from the SARS-
CoV2 virus protects against future infection.
Currently over 250 participants are taking part
in the study.

• The Trust is also collaborating with the
University of Portsmouth, sequencing the virus
from infected individuals to identify trends in
viral mutations and prevalence.

• The Research Laboratory will shortly support
University student testing, under the direction
of microbiology.

• PHU researchers continue to contribute to the
international academic knowledge base; a high
impact review on the role of the complement
pathway in SARS-CoV-2 infection was published
recently in the Journal of Thrombosis &
Haemostasis.

• The Clinical Outcome and Research Group
(CORG) has published two papers in the Journal
Resuscitation: ‘Impact of the coronavirus
pandemic on the patterns of vital signs
recording and staff compliance with expected
monitoring schedules on general wards’ and
‘The performance of the National Early Warning
Score and National Early Warning Score 2 in
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hospitalised patients infected by the severe 
acute respiratory syndrome coronavirus 2 
(SARS-CoV-2)’ 

• The Research Workforce has supported the
Trust with key delivery functions (including
intensive care, swabbing, the Covid-19
dashboard, HR, Patient Liaison and medical care
through the SpR on-call rota) whilst also leading
on the delivery of a complex portfolio of UPH
studies.

• Work with the University continues to progress
and the first of the joint PHU/UoP Clinical
Academic Chairs will be advertised shortly.

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

Objective Refresh for next 3 years (20/21 – 22/23) Quarter 2 2021/22 Update: 

3.1 Be financially sustainable, 
identifying opportunities for non-

 clinical income where appropriate 

Outcomes as per the implementation plan 
include: 
3.1.1 Shape and deliver on the 'Finance 

Strategy', deliver on the 'Financial 
Improvement' and 'Cost 
Improvement Programme' Plans both 
internally and system wide 

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

2020/21 

• Financial Strategy for Improvement
development. Scope of work to include:
- Demonstrable year on year improvement

in our run-rate; 
- Significant improvement in how our 

output translates into action; 

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

20/21 – Q2 

• Financial Strategy progressing – see enabling

strategy section

• Improvement in the Trust’s run rate: As a result

of the national response to the Coronavirus

pandemic, the national planning process was

suspended. As such, the financial plan approved
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3.1.2 Provide business principles and 
support, and commercial acumen, to 
secure best value, and deliver on key 
initiatives 

- Simplification of business enabler tools; 
and 

- Influencing movement towards a mature 
financial framework for the emerging 
HIoW integrated care system. 

• First Substantive Draft August 2020 describing
the Trust’s ambition for finance focused
around sustained financial delivery, through
improved financial awareness and translation
of financial information across the whole
Trust

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

2021 – 23: 

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

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

by the Board in March 2020 has been 

superseded by a national financial framework. 

The Trust is focused on delivering the best 

financial position it can in 2020/21 within the 

revised framework, balancing the operational 

response to the current COVID pressures and 

activity restoration plans. The Cost Improvement 

Programme has been paused so far this year, and 

work is now focused on setting the foundations 

for opportunities to eliminate waste in the use of 

our resources, and enable the Trust to start in 

the best possible position next year. The aim is to 

achieve an exit run rate that is as sustainable as 

possible and enables us to continue the planned 

financial improvement trajectory aligned to our 

strategic intent. 

• Capital planning: an emergent view of the Trust’s

5 year capital requirements has been prepared.

This work is being finalised to inform 2021/22

planning and also longer-term capital planning.
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• Implement outputs of HIOW ICS financial
framework as defined

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

3.2 Empower staff to be responsible for 
service  sustainability 

Outcomes as per the implementation plan 
include: 
3.2.1 Establish a framework for an 

innovation agenda including decision 
making at each level of the Trust 

3.2.2 Deliver strategic activities that are 
aligned to achieve operational and 
financial sustainability 

3.2.3 Provide the cost based information 
and tools for all staff to inform decision 

making 

3.2.4 Embed the accountability and 
performance framework to monitor 
and hold account for service 
performance 

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

2020/21: 

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

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

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

• Mobilising a number of commercial
developments to the next stage of market
potential and where possible, contract.
Namely, the North Entrance and related

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

2020/21: 

• 21/22 Planning parameters agreed through TLT
in regard to expected outcomes and context for
which plans are to be developed (in lieu of
national guidance). This will be overseen by TLT

• Joint PSEH Planning has additionally
commenced outlining the agreed priorities as
outlined in the restoration and recovery plans. 5
key areas of focus have been agreed across the
system to develop business cases to ensure
alignment and allow for earlier decision making

• Benchmarking and efficiency metrics being fed
into Divisional operating plans for 21/22

• Procurement Improvement Plan approved by
FIC in September

• Commercial Director appointed to take the
Commercial Strategy forward.
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projects, Outpatient Pharmacy and Vendor 
Neutral Managed Services 

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

2021 - 23 

• Deliverables as defined within the
forthcoming Financial Strategy for
Improvement

• Deliverables as defined within the
forthcoming Procurement Improvement Plan

• Deliverables as defined within the
forthcoming Commercial Strategy

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

Objective Refresh for next 3 years (20/21 – 22/23) Quarter 2 2021/22 Update: 

4.1 Embed a culture that supports  the 
achievement of our vision  

Outcomes as per the implementation plan 
include: 
4.1.1 Re-launch and embed our values within 

the Trust 

4.1.2 Deliver our Culture Change Programme 

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

2020/21: 

• Phase 1 'Diagnostic' of our culture change
programme sets out our vision for
collective leadership in service of our

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

• A Leadership Behaviours Model has been
developed by the Culture Change Agents with staff
and the Trust Board.  This identifies behaviours
required of those with a responsibility to lead
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4.1.3 Develop system and processes that 
support and reward collaborative 
working within the Trust and with 
partners, and publicise existing 
innovation and success 

strategic priorities and values. This work 
programme is now in Phase 3 'Deliver' 

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

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

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

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

others and will be launched throughout November 
and December.   

• An all staff local induction framework has been
developed by the Culture Change Agents with staff
and agreed by the TLT for implementation.  This is
in response to the culture change theme ‘valuing
staff’ which was identified during the cultural
audit in Phase 1.

• A series of engagement events have taken place
with staff from a minority background to ensure
information and support available is
communicated throughout the national pandemic
period, specifically related to workplace risk
assessments and physiological wellbeing.

• Leadership support circles have been established
to provide a safe space for staff to come together
and discuss and share their experience of the past
few months, what has helped them and what they
have found most challenging, along with some
signposting to support available – these have been
well attended and PHU have led on a system wide
offer to build further capacity.  In addition, team
support and debrief sessions have been facilitated
for some frontline covid departments such as
Anaesthetics and Critical Care.

• A system wide response to the national People
Plan is agreed and outlines a number of key system
wide interventions such as shared development
programmes, talent management processes and
working collaboratively to address inequalities
through more transparent and accessible staff
networks, a system wide approach to responding
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to discrimination and providing opportunities to 
develop.  

• Improving staff feedback in Q1 for recommending
as a place to work and for care and treatment
which sits in line with national average

• 11 of 9 themes improved in the 2019 National
Staff Survey (with 8 above the national average)

• 4% increase in overall BME workforce since 2019
(now 20%) which is above the local community
representation

• Improvement in 5 of 9 indicators as measured
within the 2020 Workforce Race Equality
Standard

• Improvement in 7 of 10 indicators as measured
within the 2020 Workforce Disability Equality
Standard

• Commenced our team development programme
(Affina OD) in September with 18 team coaches
undertaking a programme of development to lead
the roll out across the Trust in 2021.
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2021 - 23: 

• Fully implement change programme and
measure impact

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

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

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

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

Outcomes as per the implementation plan 
include: 
4.2.1 Identify drivers of workforce 

challenges, recruitment and retention, 
and develop plans to respond to these 

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

2020/21: 

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

• Commence the international medical
recruitment plan to fill medical gaps

This area covers: Workforce challenges (recruitment 
and retention, workforce planning, system working – 
4.2.1), Best practice and process (4.2.2), recognition 
and reward, new models of working (4.2.4) and 
Collaborative models (4.2.5) 

The Trust now has a workforce establishment and plan 
that would have appropriately reflected the finance 
plan if it hadn’t changed because of COVID. 
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4.2.2 Embed best practice and streamlined 
recruitment processes 

4.2.3 Foster a culture where achievements 
are celebrated and rewarded so we 
attract, retain, motivate and engage 
our workforce 

4.2.4 Identify good practice models and 
develop frameworks to pilot, scale and 
expand these 

4.2.5 Review collaborative workforce models 
and operational management relating 
to new models of care 

• implementation of a H&IOW Collaborative
Bank

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

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

2021 – 23: 

• Focus on required workforce 
transformation

• This will require:
o New roles and models of care

(including – multidisciplinary working,
Advanced Clinical Practice

o Further modernisation of
Recruitments practices to fill hard to
recruit to posts, implement
recruitment system to manage 40,000
applicant in a fair and consistent
manner to deliver equality in
recruitment and a workforce that is
representative of the community it
serves.

Collaborative Working: 

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

Key workforce metrics remain strong: 

• Trust vacancy rate has increased slightly form 6.3%
in April 2020 to 6.5% in August 2020; Covid has had
an impact on UK and overseas recruitment

• Turnover decreased by 0.6 from 10.6% (April
2020) to 10% (August 2020)

• Agency usage remains minimal with 28 used in
August 2020 and Bank Fill has increased to 89%
(August 2020)

• Sickness has increased, not unexpectedly, but has
started to decrease slightly.

For 20/21 The Plan is to: 

• deliver the 2020/21 plan of 170 nurses before
April 2021.  Cohort number have been remapped
and we have started receiving international nurses
again.  68 have been received upto and including
October 2020 and a further 29 are confirmed for
November.  The 170 will be achieved.

• starting the international medical recruitment
plan to fill medical gaps – kick off meeting on 7th
July 2020, medical staff recruited to lead the
programme and procurement undertaken for
appropriate agencies.

Workforce Transformation 20/21 and onwards 

• Interim Head of Workforce Transformation
appointed (October 2020)

• Programme being developed to include:
o New roles and models of care (including –

multidisciplinary working, Advanced Clinical
Practice)
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• Joint working with the IOW; specifically for
some key roles in the acute pathway is
underway like a joint stroke post.

Further future developments: 

• Further Development of Home Working

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

o Reorganising existing staff to deliver patient
care more effectively e.g. Medical Village

o Further modernisation of Recruitments
practices to fill hard to recruit to posts,
explore recruitment system to manage 40,000
applicants in a fair and consistent manner to
deliver equality in recruitment and a
workforce that is representative of the
community it serves.

Collaborative Working: 

• Collaborative Bank – remains on hold due to Covid
but still Planning for the implementation of a
H&IOW Collaborative Bank later this year.

• University status will be developed.

• HR Working Group in place to deliver partnership
working with the IOW

Further future developments: 

• We Are the NHS: People Plan 2020/21 from NHS
England and NHS Improvement (NHSEI) and
Health Education England (HEE) sets out what our
NHS people can expect from their leaders and
each other.  It focuses on how we must look after
each other and foster a culture of inclusion and
belonging, as well as action to grow and train our
workforce, and work together differently to
deliver patient care.  PHU has populated a project
plan for delivery and the workforce template has
been completed and returned to system and this
will be shared and governed by the Workforce and
OD Committee
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• Significant increase in workforce wellbeing
initiatives as a result of Covid will continue and
increase.

• We are a pilot site for NHS Reserves to build up
NHS workers for future health crisis’s

Recognition and reward 

• In 2020/21 we will implement Simply Health which
is a method to help with provide health costs not
covered by the NHS e.g. dental, optician costs etc.

4.3  Support the development and 
capability of our people and value our 
staff 

Outcomes as per the implementation plan 
include: 
4.3.1 Enhance the professional and personal 

development of our workforce through 
initiatives that support  supervision, 
mentoring and coaching 

4.3.2 Collaborate with our partners to 
develop joint education, learning and 
development programmes 

4.3.3 Enhance management and leadership 
capability through mechanisms that 
support the identification, 
development and recognition of 
leaders 

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

2020/21 
Training & education – internal and external: 

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

• Recruit into Degree Level apprenticeships
and are actively procuring providers

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

• Increasing focus on undergraduate entry
into healthcare careers requiring increased
student placements and a focus on

Training & education – internal and external: 

• Six faculty trained to deliver Mental Health First
Aid (5 adult and 1 youth) and have trained 239
Mental Health First Aiders.  Regular sessions have
been embedded into Learning and Development
offerings.  Further Youth MHFA trainer to be
trained.

• Forty-five members of staff undertaking degree
apprenticeships in Nursing, Healthcare Science
and Occupational Therapy and Management.  4
members of staff undertaking a Level 7 (Masters)
apprenticeship in Strategic Leadership.   Plans to
commence Radiography Degree Apprenticeships
are underway.
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4.3.4 Effective training and development to 
support succession planning 

promoting healthcare careers within our 
local community. 

Succession planning 

• Executive Director succession planning
session

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

• Continuation of system wide working on
the longer term Talent Management Plan

2021 – 23: 

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

• Licence for interactive classroom (Nearpod)
purchased.  Hardware to enable delivery of virtual
learning in place.  Transition of relevant education
and training programmes to virtual platform
continues and includes: Corporate Induction,
Apprenticeship Training, Preceptorship, Fire,
Blood Awareness, Practice Supervision and
Leadership and Management offerings.
Development of learning interactions to teach
staff how to learn virtually underway.

• Working with departments and HEI’s to identify
increased placement capacity.  #Dreambig
programme recruited further 11 to commence in
post November 2020.  Participating in HEE virtual
careers fare.

Succession planning: 

• Executive Director succession planning session
paused due to covid-10 to be resumed in 2021

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

• On-going engagement with the system and
regional wide plan for Talent Management Plan

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

Objective Refresh for next 3 years (20/21 – 22/23) Quarter 2 2021/22 Update: 
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5.1 Optimise our estate portfolio and 
equipment  

Outcomes as per the implementation plan 
include: 
5.1.1  Review estates profile across the Trust 

and reconfiguration of services 

5.1.2  Review space utilisation 

5.1.3  Identify equipment needs for models of 
care, and refine asset replacement plan 

5.1.4  Deliver the best outcome from the PFI 
by effectively managing the contract 

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

20/21: 

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

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

• Safe, clean and compliant services

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

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

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

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

• Greater patient and public involvement in
how we work

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

20/21: 

• Estate team have progressed the planning of an
updated Travel & Transport strategy which will be
coming to Board during Q4 20/21.

• Preplanning application for the Additional Beds
capacity on North Car Park site is progressing
well, with full planning permission expected from
a Local Planning meeting of 30th December. With
construction expected to start in February 2021.

• Plans for the delivery of the new Emergency
Department facility are taking shape with OBC
and FBC expected during 2021/22, ahead of
construction commencing in 2022.
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21/22 – 22/23 

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

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

5.2 Enhance IT and information 
systems 

Outcomes as per the implementation plan 
include: 
5.2.1 Decision on IT and system investment 

5.2.2 Assess current system, determine need 
and develop plan for capital investment 

5.2.3 Assess data and information gaps, and 
determine plan for embedding data 
and information in performance 
monitoring and decision making  

5.2.4 Develop governance arrangements to 
support data and information collection 
and modelling 

5.2.5 Integrate IT and information solutions 
across the Portsmouth and South East 
Hampshire community, and beyond 

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

2020/21: 

• Second year of the five-year Digital Strategy

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

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

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

• Continued use of digital solutions to aid
service delivery (inclusive of video
consultations, 111 pathways)

2021 – 23: 

• Necessary legacy IT and information system
replacement & infrastructure
improvements

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

2020/21: 

• Phase 1 of the Cancer Somerset EPR has been
delivered, providing the platform for improving
patient care within cancer services. Phase 2 of the
project is scheduled to be complete in January
2021. 

• A further reduction in the number of un-
supported IT systems, having a positive impact on
the national reporting and Data Security &
Protection Toolkit.

• The Bedview Digiboard ward patient screens
project has been successfully closed, providing
access to patient information for MDTs. BedView
continues to support patient flow and there have
been 4 software releases in this quarter.

• Minestrone continues to be enriched with patient
information, there has been 8 software releases
in Q2.
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• Enabling the workforce with a modern set of
digital collaboration tools on a robust and
secure enterprise infrastructure, which lays
the foundations for the following:

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

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

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

• Trust Wide implementation of Electronic
Prescribing of Medicines and Administration

• Development of Cybersecurity framework
and implementation of key initiatives

• The Digital Business Partners are now well
established and supporting divisions with a
number of digital enhancements and cases e.g.
Lung Cancer Management, Audiology,
Ophthalmology Pathology Lab System.

• Managed Print Services has reached 70%
completion in Q2, with a target completion of
early December 2020.

• Digital Medicines (EPMA) has awarded contract
to WellSky, focus in Q2 is designing the
infrastructure, ward equipment and the
implementation & training plans.

• Microsoft O365 transition is progressing, with
7000+ staff now with access to the productivity
suite including MS Teams.

• Relationships between the IOW/PHU Digital
teams are forming, workshops being arranged to
share project portfolios and digital healthcare
systems maturity in Qtr3.

• There continues to be delays with the progress of
the HIOW Care & Health Information Exchange
with the Information Sharing Agreement
between Primary Care IT System providers and
the new provider of CHIE Orion Health, the
revised planned delivery date is February 2021.

5.3 Embed improvement in how we work 

Outcomes as per the implementation plan 
include: 
5.3.1  Develop framework to actively support 

sharing learnings and improvement 
programmes 

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

20/21: 

• Design and establish Delivering Excellence
as the core operating model  to include

Below provides an update for Q2 based on the 
refreshed strategy implementation plan: 

20/21: 

• See section 2 for the update regarding progress
on Delivering Excellence. This includes the work
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5.3.2 Support staff to develop the solutions 
and apply improvements to issues 
across the Trust 

5.3.3  Provide training and joint learning 
programmes to embed continuous 
improvement activity in all staff 

strategy deployment, processes for daily 
management and daily improvement, skills 
and capability building to support step 
change improvements in identified priority 
areas.  

• Development of core delivery team to lead
design and implementation

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

2021-2023: 

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

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

undertaken in the last quarter by TLT in 
agreeing: 
o Our True North Ambition
o The True North Themes
o 3-5 Year True North Metrics
o One Year True North Metrics
o One Year Breakthrough Improvement

Priorities

• Delivering Excellence Every Day Local
Improvement workstream commenced in
Pharmacy

• Ongoing programme and implementation
underway
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• Delivery of an improvement capability
building curriculum to support a consistent
approach to step-change improvement and
local continuous improvement across the
organisation
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Appendix B 
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The  Board Assurance Framework mentioned in this report is included in the agenda papers 
under item 138.20
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c. 3a 3b 4
Title of report BOARD ASSURANCE FRAMEWORK 
Board / 
Committee 

TRUST BOARD – 10TH NOVEMBER 2020 

Agenda item 
number 

138.20 

Executive lead Lois Howell – Director of Governance and Risk 

Author Lois Howell – Director of Governance and Risk 

Date report 
written 

10th November 2020 

Action required Recommended to Trust Board for adoption and approval 

Executive 
summary 

The Board Assurance Framework has been reviewed in full since its last 
presentation to the Trust Board on 29th July 2020. All risk scores have been 
considered and an update against each outstanding action has been provided. 
Two new risks have been identified; these are: 

• BAF 30 – leadership capacity

• BAF 31 – Delivery of the 2020 – 21 Year End financial position

Given the recent increased prevalence of COVID-19 across the country and within 
the area served by the Trust, it is acknowledged that the framework may require 
revision as the situation develops. This will be reported to the Board as required, 
with the next iteration to be presented to the meeting on 27th January 2021. 

Two risks are proposed for removal from the Board Assurance Framework, 
having reached their target rating: 

• BAF 10 – there is insufficient evidence that the Trust’s emergency
preparedness, response and resilience plans are embedded

• BAF 17 – the Trust’s senior leadership has been unstable

Whilst two other risks have also reached their target ratings, it is recommended 
that these remain on the framework. The first of these (BAF 4 – the Trust’s 
clinical strategies are poorly defined) may still be suspectable to the pressures 
arising from the management of the pandemic. The second (BAF 25 – United 
Kingdom departure from the European Union) is proposed to remain on the 
framework for the remainder of 2020 – 21. This is due to the uncertainty 
regarding the terms of this departure and therefore the Board-level oversight 
that may be necessitated by developments. 

The revised rating and ranking of all risks is 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. 

Enclosure Number 

5 
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Appendices 
attached 

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

Recommendations Trust Leadership Team is requested to recommend the Board Assurance 
Framework for approval and adoption by Trust Board on 25th November 2020, 
including the removal of BAF 10 and BAF 17.  

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

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 Jan Mar Jul Oct 

1 BAF29 

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

✔ ✔ ✔ ✔ ✔ DGR 12 12 15 ↑ 6 31.03.21 

Given the increasing incidence of infection, and the additional challenges of managing a second wave concurrently with recovery from wave 
one and the coming usual winter pressures, it is proposed that the rating for his risk is increased.  The rating may be reduced again when there 
is more certainty that the learning acquired during wave one will be similarly effective during subsequent waves, and that community 
behaviour controls are having the desired effect on infection rates 

2 BAF8 

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

✔ ✔ ✔ ✔ MD 16 16 8 12 ↑ 12 31.12.20 

The off-site mental health facility which contributed to significant reductions in the rating of this risk during the pandemic remains open, but is 
not being used as effectively as it has in previous months.  As the pandemic began to abate, many patients resumed their previous pattern of 
self-presentation at the ED, despite the better alternative reaming available.  There has also been an increase in the number of ambulance 
conveyances of mental health patients.  This had led to an increase in the number of mental health patients who receive a less than optimal 
service.  There has yet to be a system confirmation about the long term future of the off-site facility, although negotiations in this regard 
continue.  For this reason the risk rating has increased this quarter.    

3 BAF6 

Take up of mandatory and other important training is below target ✔ ✔ DWOD 8 8 8 12 ↑ 8 31.03.21 

Overall training performance is above the required target of 85%.  However, there is significant non-compliance with training requirements in a 
few key subject areas, including safeguarding level 3.  There is little evidence that this is causing patient harm, but the fact that there is a 
persistent problem in those areas has the potential to cause problems in the future, and to compromise the Trust’s regulatory and reputational 
position.  For this reason the risk score has been increased.  Focussed and alternative approaches to addressing the non-compliance are being 
implemented, and these are expected to enable reduction of the score within the next three to six months.      

4 BAF30 

Leadership capacity ✔ ✔ ✔ ✔ ✔ CEO 12 New 4 31.12.21 

It is proposed to acknowledge the risk posed to delivery of all of the Trust’s strategic objectives by the complexity and multiplicity of challenges 
presented by the context in which the Trust is currently operating.  Full details are set out in Appendix 2.    

5 BAF31 

Delivery of the 2020/21 Year end financial position ✔ ✔ ✔ ✔ ✔ CFO 12 New 4 31.12.20 

The Trust will find meeting its 2020/21 break-even position a challenge, which may lead to reduced ability to deliver some or all of the strategic 
objectives.  Full details are set out at appendix 2.  
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No Ref RISK SUMMARY 
Aim affected Lead Current position 

Target 
1 2 3 4 5 Jan Mar Jul Oct 

6 BAF28 

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

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

Although there are no specific causes for concern in respect of system partners which cause this risk to remain at 12, the uncertainty regarding 
management of the coming further waves of the pandemic means that it would be premature to reduce this risk’s rating at this point. 

7 BAF7 

Demand for capital spending in the Trust exceeds capital sums 
available 

✔ ✔ ✔ CFO 12 12 12 12 ↔ 8 31.03.21 

The shift to capital allocation via the local system means that this risk remains relatively high for the Trust, particularly in light of a number of not 
yet confirmed business cases currently under consideration for key projects, including the additional 70 beds to be created on land at the North 
car park.  This risk rating may reduce as funding for some of these projects is confirmed, but national recovery from the pandemic is unlikely to 
mean that capital becomes more freely available in the short to mid-term.  

8 BAF23 

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

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

Significant progress has been made in respect of this risk over recent months, however there are further measures that can be taken to increase 
the effectiveness of governance systems, and while there is such a significant programme of associated work underway, it may be premature to 
reduce the rating.  Additionally, some governance activity (including addressing Safety Learning Events and responding to complaints) was de-
prioritised during the first phase of the pandemic, and the risk rating should remain at the current level until this is addressed and recovered.  
Revised dates for achievement of a number of individual actions have been identified as their delivery during the pandemic was not deliverable. 

9 BAF2 

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

✔ ✔ ✔ ✔ ✔ DCEO 12 12 12 12 ↔ 4 31.03.21 

Although there have been some key achievements in the past quarter (offer of a post to a CIO, confirmation of funding for Electronic 
Prescribing and Medicine Administration system), the delivery of services to operational teams has not changed materially since the significant 
improvements at the start of the pandemic.   The risk will be reduced once a number of the outstanding actions have been delivered. 
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No Ref RISK SUMMARY 
Aim affected 

Lead 
Current position 

Target 
1 2 3 4 5 Jan Mar Jul Oct 

10 BAF21 

The Trust’s performance against key cancer standards is inconsistent ✔ ✔ COO 9 9 12 9 ↓ 6 31.03.21 

Performance against the access standards (including the new standards) is considerably more reliable, as indicated in the IPR.  The diagnostic 
access standard is unlikely to be met in September due to suspension of screening programmes during the pandemic period, but the Trust has 
plans in place to manage demand once services are re-introduced.     The original date for reaching the target rating (31.07.20) has passed.  A 
revised date of 31.03.21, which reflects the circumstances of the pandemic, is proposed.  

11 BAF3 

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

✔ ✔ CN 9 9 9 9 ↔ 4 31.12.20 

Further to comments made by the Quality & Performance Committee, the wording of this risk has been revised to reflect that the key 
concern in this area is consistency of delivery of high quality care.  Overall standards have improved, but there are occasional pockets of sub-
optimal care identified.  The Delivering Excellence framework and real-time feedback project will assist in addressing these concerns, leading 
to a further reduction in the rating for this risk.  

12 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 

Although nursing vacancy rates remain low, the Trust’s plans for an overseas recruitment campaign to address medical vacancies has been 
delayed by the pandemic.  The risk will remain at the current rating at best until the medical recruitment plans can be resumed or managed in 
another way.  

13 BAF16 

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

The long term position with regard to this risk has improved significantly in the last quarter with the confirmation of the Strategic Outline case 
for the re-development of the emergency floor, but the rating is unlikely to change until those works are implemented. 

14 BAF5 

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

On the whole, organisational culture in the Trust has improved significantly over the past year, however the latest staff survey results have 
revealed that some groups of staff have a markedly poorer experience of working in the organisation than others.  Indicators which help to 
describe the satisfaction of staff with disabilities and those from a black and minority ethnic background are materially worse than those in 
respect of other staff groups.  For this reason, the rating for this risk will remain at 9nwhile further work to address these inequalities is carried 
out. 

Page 65 of 315



No Ref RISK SUMMARY 
Aims affected 

Lead 
Current position 

Target 
1 2 3 4 5 Jan Mar Jul Oct 

15 BAF27 

Reduced capacity arising from changes to application of pension 
taxation rules 

✔ ✔ DWOD 9 9 9 9 ↔ 8 31.03.21 

There has been no notable change in capacity as a result of the new pension arrangements introduced to mitigate this risk, but it is not clear 
whether this stability arises from the pandemic or from the alternative pension arrangements.  Further monitoring is proposed.  

16 BAF9 

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

The Trust has replaced a number of failing items of equipment in recent months, helping to improve performance against diagnostic access 
standards, however, there remain several key pieces which have failed and/or require extensive maintenance / repair work.  The Trust is 
currently on trajectory to deliver full recovery from the delays associated with suspension of some diagnostic activity during the pandemic, 
however, the impact of further waves cannot yet be assessed.  For this reason it is premature to reduce the risk rating, despite improved 
performance against the standard in comparison with the beginning of the year.    

17 BAF1 

Urgent Care, Quality, Performance and Patient flow ✔ ✔ ✔ ✔ COO 16 16 8 8 ↔ 12 31.03.21 

Performance in respect of ambulance handover times has improved considerably in the last six months, reducing the risk to patients in this 
area.  However, the additional challenges presented by the need to provide increased isolation space and segregation for COVID positive 
patients throughout the hospital, coupled with the coming usual winter pressures, creates a degree of uncertainty.  Although the risk is 
currently rated at below the score at which it was proposed that the risk should be tolerated, it is not recommended that the risk is removed at 
this stage.  Further monitoring for the next one or two quarters is planned.     

18 BAF11 

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

✔ ✔ ✔ CN 12 12 8 8 ↔ 8 31.11.20 

Despite the Trust’s failure to reach the required level of level 3 safeguarding training, safeguarding practice remains good, with prompt and 
appropriate referrals continuing.  The risk has now been at its target rating for two quarters, but removal from the BAF is not recommended at 
this time, to enable Board level oversight of the impact of the non-delivery of training to be monitored.   
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No Ref RISK SUMMARY 
Aims affected 

Lead 
Current position 

Target 
1 2 3 4 5 Jan Mar Jul Oct 

19 BAF4 

The Trust’s clinical strategies are poorly defined ✔ ✔ ✔ ✔ ✔ DCEO 9 9 9 6 ↓ 8 31.03.21 

The Trust has adopted a clear joint clinical strategy with the Isle of Wight NHS Trust.  Implementation of this strategy will help to address the 
uncertainties and lack of focussed direction which has been identified as a concern in the past.  Although the risk rating has reduced to below 
the target, it is not proposed that the risk is removed from the BAF at this point.  Implementation of the strategy during the pandemic may 
present a challenge, and a period of further monitoring is recommended. 

20 BAF25 

United Kingdom departure from the European Union ✔ ✔ ✔ ✔ ✔ COO 12 12 6 6 ↔ 6 31.03.20 

The rating for this risk has not changed, despite the changes to political activity in this regard.  The trust has maintained all relevant risks 
assessments and is confident that the position will be well managed, based on the currently available information.  As circumstances and 
national guidance change, the rating for this risk may change.  The deadline for achievement of the target risk rating was original set as 31.03.20 
in the context of the prevailing political situation.  It is proposed that risk remain in the register, despite achieving its target rating for the rest of 
20/21 at least, to enable board level oversight of this matter.      

21 BAF10 

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

✔ ✔ ✔ COO 6 6 6 6 ↔ 6 31.03.20 

This risk is proposed for removal from the BAF at this point as the target rating has been maintained for a fourth consecutive quarter and 
appropriate external assurance has been received form the CCG. 

22 BAF18 

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

✔ ✔ ✔ ✔ ✔ CFO 6 6 6 6 ↔ 4 30.09.20 

A number key appointments have been made in the last quarter, including to the post of Chief Information Officer and Commercial Director.  
However, not all of these appointees have yet started work, and some important objectives (including development and implementation of the 
information strategy) have consequently not been achieved.  It is anticipated that this risk will reduce to the target rating in the next one to two 
quarters.   This risk did not meet its target rating by the deadline set, but for the reasons indicated above, delivery is expected in the next three 
to six months.     

23 BAF17 

The Trust’s senior leadership has been unstable ✔ ✔ ✔ ✔ ✔ CEO 9 9 6 4 ↓ 4 31.12.20 

All posts in the Trust Leadership Team are now filled, and additional support has been brought in to bolster a number of leadership roles, 
including the appointment of a Deputy Chief Operating Officer and Commercial Director.  The majority of the TLT positions have been filled on a 
long term basis, and as this risk has now reached its target rating, it is proposed that the risk is removed from the BAF.   

Page 67 of 315



Page 68 of 315



Impact score 

Negligible Minor Serious Major Catastrophic 

Li
ke

lih
o

o
d

 s
co

re
 

Rare 1 2 3 4    5 

Unlikely 2 4  BAF 17 6    BAF 4  BAF 10

BAF 25  

8      BAF 1   BAF 11 10 

Moderate 3 6    BAF 18 9      BAF 3  BAF 5  

BAF 9   BAF 14  
BAF 16  
BAF 21   BAF 27

12   BAF 6      BAF 8

BAF 7      BAF 23 
BAF 30    BAF 31 
(NEW)     (NEW)  

15  

Likely 4 8 12   BAF 2    BAF 28 16 20  

Certain 5 10 15  BAF 29 20 25 

Page 69 of 315



Page 70 of 315



Committee: QUALITY AND PERFORMANCE COMMITTEE 

Date of Meeting: 22ND OCTOBER 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 25TH NOVEMBER 2020 

Chair: MARTIN ROLFE 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

139.20 

Appendix 1: 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 138.20 in the feedback below.  

Agenda 
item 

Items of particular note: 

138.20 Quality and Performance Integrated Performance Report 

Quality 

The committee commended the evidence of planning ahead to the patient safety and experience 
demands of hot weather later in the year. The QAC had discussed this item as a result of shared 
information about both acute kidney injuries arising from dehydration and pressure / moisture 
damage associated with hot weather. 

The committee sought assurance from the Medical Director about the impact of some of the 
medication errors described on the IPR. The Medical Director provided some context, and it was 
agreed that the IPR would be reviewed in the light of the conversation. 

The Medical Director also provided context with regards to incident and safeguarding reporting, 
and explained the importance of pursuing a high level of reporting, but a low level of harm. High 
levels of safeguarding referrals indicates good levels of awareness of the need to protect 
vulnerable patients. 

The importance of providing more detailed analysis of Patient Safety and Patient Experience 
reporting was acknowledged and will be addressed in coming months. The Patient stories to the 
Trust Board would also be considered as a vehicle for providing such context. 

The coming development of a dashboard to support implementation of the Delivering Excellence 
Framework was noted and welcomed. Its contemporaneous nature will support timely 
intervention to support improvement locally. 

Enclosure Number 

6 
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Agenda 
item 

Items of particular note: 

Performance 

The committee acknowledged the impact of the return to pre-pandemic activity levels on all 
aspects of performance. Continued development of approaches to manage recovery from the 
first wave of the pandemic, any future waves and usual winter pressures was also noted. 

The benefits of the NHS111 First model were welcomed. 

Cancer 

All of the standards had been achieved apart from the standard associated with screening 
programmes suspended during the pandemic. Plans to manage the accumulated backlog were 
well developed. 

Diagnostics 

The committee noted general improvement and plans to recover from the suspension of 
endoscopy during the pandemic. The impact of replacement equipment was acknowledged. 

Stroke 

The achievement of 9 of 13 SSNAP performance indicators was welcomed and commended. 

COVID 

The committee heard that the Trust is feeling the impact of increasing numbers of COVID positive 
patients but managing well and preparing ahead. The maintenance of elective activity will 
continue as long as possible. The difference was in which wave two of the pandemic is affecting 
the local population and consequently the hospital was noted. 

Recovery Plan 

Recovery performance was reported to be ahead of plan in respect of elective surgery. Regional 
collaboration to help address the backlog is continuing. 

139.20 Quality Accounts 2019-20 

The committee noted the fulfilment of the requirement with regard to the Quality Account. The 
desirability of providing a more accessible version of quality information was agreed. 

140.20 CQC Action Plan 

The committee welcomed plans to revise reporting on the outstanding items in the plan to 
incorporate the information into other existing reports. The outcome of the CQC’s assessment of 
the evidence of compliance submitted to the Trust is still awaited. 

141.20 Quality Assurance and Improvement Report 

The committee also welcomed plans to revise the format of this regular report to improve its 
value. 

142.20 Quality Report – Clinical Effectiveness 

The committee noted the report but sought a review of the format to help highlight the key issues 
more clearly. The Medical Director directed attention to a number of pathways in which the Trust 
is performing well against national benchmarking, including the National Lung cancer Audit, and 
the Chronic Obstructive Pulmonary Disease Clinical Audit. The Intensive Care National Audit 
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Agenda 
item 

Items of particular note: 

and Research Centre report on COVID 19 in Critical Care report reflects the good practice in the 
Trust arising from advanced respiratory support available outside ICU. The level of assurance 
provided was welcomed, however. 

143.20 Consent – Proposed Establishment of a Consent Committee 

The committee welcomed the establishments of a group to review and oversee practice in 
respect of consent, in light of two recent national reports which include recommendations about 
consent practice. The involvement of patients in the planned groups was particularly welcomed, 
as was the multi-professional nature of the membership. 

144.20 CQUIN Update 

The update was noted. 

145.20 Performance governance during second wave of COVID-19 

The committee enclosed the plans to revise the performance and accountability framework 
during the pandemic. 

146.20 Electronic prescription and medication administration – progress report 

The progress update was welcomed. Although the programme is ambitious, there is commitment 
to effective and timely delivery of the benefits. The Medical Director confirmed that lessons have 
been learned from implementation elsewhere, including from the Trust’s ICU and from the IoW 
Trust. 

147.20 Care Quality Commission report – medicines management 

The committee noted that an action plan to address the points raised in the report, which was 
provided to the committee and is attached for the Board’s attention. The committee 
acknowledged that the matters contained therein have been discussed on previous occasions. 
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QUALITY AND PERFORMANCE COMMITTEE 

 
Thursday 22nd October 2020 

09:30 – 12:00  
Via Microsoft Teams 

 

A G E N D A 

 

 
Item No. Time Item Enclosure  

No. 
Presented 
by 

 
135.20 09.30 

 

Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

136.20 09.32 

 
Minutes of the last meeting – 23rd September 
2020 
 

1 Chair 

137.20 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

 
QUALITY 
 

138.20 09.35 
Quality and performance integrated 
performance report 

 
To follow 

 
COO/MD/CN 

139.20 10.20 Quality Accounts 2019 – 20 3 DGR 

140.20 10.30 CQC Action Plan N DGR 

141.20 10.35 Quality assurance and improvement report N DGR 

142.20 10.40 Quality report – clinical effectiveness 4 MD 

143.20 10.50 
Consent – proposed establishment of a 
Consent Committee 

5 MD 

144.20 11.00 CQUIN update 6 DGR 

PERFORMANCE 

145.20 11.10 
Performance governance during second wave 
of COVID-19 

7 DCEO 

146.20 11.20 
Electronic prescription and medication 
administration – progress report 

8 MD 
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147.20 11.30 
Care Quality Commission report – medicines 
management 

9 MD 

POLICY 

148.20 11.40 Policy status update N DGR 

COMMITTEE FEEDBACK 

149.20 11.50 
Committees report to the Quality and 
Performance Committee: 

• Data Protection and Data Quality Committee

• Formulary and Medicines Group

10 Chair 

150.20 12.00 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 

151.20 Any other business N Chair 

152.20 Feedback to Trust Board N Chair/DGR 

Date of next meeting: Thursday 19th November 2020, 09:30, E Level Boardroom, 
Education Centre, Queen Alexandra Hospital 

Chair 
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report CQC REPORT – MEDICINES MANAGEMENT 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE- 22ND OCTOBER 2020 

Agenda item 
number 

147.20 

Executive lead Matthew Wood – Divisional Director, Clinical Delivery Division 

Author Sarah Nolan – Deputy Chief Pharmacist 

Date report 
written 

9th October 2020 

Action required Discussion / Approval  

Executive 
summary 

 
In July 2020, the CQC carried out a short notice announced focused inspection of 
medicines management in response to increasing concerns highlighted by the 
incidents reported through national reporting systems and received by direct 
notification from the trust. 
 
There had been two reported never events related to wrong route 
administration of medicines and a series of medicines related discharge incidents 
had been reported. 
 
During the visit, urgent care, respiratory, older people medicine and surgical 
wards were visited. Since the visit, actions have been and continue to be taken to 
address the medicines management concerns raised by the CQC not only within 
the areas visited but to ensure learning is shared throughout the trust.  
 

Appendices 
attached 

Appendix A – CQC Report 
Appendix B – CQC Action Plan 
Appendix C – Watch out notice – Incorrect TTOs 
Appendix D – Safe Practice Checklist – Issuing Medication on Discharge 
 

Recommendations The Committee is requested to note the report  

Next steps The following actions will be taken after consideration of this report: 
a) See Appendix B – CQC Action Plan 

 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 
 

✓ ✓ ✓ 
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CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

✓ ✓ ✓

Links to Board 
Assurance 
Framework 

BAF23 

Links to Board Risk 
Register 

1408 

Compliance / 
Regulatory 
Implications 

CQC Compliance 

Quality Impact 
Assessment 

PATIENT EXPERIENCE: Major change- Positive  
PATIENT SAFETY: Major change – Positive  
CLINICAL OUTCOME: Major change – Positive  
OPERATIONAL PERFORMANCE: Moderate change– Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate change– 
Positive  
ACCESSIBILITY / WAITING TIMES: No impact on quality 
STAFF: Moderate Change – Positive  

Equality Impact 
Assessment 

No equality implications 

Page 78 of 315



Ratings

Overall rating for this hospital
Are services safe?
Are services effective?
Are services well-led?
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Tel: 02392286000
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Date of inspection visit: 15 July 2020
Date of publication: 02/10/2020
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Overall summary of services at Queen Alexandra Hospital

We carried out a short notice announced focused inspection of medicines management in response to increasing
concerns highlighted by the incidents reported through national reporting systems and received by direct notification
from the trust.

There had been two reported never events relating to wrong route administration of medicines and a series of
medicines related discharge incidents had been reported.

Following the most recent inspection, published in January 2020, there was a should action relating to the adequate
storage of medicines to avoid medicines errors in the medical care core service. We had found some inner locked
controlled drug cupboards were untidy and controlled drugs were mixed with expired stocks and patients own
medicines.

Following the inspection published in January 2020 we had not received evidence that showed clear action had been
taken to address the concerns raised regarding medicines management in the report.

During this inspection we used our focused inspection methodology to look at medicines management across the
hospital. We did not cover all key lines of enquiry and we have not rated this service.

We visited a selection of departments in order to review processes and confirm understanding of medicines
management with staff.

We have reported our findings and evidence in relevant core service sections. Where evidence, for example trust
governance processes, goes across core services we have reported these in the medical care section only.

During our inspection of 15 July 2020, we visited respiratory wards E7/E8, elderly care wards G1/G2/G3/G4 and C6,
surgical ward E2, the acute medical unit and the emergency department (both adult and paediatric departments).

We spoke with 27 members of staff at all levels including nurses, ward managers, practice educators, matrons,
pharmacists and pharmacy managers. We also looked at documentation including; patient medicine charts, incident
records, quality audits and trust policies and procedures. During the inspection we also spoke with four patients.

After the onsite inspection we interviewed the chief pharmacist using remote video conference technology.

Due to risks associated with Covid-19, we did not visit any areas of the hospital where patients with Covid-19 were being
treated.

During this inspection we found improvements regarding medicines management, safe storage of controlled drugs and
patients own medicines.

We found:

• Staff described the induction process which encompassed medicines management.

• Pharmacy staff embedded within ward teams and wards.

• Improved storage of medicines, including patients own medicines.

• Improved availability of consumables to aid safe administration of medicines.

• Improvements with the management and storage of discharge medications.

• Patients told us drug rounds took place on time.

Summary of findings
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• Incidents were reviewed and learning from recent medication incidents had been shared across the whole trust.

• We saw an open culture with staff of different grades able to challenge each other and confirm medicine related
queries.

• Nursing and pharmacy leaders described improved and developing governance arrangements regarding medicines
management, thematic reviews and safety.

However, there were some areas for improvement:

• We saw variable adherence to trust policy regarding the security of keys for drug cabinets.

• Staff reported the design and format of medicine charts made it challenging to sign and date the charts as required
by trust policy.

• We found there was an inconsistent approach across the trust relating to medicines and the discharge process.

• We saw examples of poor compliance with prescribing and nurse record-keeping best practice on insulin charts.

• We found a reactive approach to medicine related incidents and associated learning across the trust.

• In one department we found a discrepancy with the recording of internal prescription forms.

We also saw examples of good practice:

Practice educators, employed by the trust, had developed and delivered both planned and ad hoc training to staff with
regard to medicines management and administration. This included medicines management training for groups of
patients that required specialist knowledge and skills to maintain good quality care.

Summary of findings
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Summary of this service

Urgent and emergency services are provided by the trust at Queen Alexandra Hospital. The department is open 24 hours
a day, seven days a week, with consultant-led emergency care and treatment provided from 8am to 12 midnight, seven
days a week to people across the city of Portsmouth and south east Hampshire.

The department has a four-bay resuscitation area, with one bay designated for children. There are two major treatment
areas and a separate ‘pit stop’ assessment area with six trolleys and four chairs.

There is a nine-bed emergency decision unit. This area comprises of two four-bed bays and a single-bed sideroom. The
area is used for patients who are unlikely to require admission but who require short term observation or are waiting for
test results.

Is the service safe?

Mandatory Training

The emergency department and acute medical unit provided mandatory training in key skills to all staff and made
sure everyone completed it.

Matrons and nursing managers described systems and processes for training staff in medicines management and safety.
Newly qualified nurses we spoke with were aware of the trust medicines related policies and where to find them for
future reference.

Nursing managers described the induction process relating to medicines management. The induction took place over a
3-month period and covered: local induction, medicines induction, insulin training and administration skills, drug
calculations, oral medicines administration competencies, anaphylaxis, a medicines competency check and skills
assessment.

Once the initial induction had been completed nurses are then able to undertake intravenous (IV) administration
training and assessment (at approx. 6 months). The IV training was described as a mixture of face to face study days, on
the job shadowing and supervision.

Staffing

The emergency department and acute medical unit had enough nursing staff with the right qualifications, skills,
training and experience to keep patients safe from avoidable harm and to provide the right care and treatment.

Nursing staff we spoke with told us they did not feel understaffed or under pressure due to current staffing levels. There
was reduced activity within the department due to COVID-19. Nurse managers and nursing staff told us the reduced
activity had enabled them to manage staff levels more effectively. Our observations of staffing levels in the department
during this inspection confirmed this to be the case.

Medicines

The emergency department and acute medical unit used systems and processes to safely prescribe, administer,
record and store medicines.

Medicines we checked in the emergency department were labelled clearly, segregated and were in date. Daily stock
checks of controlled drugs were in place and these were correctly noted in the controlled drugs register. This was in
accordance with trust policy.

Urgent and emergency services
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The trust reported two never events relating to the wrong route administration of medication; one of which related to a
controlled drug. One of the contributory factors identified was the lack of the correct consumables to enable safe
administration. During this inspection, we saw the department had a sufficient supply of consumables to aid safe
administration. The items were clearly labelled, stored and segregated.

An emerging theme and concern from reported incidents related to errors with medications being sent home with
discharged patients, these are called ‘to take out’ medications.

In addition, incidents had been reported with the safe storage of patients own drugs which have been prescribed
outside of the hospital. These are medications patients bring into hospital with them when they are admitted as an
inpatient.

We checked ‘to take out’ medicines for patients awaiting discharge, these contained the required prescribed medicines
for the individuals. These included patients own drugs held in the department and those previously dispensed to
patients during admission.

Nursing staff described improvements made following the last inspection to medicines organisation and storage. Staff
reported the pharmacy service was effective and pharmacy staff were an integral part of the team. The pharmacy staff
attended morning handovers, met with nurse managers to plan discharges and offered training to nursing staff. They
also undertook prompt medicines reconciliation in line with trust policy, together with clinical screening of prescribing
and arranging medicines for ‘to take out’. Where required, pharmacy staff would provide counselling to patients prior to
discharge regarding their medications.

Pre-printed 7 day nursing care plans were used across the trust and included a prompt for medication upon transfer or
discharge. It was noted these lacked detail as to the criteria to be covered when dealing with discharge medications.

We reviewed the trust discharge and medicines policies. The discharge policy had limited mention of medicines at
discharge, and no set criteria for checking them. The medicines policy contained detail about the supply of discharge
medication. Through discussion with staff, we found understanding and awareness of the details contained of the policy
were not embedded. The lack of a formalised approach had resulted in variability in the discharge process across the
trust. We saw some areas of good practice; for example, some wards reported they had developed prompts or checklists
for checking discharge medicines, but this activity was not coordinated and these were not widely shared.

In the areas inspected in the emergency department we saw patient’s own controlled drugs were logged in a register
and kept securely in a separate controlled drugs cupboard. However, there was less secure arrangements for the
management of patient ‘s own drugs. Patient ‘s own drugs were not always recorded or securely stored, with the
exception of controlled drugs, which were logged as above. In some areas we found patient own drugs were left with the
patient until reaching their ‘onward destination’ within the hospital. There was no apparent risk assessment to this
approach to ensure other patients in the department could not access these medicines, or to manage potential self-
administration. We highlighted this concern to the trust during our inspection. Information from the trust received after
the inspection shows they reviewed the situation and had introduced mitigations to address safe storage of patient’s
own medicines in the emergency department.

We reviewed resuscitation trolleys and found them to be accessible and secure. At the last inspection we found
resuscitation trolleys were not secure which led to concerns regarding security of medications stored in them. During
this inspection we saw the trust had replaced the resuscitation trolleys. The new style trolleys improved storage,
accessibility and security. We also saw records detailing weekly visual inspection and monthly internal inspection and re
‘tagging’ using tamper evident tags.

Urgent and emergency services
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Throughout the emergency department, with the exception of emergency department observation area, when medicine
trollies were not in use they were locked and secured to the wall. We saw evidence medical refrigerators were being
managed in line with trust policy. Nothing other than medicines were contained within them, they were clean and frost
free with the regular monitoring of temperatures.

We did not see excessive quantities of medicines waste and waste was segregated and stored in locked rooms. In the
emergency department ‘pitstop’ waste medicines were placed in a pharmaceutical waste bin, as used across the trust,
however the bin was open with no lid and in a public area which could be a potential risk. We were advised by the nurse
in charge that this area was manned 24/7 by reception staff. After the inspection the trust confirmed they had removed
the waste bin to a secure location and a risk assessment carried out.

We checked the storage of internal prescription documentation, known as FP10s. These are individually identifiable and
should be logged and stored securely. In the acute medical unit, we found discrepancies with the log which suggested
five FP10 prescription forms were missing. We highlighted this to the department and the trust at the time of the
inspection who immediately commenced a review. After the inspection the trust confirmed this was due to an
administrative error and the FP10s had been located and accounted for.

Incidents

Staff recognised and reported incidents and near misses. Managers investigated incidents and shared lessons
learned with the whole team. They were beginning to share learning across the wider service. Managers ensured
that actions from patient safety alerts were implemented and monitored.

Staff we spoke with were aware of incidents reported and could describe learning that had been identified and shared.
The trust created ‘Watch Out’ posters to alert and educate staff on key issues. We saw ‘Watch Out’ posters were clearly
visible in relevant places such as treatment rooms, as a reminder to staff.

One of the reported never events had occurred in the emergency department. All staff we spoke with were aware of the
incident and could describe the learning from both this and the other reported never event.

Matrons told us there were regular weekly meetings where reported incidents were reviewed. These meetings were
attended by divisional matrons. We reviewed minutes from the meetings which demonstrated medicine incidents were
reviewed and discussed.

Pharmacy leads told us divisional pharmacists were included in the reviews of incidents reported, to aid collaborative
working in medicines safety management.

Medicine administration incidents and learning were managed in a supportive and reflective way. Managers told us staff
were offered additional training and supervision, renewed competency assessment and where required further
shadowing. Nursing staff we spoke with confirmed this took place.

Is the service well-led?

Managing of risks, issues and performance

Leaders and teams used systems to manage performance however they were often reactive to medicines related
issues rather than proactive. They were beginning to identify and escalate relevant risks and issues.

Although the trust had systems to manage and review risk and performance, there was insufficient evidence to confirm
the trust demonstrated a proactive approach to quality improvement regarding medicines. We saw evidence to
demonstrate the trust was reactive to incidents that required attention.

Urgent and emergency services
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Staff described, and we saw, some innovative practices being implemented within the emergency department and acute
medical unit, for example ‘watch out’ stickers, ‘pegging’ medicine charts with changes and nurse led discharge.
However, we found these innovations were not being openly shared and considered more widely across the trust.

Managers within both the emergency department and acute medical unit reported monthly governance meetings, there
was evidence as to the output of these meeting within the department in the form of action posters for dissemination to
staff.

Urgent and emergency services
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Summary of this service

Medical services at Portsmouth Hospitals NHS Trust provides care and treatment for acute nephrology, audiology,
cardiology, gastroenterology, general medicine, neurological rehabilitation, acute older people’s care, respiratory
medicine and stroke medicine. There are 580 medical inpatient beds located across 24 wards at Queen Alexandra
Hospital.

Is the service safe?

Mandatory Training

The service provided mandatory training in key skills to all staff and made sure everyone completed it.

Matrons and ward managers described systems and processes for training staff in medicines management and safety.
Newly qualified nurses we spoke with were aware of the trust medicines related policies and where to find them for
future reference.

Ward managers described the induction process relating to medicines management. The induction took place over a
3-month period and covered: local induction, medicines induction, insulin training and administration skills, drug
calculations, oral medicines administration competencies, anaphylaxis, a medicines competency check and skills
assessment.

Once the initial induction had been completed nurses were then able to undertake intravenous (IV) administration
training and assessment (at approximately 6 months). The IV training was described as a mixture of face to face study
days, on ward shadowing and supervision.

Data provided by the trust after the inspection showed nurse compliance with medicines management training, within
the Medicine and Urgent Care division, was 91% (July 2020).

The trust confirmed IV training was not recorded as a mandatory requirement on their training record. However, data
supplied showed 165 nurses, out of 381 within the Medicine and Urgent Care division, had completed IV competency
training.

Staffing

The service had enough nursing staff with the right qualifications, skills, training and experience to keep patients
safe from avoidable harm and to provide the right care and treatment. It gave bank and agency staff a full
induction before they worked on a given ward. However, there was a gap in pharmacy staffing which was created
by a combination of vacancies and sickness.

Nursing staff we spoke with told us they did not feel understaffed or under pressure because of staffing levels. There was
reduced activity within some departments/wards in the hospital due to COVID-19. Nurse managers and nursing staff told
us the reduced activity had enabled them to manage staff levels more effectively. Our observations of staffing levels on
wards visited during this inspection confirmed this to be the case.

We saw pharmacists on the wards we visited both supporting nursing teams and speaking with patients. However,
pharmacy staff we spoke with reported that there was a gap in staffing which was due to a combination of vacancies and
sickness. Some pharmacy staff told us this did have an impact on the level of support provided to wards, although they
described how cover was arranged to ensure all wards had some pharmacy support.

Medical care (including older people’s care)
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The trust used a dispensing system within the ward to reduce the time it took to process prescriptions and to reduce
medication errors. This meant pharmacy staff were based on, or near to wards, rather than in a central pharmacy
department. Effective systems have been shown to improve turnaround times with dispensing. However, staff told us
the lack of accredited checking technicians meant the near patient dispensing systems did not operate as effectively as
they could.

Pharmacy managers told us business cases for additional pharmacy posts were being reviewed for submission for
approval. The trust had plans to implement an electronic prescribing and medicines administration (EPMA) tool in the
coming months. It was envisaged that the implementation of EMPA would alleviate certain risks and pressures, allowing
the triage and focus of pharmacy staff.

Medicines

The service used systems and processes to safely prescribe, administer, record and store medicines.

The last inspection noted a concern regarding the storage of medicines on wards. During this inspection we found
improvements in the storage of medicines. Staff were proactively managing the available cupboard space for the safe
storage of medicines and controlled drugs. Medicines we checked were labelled clearly, segregated and were in date.

Daily stock checks of controlled drugs were in place for all wards visited and these were correctly noted in the controlled
drugs register. This was in accordance with trust policy.

The trust reported two never events relating to the wrong route administration of medication; one of which related to a
controlled drug. One of the contributory factors identified was the lack of the correct consumables to enable safe
administration. During this inspection, on all the wards we visited, we saw each ward stored a sufficient supply of
consumables to aid safe administration. The items were clearly labelled, stored and segregated across all wards.

An emerging theme and concern from reported incidents related to errors with medications being sent home with
discharged patients. Medicines sent home with patients are called ‘to take out’ medications.

In addition, incidents had been reported with the safe storage of ‘patients own drugs’. Patients own drugs are
medications patients bring into hospital with them when they are admitted as an inpatient.

We checked ‘to take out’, including patients own drugs for patients awaiting discharge. All ‘to take out’ we reviewed were
accurate and contained all medications required for the patient being discharged and no erroneous medicines.

Ward staff described improvements made following the last inspection to medicines organisation and storage. Ward
staff reported the pharmacy service was effective and pharmacy staff were an integral part of the ward team. The
pharmacy staff attended morning handovers, met with ward sisters to plan discharges and offered training to nursing
staff. They also undertook prompt medicines reconciliation in line with trust policy, together with clinical screening of
prescribing and arranging medicines for ‘to take out’. Where required, pharmacy staff would provide counselling to
patients prior to discharge regarding their medications.

Pre-printed 7-day nursing care plans were used across the trust and included a prompt for medication upon transfer or
discharge. It was noted these lacked detail as to the criteria to be covered when dealing with discharge medications.

We reviewed the trust discharge and medicines policies. The discharge policy had limited mention of medicines at
discharge, and no set criteria for checking them. The medicines policy contained detail about the supply of discharge
medication. Through discussion with staff, we found understanding and awareness of the details contained of the policy
were not embedded. The lack of a formalised approach had resulted in variability in the discharge process across the
trust. We saw some areas of good practice; for example, some wards reported they had developed prompts or checklists
for checking discharge medicines, but this activity was not coordinated and these were not widely shared.

Medical care (including older people’s care)
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We saw safe storage of patients own drugs on the wards. We saw controlled drugs were logged in a register and stored
securely in a separate controlled drugs cupboard. Other patients own drugs were stored in lockable cabinets at the
patient bedside.

We observed drug rounds and staff demonstrated good practice relating to: verification of patient identification by
name and date of birth; allergy status confirmation, medicine and dose confirmation with patients prior to
administration, obtaining consent prior to administration of injectables and administration.

Patients we spoke with told us drug rounds were usually on time. They also said time was taken for each patient and
nurses would talk them through what was being administered and answered any questions.

Management of time sensitive medicines was variable from ward to ward and there did not appear to be a standardised
mechanism in place to ensure that patients routinely received their time sensitive medicines at the prescribed time.
Nurses we spoke with, each had their own way of remembering which time sensitive doses are due. However, after
reviewing medicine charts, we found no documented concern in the administration timings of medicines.

Staff reported that the format of the medicine charts made it difficult to record the timings of regular medicines. For
example, there was limited space on the chart to record when a dose of regular paracetamol had been administered late
due to the medicines round being delayed. Feedback from nursing staff also identified the forms did not provide space
to counter sign where trust policy requires, for example controlled drugs.

We noted areas of good practice. Specialist nurses were available ‘on call’ across the trust to support patient education
of high-risk medicines. Training would also be provided where the patient received additional support from a relative or
friend. The high-risk medicines included anticoagulants and insulin. Where it was felt that such medicines cannot be
safely managed upon discharge, nursing staff were able to make referrals to community nursing teams to support
patients in their own homes.

We reviewed resuscitation trolleys and found them to be accessible and secure. At the last inspection we found
resuscitation trolleys were not secure which led to concerns regarding security of medications stored in them. During
this inspection we saw the trust had replaced the resuscitation trolleys. The new style trolleys improved storage,
accessibility and security. We saw the new trolleys on all the wards visited. We also saw records detailing weekly visual
inspection and monthly internal inspection and re ‘tagging’ using tamper evident tags.

When medicines trollies were not in use, they were locked and secured to the wall.

We saw evidence most medical refrigerators on medical wards were being managed in line with best practice. There was
nothing other than medicines contained within them, they were clean and frost free with the regular monitoring of
temperatures. However, we found there was no clear system which enabled staff to check what should be contained
within each refrigerator. For example, we saw on ward G3 there was a list of medications contained within the
refrigerator but no stock list.

Overall the management of waste medicines on wards we visited was in line with trust policy. We did not see excessive
quantities of waste and waste was segregated and stored in locked rooms.

We saw all staff following trust policy when handling controlled drugs, preparing them for administration and when
giving to patients. However, we saw some nurses preparing controlled drugs and they told us they were unaware of
recordkeeping requirements with regard to noting errors made. We saw errors being crossed out which does not follow
national guidance. When asked, staff stated they were aware of the trust’s controlled drugs policy and where to find it.

We observed key security for controlled drugs cabinets did not follow the trusts policy in all departments we visited. The
policy states keys should be kept separated from others key and/or kept with the nurse in charge. However, we saw
variable adherence with the management of the keys on all wards visited.

Incidents
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Staff recognised and reported incidents and near misses. Managers investigated incidents and shared lessons
learned with the whole team. They were beginning to share learning across the wider service . Managers ensured
that actions from patient safety alerts were implemented and monitored.

Staff we spoke with were aware of incidents reported and could describe learning that had been identified and shared.
The trust created ‘Watch Out’ posters to alert and educate staff on key issues. We saw ‘Watch Out’ were clearly visible in
relevant places such as treatment rooms on wards, as a reminder to staff.

Matrons told us there were regular weekly meetings where reported incidents were reviewed. These meetings were
attended by divisional matrons. We reviewed minutes from the meetings which demonstrated medicine incidents were
reviewed and discussed.

Pharmacy leads told us divisional pharmacists were included in the reviews of incidents reported, to aid collaborative
working in medicines safety management.

Medicine administration incidents and learning were managed in a supportive and reflective way. Managers told us staff
were offered additional training and supervision, renewed competency assessment and where required further
shadowing. Nursing staff we spoke with confirmed this took place.

Is the service effective?

Pain Relief

Staff assessed and monitored patients regularly to see if they were in pain, and gave pain relief in a timely way.

During our inspection of medicines management we reviewed the timeliness of medication rounds carried out by
nursing staff.

We observed each ward had multiple drug trollies which enabled medications to be given concurrently on the wards.
Staff giving medications were allocated the role as part of the shift rota and were not disturbed during the rounds.

At the time of our inspection we saw rounds completed in a timely manner which meant patients received their
medication and pain relief when they should. We reviewed medicine charts which confirmed pain relief was given within
the required timeframe.

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.

Ward managers and practice educators described how they managed staff competency. They told us where additional
training needs were identified they would arrange training.

Practice educators described some innovative strategies for updating staff on safety alerts and changes in trust
processes. One educator told us they used a ‘trolley dash’ around the wards where they gave quick updates to staff on
wards. Staff reported these worked well as they enabled training to be accessed easily and they told us they
remembered the message more effectively.

Is the service well-led?

Culture
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Staff felt respected, supported and valued. They were focused on the needs of patients receiving care. The service
had an open culture where patients, their families and staff could raise concerns without fear.

Staff told us, and we saw, they were empowered to raise and address concerns. We observed a newly qualified nurse
preparing an intravenous antibiotic for infusion. The nurse wasn’t satisfied that the dose on the medicine chart was
correct for the patients weight. We saw the nurse was able to openly discuss the concern with the prescribing doctor and
clarify the intravenous dose required before administering the medicine.

Governance

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

Matrons described regular meetings had commenced, attended by divisional matrons, where medicine related incidents
were an agenda item for review and discussion. We reviewed minutes of these meetings which confirmed the
discussions took place.

Pharmacy leaders described how work had begun to review medicine related incidents on a thematic basis. The themes
being looked at included insulin and anticoagulant prescribing. We were told the output from these reviews would be
fed into quality improvement projects.

Pharmacy leaders and staff described positive developments with regard to medicines management across the trust.
The pharmacy team undertook monthly medicines reconciliation audits. It was the intention for these audits to become
more focused and responsive to emerging themes. For example, a previous focus was oxygen prescribing which resulted
in a decrease in issues reported and harm.

The patient discharge process was variable across the trust. There was no formalised or documented set of
responsibilities for nursing staff when discharging patients. Nurse managers told us nursing staff, responsible for
discharging patients, were aware of the expectations of them and this included medications. However, this expectation
was not formalised within the discharge policy or the medicines and controlled drugs policy.

Staff described areas of individual good practice on a number of wards by the way of prompt sheets and checklists.
Although some of these are specifically related to certain specialties, we noted this good practice had not been shared
across the divisions.

Managing of risks, issues and performance

Leaders and teams used systems to manage performance however they were often reactive to medicines related
issues rather than proactive. They were beginning to identify and escalate relevant risks and issues.

Although the trust had systems to manage and review risk and performance, there was insufficient evidence to confirm
the trust demonstrated a proactive approach to quality improvement regarding medicines. We saw evidence to
demonstrate the trust was reactive to incidents that required attention.

We saw that leaders across divisions and between wards did not always work together to address quality improvement.
However, we were told cross divisional working was improving. Matrons described regular meetings which took place to
review key themes, including: leadership, safety and reported incidents. Each meeting was chaired by a representative
from different a division and had a set agenda.
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Both ward staff and pharmacy staff were positive regarding the move to base pharmacy staff on wards. This was
primarily in response to the Covid-19 situation. However, both nursing and pharmacy teams told us the change had
made positive impact on the management of medicines. Nursing staff told us it was easier and quicker to access the
pharmacy team for help and guidance. Pharmacy staff told us being on the wards made it easier to be responsive to
requests from the nursing and medical teams.

Ward managers reported monthly governance meetings, there was evidence as to the output of these meeting on wards
in the form of action posters for dissemination to the wards’ staff.

Areas for improvement

The trust should:

• Assure themselves staff adhere to trust policy regarding the handling and management of keys for controlled drugs
cabinets.

• Assure themselves staff document record keeping errors in the controlled drug register in line with trust policy.

• Assure themselves prescribers adhere to trust policy regarding completion and revision of prescriptions.

• Consider reviewing discharge processes used across the trust in relation to medicines to develop and document a
consistent approach.

• Consider how the design of prescription charts affects staff ability to complete them in line with trust policy.
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Summary of this service

Portsmouth Hospitals NHS Trust provides district general hospital surgical services at the Queen Alexandra Hospital. The
surgical specialties offered at the hospital are colorectal, urology, breast and plastics, lower and upper gastrointestinal,
vascular surgery, bariatric and general surgery.

The trust is an orthopaedic centre, providing elective and emergency trauma surgery, with the head and neck clinical
service centre at the trust also providing ophthalmic (eye) surgery, dental, maxillo-facial and oral surgery.

Is the service safe?

Staffing

We visited ward E2 which had enough nursing staff with the right qualifications, skills, training and experience to
keep patients safe from avoidable harm and to provide the right care and treatment.

Nursing staff we spoke with told us they did not feel understaffed or under pressure because of staffing levels. There was
reduced activity within some departments/wards in the hospital due to COVID-19. Nurse managers and nursing staff on
the ward told us the reduced activity had enabled them to manage staff levels more effectively and our observations of
staffing levels during the inspection confirmed this.

Medicines

We visited ward E2 which used systems and processes to safely prescribe, administer, record and store medicines.

The last inspection noted a concern regarding the storage of medicines on wards. During this inspection we found
improvements in the storage of medicines. Across most wards we visited there was adequate cupboard space for the
safe storage of controlled drugs. Medicines we checked were labelled clearly, segregated and were in date.

The controlled drugs cupboard on ward E2 was a small, single cupboard and staff reported this made it challenging to
store medicines effectively. However, the ward staff had raised the concern and put this on the ward risk register. To
mitigate any issues, the ward staff worked with the pharmacy team to keep the stock levels to a minimum. All the other
wards we visited had double cupboards for the storage of controlled drugs.

We observed key security for controlled drugs cabinets did not follow the trusts policy in all departments we visited. The
policy states keys should be kept separated from others key and/or kept with the nurse in charge. However, we saw
variable adherence with the management of the keys on all wards visited.

Daily stock checks of controlled drugs were in place for all wards visited and these were correctly noted in the controlled
drugs register. This was in accordance with trust policy.

The trust reported two never events relating to the wrong route administration of medication; one of which related to a
controlled drug. One of the contributory factors identified was the lack of the correct consumables to enable safe
administration. During this inspection, we saw ward E2 had a sufficient supply of consumables to aid safe
administration. The items were clearly labelled, stored and segregated.

An emerging theme and concern from reported incidents related to errors with medications being sent home with
discharged patients. Medicines sent home with patients are called ‘to take out’ medications.

In addition, incidents had been reported with the safe storage of ‘patients own drugs’. Patients own drugs are
medications patients bring into hospital with them when they are admitted as an inpatient.
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We checked ‘to take out’, including patients own drugs for patients awaiting discharge. All ‘to take out’ we reviewed were
accurate and contained all medications required for the patient being discharged and no erroneous medicines.

As noted on the medicines wards, ward staff described improvements made following the last inspection to medicines
organisation and storage. Ward staff reported the pharmacy service was effective and pharmacy staff were an integral
part of the ward team. The pharmacy staff attended morning handovers, met with ward sisters to plan discharges and
offered training to nursing staff. They also undertook prompt medicines reconciliation in line with trust policy, together
with clinical screening of prescribing and arranging medicines for ‘to take out’. Where required, pharmacy staff would
provide counselling to patients prior to discharge regarding their medications.

Pre-printed 7-day nursing care plans were used across the trust and included a prompt for medication upon transfer or
discharge. It was noted these lacked detail as to the criteria to be covered when dealing with discharge medications.

We reviewed the trust discharge and medicines policies. The discharge policy had limited mention of medicines at
discharge, with no set criteria for checking. The medicines policy contained more detail regarding the supply of
discharge medication. However, through discussion with staff, we found understanding and awareness of the details
contained within the policy was not embedded. The lack of a formalised approach has resulted in variability of the
discharge process across the trust. We saw some areas of good practice and a number of wards reported developing
prompts or checklists for this purpose, however these were not widely shared.

We saw safe storage of patients own drugs on the ward. We saw controlled drugs were logged in a register and stored
securely in a separate controlled drugs cupboard. Other patients own drugs were stored in lockable cabinets at the
patient bedside.

Medicine charts we reviewed reflected that medicines had been administered safely and effectively, however policy and
best practice were not always followed. Management of time sensitive medicines was variable from ward to ward and
there did not appear to be a standardised mechanism in place to ensure that patients routinely received their time
medicines at the prescribed time. Nurses we spoke with, each had their own way of remembering which time sensitive
doses are due, of the medicine charts reviewed. However, after reviewing medicine charts, we found no documented
concern in the administration timings of medicines.

We reviewed an insulin chart of a surgical patent. This was for a long acting insulin for administration once daily, which
should be administered at the same time each day. It was evident from the time recorded blood glucose monitoring
undertaken each day, that this was being administered at the same time, however the intended time was not recorded
in the prescribing or administration details. In addition, there had been an alteration from a fixed dose to a variable dose
range, good practice would dictate that this would be rewritten and signed by the prescriber. Trust policy states when a
dose needs to be changed, the trust requires doctors to completely rewrite the prescription to avoid misinterpretation,
this had not occurred.

We noted areas of good practice. Specialist nurses were available ‘on call’ across the trust to support patient education
of high-risk medicines such as anticoagulants and insulin to ensure safe administration by patients, or where the patient
receives additional support from a relative or friend. Where it was felt that such medicines cannot be safely managed
upon discharge nursing staff were able make referrals to community nursing teams to support patients in their own
homes.

We reviewed resuscitation trolleys and found them to be accessible and secure. At the last inspection we found
resuscitation trolleys were not secure which led to concerns regarding security of medications stored in them. During
this inspection we saw the trust had replaced the resuscitation trolleys. The new style trolley improved storage,
accessibility and security. We also saw records detailing weekly visual inspection and monthly internal inspection and re
‘tagging’ using tamper evident tags.

When medicines trollies were not in use, they were locked and secured to the wall.
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Overall the management of waste medicines on the ward was in line with trust policy. We did not see excessive
quantities of waste and what we saw was segregated and stored in a locked room in accordance with trust policy.

Incidents

Staff recognised and reported incidents and near misses. Managers investigated incidents and shared lessons
learned with the whole team. They were beginning to share learning across the wider service. Managers ensured
that actions from patient safety alerts were implemented and monitored.

Staff we spoke with were aware of incidents reported and could describe learning that had been identified and shared.
The trust created ‘Watch Out’ posters to alert and educate staff on key issues. We saw ‘Watch Out’ were clearly visible in
relevant places such as treatment rooms on wards, as a reminder to staff.

Matrons told us there were regular weekly meetings, where reported incidents were reviewed. These meetings were
attended by divisional matrons. We reviewed minutes from the meetings which demonstrated medicine incidents were
reviewed and discussed.

Pharmacy leads told us divisional pharmacists were included in the reviews of incidents reported, to aid collaborative
working in medicines safety management. The pharmacy department had developed training aids to address specific
incidents such as patients being discharged with incorrect ‘to take out’ medications. We saw examples of the training
aids which demonstrated clear communication across the hospital.

Medicine administration incidents and learning were managed in a supportive and reflective way. Managers told us staff
were offered additional training and supervision, renewed competency assessment and where required further
shadowing. Nursing staff we spoke with confirmed this took place.

Within the surgical division, we were told of learning events held every 6 months. The learning need for each session was
identified by the nursing staff and comprised of face-to-face session and discussion, followed by an audit.

Is the service effective?

Pain Relief

Staff assessed and monitored patients regularly to see if they were in pain, and gave pain relief in a timely way.

During our inspection of medicines management we reviewed the timeliness of medication rounds carried out by
nursing staff.

We observed each ward had multiple drug trollies which enabled medications to be given concurrently on the wards.
Staff giving medications were allocated the role as part of the shift rota and were not disturbed during the rounds.

At the time of our inspection we saw rounds completed in a timely manner which meant patients received their
medication and pain relief when they should.

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.

Ward managers and practice educators described how they managed staff competency with regard to medicines
management. They told us where additional training needs were identified they would arrange training. For example,
this included specific training for administering intravenous medicines.
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For example, at the time of the inspection the surgical ward E2 were accepting patients who had different surgical
procedures than they were used to. Practice educators arranged training for nurses in how to care for these patients in
advance of their admission. Where this wasn’t possible, for example for an emergency admission rather than elective,
specialist nurses or the outreach team (ITU nurse led service) would be called for immediate assistance.

Practice educators described some innovative strategies for updating staff on safety alerts and changes in trust
processes. One educator told us they used a ‘trolley dash’ around the wards where they gave quick updates to staff on
wards. Staff reported these worked well as they enabled training to be accessed easily and they told us they
remembered the message more effectively.
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The team that inspected the service comprised a CQC lead inspector supported by a medicines inspector, an Inspection
Manager, and a specialist advisor with expertise in governance, nursing and medicines management.

The inspection was overseen by Catherine Campbell, Head of Hospital Inspection (South East Region).

Our inspection team
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PHU CQC Action Plan – Date of Inspection: 15th July 2020 

Concerns arising 

The trust should: 

Assure themselves staff adhere to trust policy regarding the handling and management of keys for controlled drugs cabinets 

Assure themselves staff document record keeping errors in the controlled drug register in line with trust policy 

Assure themselves prescribers adhere to trust policy regarding completion and revision of prescriptions 

Consider reviewing discharge process used across the trust in relation to medicines to develop and document a consistent approach 

Consider how the design of prescription charts affects staff ability to complete them in line with trust policy. 

Ref. Action Who Due Notes/update Status 

1.1 Share findings of CQC report at Medication Safety 
Committee for onward dissemination. 

Sarah Nolan Oct 
2020 

Shared at Medication Safety Committee 06/10/2020. Complete 

1.2 Share findings of CQC report at Professional Board for 
onward dissemination.  

Sarah Nolan Oct 
2020 

Meeting on 21/10/2020 To 
complete 

2.1 Watch out notice regarding controlled drugs cabinet keys 
and register entries to be produced 

Medication Safety 
Team 

Dec 
2020 

To 
complete 

2.2 Quarter 4 (2020) Controlled Drug Inspections to be 
completed by pharmacists on all clinical areas with non-
compliances shared with Divisions 

Sarah 
Nolan 

Oct-
Dec 
2020 

To 
complete 

3.1 All doctors to be reminded of the requirements for 
completion and revision of prescriptions contained within 
the Medicines Policy 

John Knighton Dec 
2020 

To 
complete 

3.2 All non-medical prescribers to be reminded of the 
requirements for completion and revision of prescriptions 
contained within the Medicines Policy 

Nicky Hill Dec 
2020 

To 
complete 

3.3 Watch out notice regarding prescribing requirements to 
be produced 

Medication Safety 
Team 

Dec 
2020 

To 
complete 

4.1 Continue to share watch out notice – ‘Giving incorrect 
medication (TTOs) on discharge 

Practice Educators Dec 
2020 

Complete 

4.2 Safe practice checklist, ‘Issuing discharge medication’ to Practice Educators Dec In 
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be shared with wards 2020 progress 

4.3 Safe discharge training to be provided to wards by 
pharmacy 

Pharmacists Dec 
2020 

In 
progress 

4.4 Safe discharge training to be added to nearpod and 
become part of the Essential Skills training  

Medication Safety 
Pharmacist/Sheena 
Keates 

Jan 
2021 

https://app.nearpod.com/presentation?pin=nefpi In 
progress 

4.5 Issuing medication on discharge SOP to be written and 
shared. 

Sheena 
Keates/Karen 
Dutton 

Jan 
2021 

In 
progress 

4.6 Electronic nursing care plan in development to include 
specific discharge criteria for TTOs 

James 
Johnson/Marilyn 
Upton 

Feb 
2021 

In 
progress 

5.1 Digital Medicines project team to ensure the electronic 
prescribing and medicines administration system 
facilitates and constrains prescribing and administration 
in line with the Medicines and Controlled Drug Policy and 
issues/themes raised from SLE learning, as paper drug 
charts are phased out. 

Mike Bennett-
Marsden 

May 
2021 

In 
progress 
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Committee: QUALITY AND PERFORMANCE COMMITTEE 

Date of Meeting: 19TH NOVEMBER 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 25TH NOVEMBER 2020 

Chair: MARTIN ROLFE 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

139.20 

Appendix 1: 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 156.20 in the feedback below. 

Agenda 
item 

Items of particular note: 

156.20 Quality and Performance Integrated Performance Report 

Quality Items: 

Patient Feedback: The committee was pleased to note the outputs from the real-time feedback 
pilot on 8 wards. The feedback includes detailed conversations with patients about whether 
they feel they have been treated with compassion. The first average rating in this area is 
9.6/10, which the committee was very pleased to see. 

Dementia Screening: The nursing team had identified the causes for the recent reduction in 
performance in respect of dementia screening. Improvements in data delivery to wards have 
been implemented, and in conjunction with increased education, these are expected to ensure 
a return to acceptable levels. 

COVID Related Safety Events: The committee sought assurance in respect of some of the 
reported incidents associated with COVID. It was noted that the cause / kay issue in each case 
is not necessarily COVID specific, but that the level of reporting can be interpreted as an 
indicator of COVID awareness across the Trust. The Chief Nurse agreed to conduct further 
analysis. The likely impact of maintaining “business as usual” during wave 2 on the incidence 
of COVID related incidents was also noted. 

Performance Items: 

Safeguarding: The committee noted the increase in safeguarding referrals, arising from a 
combination of increased awareness of the need for reporting and the increased incidence of 
causes for concern, thought to arise from domestic challenges presented by the pandemic. 
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Agenda 
item 

Items of particular note: 

COVID management continues to be a priority in the Trust, with current in-patient numbers 
being close to those seen in wave 1. The challenges of maintaining and recovering planned 
activity add to the complexities of managing the current wave. 

Ambulance conveyances have increased in the last month, indicating an increase in acuity of 
emergency attendees. Challenges to delivery of timely flow through the hospital arising from 
the need to maintain good infection prevention practice are affecting ambulance handover at 
times. 

The committee was pleased to note a reduction (although small) in the scale of the planned 
care waiting list and number of patients having to wait 52 weeks or more for treatment. 

157.20 Quality Report – Patient Safety Report Q1 and Q2 

The committee sought assurance regarding fluctuations in incident reporting rates during the 
pandemic, and heard that reporting mechanisms have been kept under review to ensure they 
are as accessible as possible. The challenges of delivering conventional approaches to come 
aspects of patient safety during the pandemic (e.g. falls prevention) were noted, but the 
importance of finding alternative methods of keeping patients safe was acknowledged. 

A 34% reduction in pressure ulcers incidents was welcomed. 

Plans to focus on medication safety in the context of discharge, by the addition of expertise to 
the patient safety team were welcomed. The committee sought and received assurance that a 
range of actions have been implemented (including a revised discharge checklist) and are in 
development (addition to the patient safety team, replacement of the pharmacy robot by the 
end of January 2021). The committee agreed that it continues to seek assurance that these 
measures are effective. 

The committee also sought improved clarity in future in respect of reporting of compliance with 
the Duty of Candour. 

158.20 Maternity Services 

The committee was advised by the Chief Nurse that an interim Head of Midwifery has been 
appointed. An update on the work of Maternity Services and the Maternity Committee will be 
presented to the January committee meeting. 

159.20 Infection Prevention and Control – Trust Board Oversight 

The committee received and considered the Infection Prevention and Control BAF. The 
increased incidence of nosocomial infection was discussed in some detail. The prevailing rate 
of infection in the community was noted to be high. A key difference between wave 1 and wave 
2 is bed occupancy, as a result of maintaining other services (most of which were suspended 
during wave 1) and increased Medically Fit For Discharge numbers. It was also noted that 
there is increased testing of patients and given the high rate of infection in the community, an 
associated high number of positive tests is not unexpected. Community Services are 
experiencing similar challenges, contributing to reduced flow through the wider health and 
social care system. The committee took note of the governance and assurance arrangements 
in place to ensure appropriate scrutiny and oversight of the position regarding Hospital Onset 
of COVID infection, including more detailed monthly reporting to the committee. 
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Agenda 
item 

Items of particular note: 

The declaration of a number of outbreaks amongst patients was discussed and explained, as 
was the testing regime, and associated isolation and tracing practice. Two outbreaks have 
been reported in the last two days in the renal wards and are being investigated. 

The Trust is implementing the most recent advice and guidance available from NHSE/I, and 
best practice/learning available from other organisations. A number of improvement measures 
have been implemented and others are under consideration. 

The committee sought information about opportunities to reduce occupancy through increasing 
discharge rates and some limited reduction in planned activity. The COO advised that 
increased community capacity is expected today, and that overperformance in previous 
recovery activity may allow for some reduction in planned admissions. 

The committee was also apprised of plans to implement increased staff testing and rapid 
turnaround patient testing. It was noted that staff testing may have a challenging impact on 
staff availability for work. 

The committee asked about mutual aid opportunities and options involving the independent 
sector to enable the re-location of some planned work. The COO confirmed that all available 
options are being considered. 

The committee welcomed the assurance provided in respect of the activity underway and noted 
that there are few gaps in assurance identified currently. The importance of clarity in all 
decision making related to management of the pandemic was noted. 

The committee thanked all those involved in managing the pandemic and the provision of 
associated assurance. The committee also thanked staff involved in caring for patients in such 
challenging circumstances. 

Agenda 
item 

Items for escalation to the Trust Board: 

The committee recommended that the Board notes in particular the measures in place and 
planned to help reduce the spread of hospital onset COVID infection. 

The updated IPC Board Assurance Framework is attached for the Boards information, and all 
updated presentations will be available at the Board meeting. 

Agenda 
item 

Recommendations: 

None on this occasion 
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QUALITY AND PERFORMANCE COMMITTEE 

Thursday 19th November 2020 
09:30 – 12:00  

Via Microsoft Teams 

A G E N D A 

Item No. Time Item Enclosure 
No. 

Presented 
by 

153.20 09.30 
Welcome, apologies and declaration of 
interests  

N Chair 

154.20 09.32 
Minutes of the last meeting – 22nd November 
2020 

1 Chair 

155.20 09.33 Matters arising/summary of agreed actions 2 Chair 

QUALITY 

156.20 09.35 
Quality and performance integrated 
performance report 

To follow COO/MD/CN 

157.20 10.30 Quality report – patient safety 3 CN 

158.20 10.40 Maternity Services N CN 

159.20 10.50 
Infection prevention and control – Trust Board 
oversight 

4 CN 

PERFORMANCE 

160.20 11.00 Complaints update N CN 

161.20 11.10 
Emergency Preparedness, Resilience and 
Response Annual Report 2019 – 20  

5 COO 

162.20 11.20 
Legal Services: learning from clinical 
negligence claims and inquests 2019 – 20 

6 DGR 

163.20 11.30 Consent Policy N DGR 
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POLICY 

164.20 11.40 Policy status update 7 DGR 

COMMITTEE FEEDBACK 

165.20 11.50 
Committees report to the Quality and 
Performance Committee: 

• Quality Assurance Committee

• Data Protection and Data Quality Committee

8 Chair 

166.20 12.00 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 

167.20 Any other business N Chair 

168.20 Feedback to Trust Board N Chair/DGR 

Date of next meeting: Thursday 17th December 2020, 09:30, E Level Boardroom, 
Education Centre, Queen Alexandra Hospital 

Chair 
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c. 3a 3b 4

Enc 3a 3b 4 

Title of report INFECTION PREVENTION AND CONTROL – BOARD LEVEL 
OVERSIGHT 

Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 19TH NOVEMBER 2020 

Agenda item 
number 

159.20 

Executive lead Liz Rix – Chief Nurse 

Author Tina Hetherington – Deputy Chief Nurse 

Date report 
written 

10th November 2020 

Action required Discussion / Referral to Trust Board 

Executive 
summary 

The Quality and Performance Committee and Trust Board have recently received 
a series of updates on the matter given its importance in the context of COVID-
19. The Infection Prevention and Control Board Assurance Framework was
reported on 19th June 2020, whilst the Care Quality Commission’s engagement 
call with the Trust was held on 7th August.  

However, the situation is prone to rapid revision given the issuing of new 
guidance on a regular basis as more is understood about the pandemic. The 
Board Assurance Framework has been amended as such information has been 
received by the Trust. 

Given this, Government guidance issued on 20th October 2020 specifies that NHS 
Boards must ensure the area of infection prevention and control is managed and 
monitored effectively. As a result, the report attached is presented to give 
members sight on the most recent information available regarding the Trust’s 
position. 

It is also recommended that the information is included in the Committee’s 
report to Trust Board to fulfil the governance and responsibility issues raised in 
October’s Government guidance. 

Appendices 
attached 

Appendix A – Infection Prevention and Control Board Assurance Framework 

Recommendations The Committee is recommended to refer the report to Trust Board to provide 
sight on infection prevention and control matters. 

Next steps There are no prescribed actions arising from the consideration of this report. 
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Links to Corporate Objectives (Please ✓) 

✓ ✓ 

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

✓ ✓ ✓

Links to Board 
Assurance 
Framework 

BAF 23 – Governance systems at the Trust support delivery and improvement 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

The Care Quality Commission’s role in ensuring compliance with infection 
prevention and control guidance is discussed in the report. 

Quality Impact 
Assessment 

PATIENT SAFETY: Moderate Change – Positive 
CLINICAL OUTCOME: Moderate Change – Positive 

The implementation of effective infection prevention and control measures 
during the pandemic is imperative to making sure that patients do not face 
undue risk. 

Equality Impact 
Assessment 

No equality implications. 
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Introduction 

This paper sets out to describe the audits undertaken and the process that will ensure a 
systematic approach to on-going audit of compliance with all PHE guidance with regard to 
the management of COVID19. 

It also provides the actions that will be taken in the event of identification of 
noncompliance.  

Additionally this paper describes a strengthening of the Personal Protection Equipment 
(PPE) champion role across the organisation.     

Infection prevention processes have been key in the safe management of Covid-19. 

The NHS Infection Prevention Control Board Assurance Framework (ICP BAF) was issued by 
NHS Improvement on the 4th of May 2020.  

This framework was developed to support organisations to self-assess against national 
guidance and act as a source of internal assurance that quality standards are being met and 
maintained.  

It also supports the identification of any areas of risk within the organisation and can then 
be updated to demonstrate mitigating actions that have been taken in response.  
The tool therefore can also provide assurance to trust boards that organisational 
compliance has been systematically reviewed. 

On the 19th June 2020, the Quality and Performance Committee received an item on the 
completed Infection Prevention Control (IPC) Board Assurance Framework for the 
Portsmouth Hospitals University NHS Trust (PHU).  

The framework captured the work undertaken in the initial Trust Covid-19 response, 
providing the Board with IPC assurance.  The focus centred on how the organisation was 
meeting national requirements and guidance to meet the challenge of Covid-19 and 
demonstrated the organisation had appropriate measures in place to manage and mitigate 
risk. 

This had provided external assurance that the PHU’s response to COVID-19 had been 
appropriate and proportionate in this area and was then presented to Trust Board on 29th 
July 2020. 

On 7th August 2020 the Care Quality Commission (CQC) undertook an engagement call with 
PHU which focused on the infection prevention and control arrangements with regard to 
the questions asked in the IPC BAF.  
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Subsequently the CQC responded to PHU and were satisfied that we had implemented 
effective measures to reduce risk and noted a number of examples of proactive 
management and good practice being undertaken.    

As more is understood about Covid-19, national guidance continues to change and services 
continue to develop and evolve their response over the pandemic period.  In order to 
provide continued assurance through the next phase, the BAF requires updating to fully 
reflect the changes made across the organisation. 

The BAF has been held centrally and has been updated as new guidance emerges a master 
copy is held within governance and risk. The most up to date version can be seen in 
appendix A. 

The risk management actions and the adherence to guidance has been and will continue to 
be audited to ensure all actions have been implemented and the desired outcomes have 
been achieved.  

An audit tool has been developed which is based upon the Code of Practice for the 

Prevention of Infection and the CQC standards as well as the requirements of the IPC BAF 

key lines of enquiry. This can be found in appendix B  

The tool was structured around the existing 10 criteria set out in the Code of Practice on the 

prevention of infection.   Each section was then made up of a series of questions, based 

upon the CQC key lines of enquiry included within the board assurance framework.  

Audit Tool and Process 

For the purpose of the audit the hospital site has been separated into 9 different zones, 
made up of 80 areas. (See table below).   

Similar clinical areas have been grouped together as they are likely to share the same 
challenges with regard to the adherence to guidelines. 
Reviewing the areas in these groups should lead to the identification and rapid sharing of 
good practice.  
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Fig 1: Zoning plan for clinical areas: 

The audit across these nine zones was performed during the month of September. 
The process was led by Divisional Directors of Nursing and Clinical Professions. The teams to 
complete the audit were made up of Senior Clinical Lead Nurses, Matrons and Allied Health 
Professionals.   

The findings of these audits showed that there was generally a high level of compliance with 
guidance and practice across all zones. 

 A small number of non-conformities were identified; 

• Small numbers of staff unclear about the correct use of PPE.

• Difficulties in accessing COVID specific IPC training.

These were not in patient facing areas.  Feedback was shared immediately and action taken 
to address these issues.   

Each zone will now be fully audited on a bi-monthly basis and the audits will be completed 
by ward and unit leaders utilising peer review.  Where this noncompliance has been 
identified immediate feedback is given, a rapid action plan is put in place. 
This has a two week timeframe for review and the area undergoes a further audit to test 
compliance.   
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The Divisional Management Team will be advised on completion of the audits of the results 
and if there are any of their wards or departments require a two week rapid action plan. 

The copies and results of these audits are centrally held by the Governance and Risk team.  
This will ensure that the results can be accessed and reviewed along with any actions at any 
time.   A dedicated administrative resource within the Governance Team has been identified 
to ensure there is systemic oversight of this on-going process alongside ensuring version 
control of the ICP BAF. 

The action plan will be the responsibility of the Divisional Management Team (DMT) but 
there will be input and support by the IPC team as well as other departments as required 
such as Estates and facilities. 

During the current period and to provide enhanced assurance that universal precautions are 
consistent the frequency of the audit of these will be increased. 

Fig 2: Audit cycle 
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Universal Precaution audits 

At present across the organisation Universal Precaution audits are undertaken, this is a well-
established system, completed by the ward/unit Infection Control link nurses and peer 
reviewed every three months by the IPC team.  Overall the Trust reports good compliance, 
evidenced through the Infection Prevention Management Committee   (IPMC). 

The Universal Precaution audit process has been reviewed to reflect new Covid guidance. 

The frequency of these audits will be increased to weekly and will expand to audit the use of 
masks and PPE. 

Further measures to be developed 

Strengthening of the PPE Champion role 

During the first phase of Covid 19 a senior nurse role was dedicated to the management of 
PPE across the Trust.   

The role provided a crucial link between procurement and clinical areas and had the ability 
to offer guidance and education to all staff.    

The role of the ward and department IPC Link Nurse was strengthened through education 
and support to become PPE champions, providing daily guidance and support to staff within 
their wards and departments. They have provided advice on hand washing, environmental 
cleanliness, social distancing, and the correct use of face masks and coverings.    

As part of the on-going IPC BAF audit plan Link Nurses will also become part of the teams 
that undertake peer review audits in addition to the ward and unit leaders. 

Further work is being undertaken to strengthen the PPE champion roles. We have described 
thr role required and sought nominations from each clinical profession and each service 
area to supplement the usual nurse roles. 

This team is utilised to provide support, guidance, education and audit within wards, 
corridors, public areas and office spaces on a continuous basis.   
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Reporting 
 
The results of the IPC BAF audits will be shared and discussed through the Divisional 
Governance structures.  The results of these will be recorded and kept within the central 
Governance team.   
 
They will also be reported and discussed at the Infection Prevention Management 
Committee (IPMC) and the Quality Delivery Group (QDG).  Regular updates will be provided 
to the Quality and Performance Committee through to Trust Board. 
 
A fortnightly update of audits undertaken and actions required will be included in the 
Quality and Safety overview slides to the Trust Leadership Team (TLT).   
 
In Summary 
 
The IPC BAF will be updated to reflect any new guidance or evidence provided with regard 
to the management of COVID and this will be managed within the governance team to 
ensure version control and accessibility.  
 
The audit programme outlined will be repeated on an ongoing basis and the outcomes 
reported as described into our governance and assurance processes. The outcomes and 
actions following each audit will also be stored centrally with oversight available at any 
time.  The dedicated administrative support that has been identified will ensure that all 
audits are completed along with any follow up actions. 
 
The development of the PPE champion role will be further explored to provide a visible 
process that reviews and supports compliance with guidance. 
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Appendix A: Infection Prevention and Control Board Assurance Framework 

Infection prevention and control board 
assurance framework 

4 May 2020, Version 1 
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Foreword 

NHS staff should be proud of the care being provided to patients and the way in 

which services have been rapidly adapted in response to the COVID-19 pandemic. 

Effective infection prevention and control is fundamental to our efforts.  We have 

developed this board assurance framework to support all healthcare providers to 

effectively self-assess their compliance with PHE and other COVID-19 related 

infection prevention and control guidance and to identify risks.  The general 

principles can be applied across all settings; acute and specialist hospitals, 

community hospitals, mental health and learning disability, and locally adapted. 

The framework can be used to assure directors of infection prevention and control, 

medical directors and directors of nursing by assessing the measures taken in line 

with current guidance.  It can be used to provide evidence and also as an 

improvement tool to optimise actions and interventions. The framework can also be 

used to assure trust boards. 

Using this framework is not compulsory, however its use as a source of internal 

assurance will help support organisations to maintain quality standards. 

Ruth May 
Chief Nursing Officer for England 
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1. Introduction 
 

As our understanding of COVID-19 has developed, PHE and related guidance on 
required infection prevention and control measures has been published, updated 
and refined to reflect the learning.  This continuous process will ensure 
organisations can respond in an evidence-based way to maintain the safety of 
patients, services users and staff. 
 
We have developed this framework to help providers assess themselves against 
the guidance as a source of internal assurance that quality standards are being 
maintained.  It will also help them identify any areas of risk and show the 
corrective actions taken in response.  The tool therefore can also provide 
assurance to trust boards that organisational compliance has been systematically 
reviewed. 
 
The framework is intended to be useful for directors of infection prevention and 
control, medical directors and directors of nursing rather than imposing an 
additional burden.  This is a decision that will be taken locally although 
organisations must ensure they have alternative appropriate internal assurance 
mechanisms in place. 

 
2. Legislative framework 
 

The legislative framework is in place to protect service users and staff from 
avoidable harm in a healthcare setting.  We have structured the framework around 
the existing 10 criteria set out in the Code of Practice on the prevention and 
control of infection which links directly to Regulation 12 of the Health and Social 
Care Act 2008 (Regulated Activities) Regulations 2014. 
 
The Health and Safety at Work Act 1974 places wide-ranging duties on 
employers, who are required to protect the 'health, safety and welfare' at work of 
all their employees, as well as others on their premises, including temporary staff, 
casual workers, the self-employed, clients, visitors and the general public.  The 
legislation also imposes a duty on staff to take reasonable care of health and 
safety at work for themselves and for others, and to co-operate with employers to 
ensure compliance with health and safety requirements.  
  
Robust risk assessment processes are central to protecting the health, safety and 
welfare of patients, service users and staff under both pieces of legislation.  
Where it is not possible to eliminate risk, organisations must assess and mitigate 
risk and provide safe systems of work.  In the context of COVID-19, there is an 
inherent level of risk for NHS staff who are treating and caring for patients and 
service users and for the patients and service users themselves in a healthcare 
setting.  All organisations must therefore ensure that risks are identified, managed 
and mitigated effectively. 
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Infection Prevention and Control board assurance framework 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• infection risk is assessed at the front door and this
is documented in patient notes

• Rapid triage in ED on arrival as appropriate to low, medium
and high risk patient pathways in line with new national
guidance  documented on Oceano and Bedview with
designated staff

• ED IPC procedure in place to maintain separation in space
and/or time between possible and confirmed COVID-19
patient

• Boarding works completed in ED to support social distancing
and physical separation

• Elective surgery low risk patient pathway including renal
transplantation and orthopaedic arthroplasty

• Clear curtain screens have been implemented in some areas
to support social distancing and physical separation. For info
AMU Blue, Pink ,F4, CDU. No negative pressure rooms available in 

the ED/AMU. 

Structural work undertaken in Majors A 
to introduce more cubicles and solid 
screens between patients. 

High and Medium risk, previously red 
and green areas for all pathways with 
clear sinage and markings in place. 

Dedicated area for AGP’s in the 
department approved by IPC. 

Set areas for donning and doffing. 

Acess to negative pressure rooms for 
admissions on G5. 

Patients greeted at the front door and 
screened. If possible COVID moved 
directly to a cubicle. 

Social distancing maintained in waiting 
areas in ED. 

Trust and visitor guidance for track and 
trace with QRS scanned codes across 
the site. 

Surge plan written by ED team and 
signed off by IPC.  

• All admissions swabbed for SARS CoV-2 with results
available within 24 hours (current turn-around time of 11 - 13
hours) via on-site PCR testing for COVID 19

• All elective admissions are advised to self-isolate for 14 days
prior to admission and are tested 48-72 hours prior to
admission into a COVID negative surgical pathway

Limited sensitivity of the COVID swab test 
(approx. 70%) means that a proportion of 
patients with clinically suspected COVID 
will have negative swab results.  

Clinical risk score in our local guidance 
used to maintain safety in potential 
false negative cohort of patients. 

Rapid test availability assigned to 
greatest risk areas and patients 

• patients with possible or confirmed COVID-19 are
not moved unless this is essential to their care or
reduces the risk of transmission

• Relevant assessment, testing and care pathways in place

• Trust guidance for isolating and cohorting adult in-patients
during the COVID pandemic approved by Trust board and
refined in line with emerging PHE guidance

• Designation of patient clinical pathways into high, medium and 
low risk pathways in line with new National guidance.

• ED designated as High risk pathway. Trust guidance is to
isolate until senior clinical assessment completed and the
result of the initial throat swab is known.

• Some younger patients with clear clinical features of COVID19 
are cohorted in “red” areas, older patients are isolated in a
side room until a swab result is available and the patient has
had a senior review.

• Movement of covid-19 patients around the hospital strictly
controlled and managed with as minimal ward moves as

Since all non elective admissions have 
required testing for COVID-19 there may 
be  a small number of patients with 
positive swab results who have not been 
clinically suspected of having COVID and 
were admitted to low risk pathways  of the 
hospital. 

Operational pressures dictating 
requirement to move possible but 
clinically low suspicion patients without 
confirmed negative swab 

Patients with initial swab negative who 
are +ve on rescreening by which time 

Plan in place in updated isolation and 
cohorting guidance for managing 
asymptomatic positive patients and 
their contacts.  
 
Clear re screening process in place for 
all in patients 5,14,21,28 day 
screening. 

Further zoning of hospital to mitigate 
patient moves. This will be reviewed as 
patient numbers increase and 
occupancy increases. 

Reallocation of beds to Covid 
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possible to achieve safe management. 

• Avoided de-isolating patients with known COVID infections or 
clinically high risk COVID patients from red areas and TBP 
maintained throughout their admissions re risk of shedding 
virus beyond 14days 

they have been focus of ingecting others possible/medium risk cohorts, from 
which patients not moved until 
confidently negative 
 
Introduction of: 
1. FebriDx fast triage test 
2. Rapid Turnaround PCR testing 

to facilitate flow despite cases 
numbers and operational 
pressures 

 

• compliance with the national guidance around 
discharge or transfer of COVID-19 positive patients 

 

• Infectious status included on discharge summaries, verbal 
handovers and Bedview records.  

• IPC infectious patients list held on G-drive and shared 2x daily 
across the organisation. 

• Discharge pathways and communication arrangements in 
place 

•  

 Further development of discharge 
pathways for known positive patients 
across the system to ensure once 
medically fit patients can return to the 
most appropriate place for care. 

• patients and staff are protected  with PPE, as per 

the PHE national guidance 

 

• Daily monitoring and reporting of PPE stock volumes, 
escalation, distribution to silver and Gold meetings 

• Guidance sheet issued or displayed on wards/depts. on what 
PPE to wear, including donning & doffing 

• Trust COVID-19 intranet page contains PPE posters based on 
PHE guidance. 

• Procurement extended opening hours  to maintain supplies 

• Dedicated COVID-19 store 

• Mutual aid arrangement among wards to ensure adequate 
PPE supplies 

• Donning and doffing PPE teaching sessions held. Sessions 
held for upskilled staff, foundation interim year 1 Doctors, and 
staff returning to the Trust.  

• PPE posters created and displayed.  

• PPE champions identified.  

• Donning and doffing of PPE videos also made and cascaded.  

• IPC carried out daily walk rounds to ensure staff are 
supported in the use of PPE. 

• Attendance at training recorded on ESR. 

• Fit testing register completed. Fit test champions identified. 

• SOPs in place for goggles, visors, decontamination of 
sundstrom and elipse mask  

• Risk assessment completed for reusing gowns. 

• IPC Team Summary of the PPE requirements for the high, 
medium and low risk pathways on the intranet 

• New SOP for theatres around de-escalation of PPE and low 
risk patients – Theatre procedures during covid-19 version 2.2 
15 August 2020 

• Updated ICU PPE guideline – PPE on Critical Care during 
COVID-19 version 3 12 August 2020 

• Use of surgical facemask extended to patients in high and 
medium risk pathway 

• All staff mask requirement through covid-secure assessment 
and designation of buildings 

• Face covering for all patients/visitors as appropriate within the 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
As the incidence of infection within the 
local community increases IPC 
guidance reviewed and implemented 
within theatres. 
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hospital 

• national IPC guidance is regularly checked for 
updates and any changes are effectively 
communicated to staff in a timely way 

 

• National and local guidance and updates re COVID19 are 
discussed at  silver, gold meetings, and senior clinical 
meetings . 

• Communication to all staff through a dedicated COVID 19 
intranet page, regular CEO briefings and email update. 

•  

 All new guidance reviewed at both 
Gold and Silver Command meetings 
and disseminated through clear 
communication processes. 

• changes to guidance are brought to the attention of 
boards and any risks and mitigating actions are 
highlighted  

 

• COVID 19 daily Gold Meetings 

• Weekly TLT meeting 

• IPC BAF to Q&P and Trust Board  

• IPC Review of new national guidance and Gap analysis with 
recommendations to Gold – Accepted -27 August 2020 

•  

•  

 Regular updates through the command 
and control structure to Board. 

• risks are reflected in risk registers and the Board 
Assurance Framework where appropriate 

 

• COVID19 related risks appropriately recorded on the Trust 
Board Risk Register and the Board Assurance Framework 
along with associated mitigation plans 

• IPC Board Assurance Framework 

•  

 A specific COVID dashboard is 
reviewed by Gold command on a 
regular basis. 

• robust IPC risk assessment processes and 
practices are in place for non COVID-19 infections 
and pathogens  

• IPC processes for non COVID-19 infections have continued 
as per business as usual including  MRSA /C.Diff/Sepsis 
pathways 

• Trust Infection Prevention policy, Hand Hygiene policy, 
Isolation policy in place 

• Relevant clinical wash hand basin and en-suite facilities 
available in designated areas 

•  

Disruption of hierarchy of isolation due to 
pandemic meant that side rooms are 
prioritised for COVID-19 instead of other 
infectious patients 
 
 
 
Focus on covid may have reduced 
clinician attention on other potentially 
infectious diagnoses. 

Enhanced cleaning arrangements in 
place across the trust. 
 
ATP testing on a regular basis. 
 
Close involvement and scrutiny of 
patient infection status by Infection 
Prevention and microbiology teams.  
 
 
Enhanced electronic surveillance of 
infectious patients in the Trust  
 
Clinical awareness raising activities on 
other non-Covid infectious diagnoses   

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• designated teams with appropriate training are 
assigned to care for and treat patients in COVID-19 
isolation or cohort areas 

 

 

• Trust high, medium and low risk patient pathways (previously 
Red and green areas) identified with designated teams of staff 

• IP update training  to all staff groups including train the trainer 
sessions 

• Dedicated Trust COVID-19 intranet page with links to National 
Clinical guidance 

• Relevant COVID-19 NICE Guidance adopted 

• Trust COVID-19 clinical guidance available on intranet 

•  

 The medical workforce has been 
reviewed to reflect demand and 
capacity. 
 
The nursing workforce model has 
been reviewed to reflect patient need 
and to reduce staff movement. This is 
reviewed across the trust twice daile 
with clear plan made across all 
divisions. 

• designated cleaning teams with appropriate training 

in required techniques and use of PPE, are 

assigned to COVID-19 isolation or cohort areas.  

 

• Designated staff on each of the high risk patient pathway 
areas (previously red areas) responding to cleaning 
requirements  

• PPE training and records  

• Guidance sheet issued or displayed on ward/dept on what 
PPE to wear, including donning & doffing.  

• Full Working Instruction written on what equipment to use, 

 Access at all times to dedicated 
teams in high risk areas.  
 
Specific team dedicated to 
emergency portals. 
 
Guidance support and education to 

Page 118 of 315

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control
https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control


how to carry out cleans and what cleaning products to use. 

• Daily update and monitoring of patient pathways based on risk 
stratification  through white board in Patient Services Team
Leaders office to ensure appropriate allocation of cleaning
staff.

• Weekly updates obtained by appropriate Engie Manager on
empty bed stats  within the Trust from OPs Centre.

• IPC Team Summary of the PPE requirements for the high,
medium and low risk pathways on the intranet

all facilities staff provided by IPC 
team. 

• decontamination and terminal decontamination of
isolation rooms or cohort areas is carried out in line
with PHE and other national guidance

• Terminal clean followed by hydrogen peroxide
decontamination  on de-escalation of areas from high to
medium to low

• Working instructions on cleaning updated as new guidance is
received nationally and from local infection control team.

• Enhanced Cleans are instructed by Infection Control via the
Engie Helpdesk

A number of staff within the trust 
trained to utilise HPV fogging ensuring 
availability for all terminal cleans. 

• increased frequency of cleaning in areas that have

higher environmental contamination rates as set out

in the PHE and other national guidance

• Tasks are raised to the FM helpdesk by IPC for enhanced
cleans.

• Review of needs and request multiple times per day and 7-
days a week to reflect movement of patients.

• Weekly reconciliation to ensure accurate record of clean
locations.

Enhanced cleaning across the trust in 
all risk areas. 

Access to cleaning teams in 
emergency portals 24 hrs. 

• linen from possible and confirmed COVID-19
patients is managed in line with PHE and other
national guidance and the appropriate precautions
are taken 

• Linen disposed of as per national guidance and Trust Policy.

• Poster provided and sent to all clinical areas detailing the
process.

• Trust Linen Handling and Laundry Policy

• single use items are used where possible and

according to Single Use Policy

• All cleaning materials are single use where possible.

• Cloths and mops are disposable single use.

• No machinery is used in these areas and floor pads from
doodle bugs are single use.

• Trust Decontamination of Reusable Medical Devices Policy

• 

• reusable equipment is appropriately
decontaminated in line with local and PHE and
other national policy

• SOPs in place for all reusable PPE.

• All reusable equipment for example mop poles, buckets etc.
are all cleaned down after with Actichlor Plus solution.

• No trollies or unessential equipment is taken into the cohort
areas

• Trust Decontamination of Reusable Medical Devices Policy

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and process are in place to ensure: 

• arrangements around antimicrobial stewardship are 
maintained

• Antimicrobial guidance on PHU Microguide app updated to
include a section on COVID19 with references to PHE
guidance and NICE guidance in consultation with
microbiology, respiratory, intensive care and pharmacy teams.

• Trust Antimicrobial Prescribing Policy

• Antimicrobial stewardship ward rounds continue with 3x per
week intensive care ward rounds to support the management
of COVID19 patients in critical care.

PHU consultant microbiologists are 
covering clinical and antimicrobial 
stewardship duties. 

Out-of-hours unfilled duties have been 
completed by PHU consultant and 
senior registrar cover with support from 
the two consultant microbiologists on 
the Isle of Wight. 
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• Trust wide audit of mandatory reporting
requirements are adhered to and boards continue
to maintain oversight

• Antimicrobial stewardship ward rounds continue weekly to
haematology, orthopaedics, new born unit, paediatrics;
general medicine, renal and surgical high care.

• 24/7 access to senior microbiologist for advice on infection
management.

• antimicrobial stewardship carried out led by microbiology
consultant / infection prevention doctor; results  analysed and
reported through trust governance structure to all areas.

• Audit of positive respiratory samples from Critical Care Dept.
in April 2020 compared to April 2019 is being undertaken to
assess any change in antimicrobial resistance, lead is
microbiology consultant.

• Antimicrobial stewardship reports have continued to be
provided to the Trust Board via the Infection Prevention
Management committee. Mandatory reporting requirements
are maintained.

• The operational response to COVID-19 and associated 
guidance is brought to the boards attention through 
discussion at the Quality and Performance Committee 
presented to Trust Board.

• Silver and Gold command process in place with daily 
oversight.

Appointment of antimicrobial 
pharmacist. 

Good compliance with antimicrobial 
stewardship audits. 

Guidelines available electronically 
throughout the trust. 

The trust is implementing an EPMA 
which will further enhance 
stewardship. 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• implementation of national guidance on visiting
patients in a care setting

• Trust procedure for allowing visitors was updated in line with
national guidance in early August and is available on the
intranet

• Visiting to wards and department restarted but to be at the
discretion of the nurse in charge, ward manager or matron

• There are no restrictions on relatives visiting patients who are
end of life, patients who have a dementia, a learning disability
or are distressed by a relative/carer not being there

• Appointments will vary from ward to ward due to the size and
capacity of the ward. The Ward Manager/Nurse in Charge
should decide upon the reasonable number of appointment
slots that can be available for the day

• Staff members with relative/loved one on the ward to follow
the same guidelines and  not visit relatives in a red/high risk
COVID area and then return to a green/low risk COVID area
whilst in uniform

• Novel approach adopted has continued for families to stay in
touch with their loved ones in hospital facilitated by the Family
Liaison Officers roles and exchange of essential items
between patients and families through drop-off and pick-up
arrangement via main reception.

• To assist with contact tracing Track and Trace posters with
QR codes have been strategically placed across the
organisation where more than six people are likely to be sat
and waiting together

As the pandemic progresses visiting 
under review and remains restricted. 

Teams of Family Liaison Officers are a 
dedicated resource to support 
proactive communication with families 
and loved ones. 

A volunteer team provide drop off 
points for families to provide personal 
items to patients when they cannot be 
visited. 

A message service available through 
our PALS team. 

• areas in which suspected or confirmed COVID-19 • Patient pathway designation into high, medium and low risk All patient pathways kept under review 
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patients are where possible being treated in areas 
clearly marked with appropriate signage and have 
restricted access 

based on new national guidance (previously Red /Green 
areas)  

• Relevant Posters/Signs in place

• Appropriate access restriction arrangements in place across
the hospital

• Daily bed status/site reports to silver and gold

• Social distancing signage, assessment and designation of
relevant Trust estates as covid-secure

through command and control 
structure to ensure we can meet the 
changing needs of our patients and 
reduce risk. 

• information and guidance on COVID-19 is available

on all Trust websites with easy read versions

• Dedicated Trust COVID -19 intranet page for staff

• Trust websites contain information for the public on COVID 19
section outbreak

COVID briefings provided through 
communications via regular messages 
form the CEO as well as a weekly 
interactive (Teams) briefing for all staff. 

Dedicated COVID Silver inbox for any 
questions or queries staff have which 
is covered daily through the oncall 
silver cover. 
Designated area on Trusts Intranet 
page. 

• infection status is communicated to the receiving
organisation or department when a possible or
confirmed COVID-19 patient needs to be moved

• 

• Infectious status included on discharge summaries, verbal
handovers and Bedview.

• IPC infectious patients list held on G-drive and shared 2x daily
across the organisation.

• Discharge pathway and communication guidance in place

• 

• 

• 

Reconfiguration of the PSEH 
discharge planning resources to 
provide comprehensive Discharge to 
Assess provision. 
A Discharge Hub supports assessment 
to ensure safe discharge. 
Close monitoring and response to 
reduce MFFD. 
System partners sourcing further 
designated sites to accommodate 
COVID patients. 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• front door areas have appropriate triaging
arrangements in place to cohort patients with
possible or confirmed COVID-19 symptoms to
minimize the risk of cross-infection

• Trust COVID-19 clinical guidance and assessment pathways
in place and accessible on Trust intranet.

• Initial triage on arrival at the Emergency Department (ED) into
designated patient pathway based on risk stratification (green
and red areas within ED), according to the patient’s presenting 
problem

• ED boarding works completed to support social distancing

• Triage guidance to maintain low threshold for clinical
suspicion in frail multi-comorbid elderly patients who can be
atypical in presentation

• Elective surgery low risk (green) patient pathway including
renal transplantation and orthopaedic arthroplasty

• Low threshold for placing patients
through red pathway may increase
risk of exposure for some patients
who are lower risk of being COVID
than initially assessed at first triage.

• TBPs applied in ED red area to
reduce risk of nosocomial
infections.

• Updated isolation and cohorting
guidance allows consultant
assessing patient to step a red ED
patient back onto a green pathway
if they do not believe them to have
COVID, with the prior agreement
from other staff caring for the
patient and the patient themselves.

• Further development of SDEC
services across many pathways.

• Direct admit pathways via
SCAS,111, and GP’s.

• Patient pull from ED.

• patients with suspected COVID-19 are tested
promptly

• All patients admitted through the red area of ED with
suspected COVID-19 infections are swabbed in ED before
transfer to the wards and go into high/medium risk patient
pathways as appropriate.

• Those admitted through the green area not suspected of
having COVID-19 are swabbed on arrival to the wards since

• Risk of patients coming through green 
area of ED and being admitted to
wards having a delay in receiving their
COVID-19 tests on the ward.

• Ongoing review with default to
return to all admitted patients
having swabs in ED regardless of
their admission pathway.

• Due to the imperfect sensitivity of
the COVID swab test clinical risk is
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national guidance changed to include the required testing of 
all non elective admissions on 27.04.20 and are now 
managed along low risk pathways. 

• All emergency admissions are tested for SARS CoV2 on an
admission throat swab and all elective admissions are advised 
to self-isolate for 14 days prior to admission and are tested 
48-72 hours prior to admission into a COVID negative surgical 
low risk patient pathway. 

incorporated into decision making 
in our local guidance.  

• Patient in low risk pathways (green
areas) who develop COVID
symptoms will have their bay
become a cohort bay with other
patients in that bay monitored
clinically and re-tested if clinically
indicated.

• Any case identified over 7 days
from admission is defined as
hospital-acquired and is
investigated by the Infection
Prevention team.  Any clinical area
which has two or more cases
identified within a two week period
is investigated as an outbreak.

• Rescreening of all inpatients as
discussed previously.

• patients that test negative but display or go on to
develop symptoms of COVID-19 are segregated
and promptly re-tested

• Patient pathways based on risk stratification – high, medium
and low risk (previously Red and Green areas)

• Updated isolation and cohorting guidance

• Clinical risk is incorporated into decision making in local
guidance

• Cohort areas are for multiple cases of confirmed COVID-19
are self -contained

• Elective surgery low risk (green) patient pathway including
renal transplantation and orthopaedic arthroplasty

Designated areas clearly defined for 
positive patients. 

Zoning of hospital for each phase 
defined.  

• patients that attend for routine appointments who
display symptoms of COVID-19 are managed
appropriately

• Routine appointments across all services in the Trust have
been reviewed in light of the pandemic. Some have been
postponed. The vast majority have been converted to remote
telephone or video consultations.

• Services such as fracture clinic have checked patient’s
temperatures on arrival for their appointment.

• Precautions in place where services are restarting postponed
appointments in line with low, medium and risk patient
pathway guidance

• All elective admissions are advised to self-isolate for 14 days
prior to admission and are tested 48-72 hours prior to
admission into a COVID negative surgical pathway.

• Potential impact of service reductions
or postponements on patients and
service users

• Service reductions or
postponements captured through a
PMO coordinated QIA process
involving the DMDs where risks
and mitigations have been
documented for each service.

• A reconciliation process is
underway to ensure all such
changes are captured and risk
assessed at the close of phase 1
as we move into phase 2.

• QIA process capturing reevaluation 
of impact and changes as services
are being restored and QIA being
closed

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• all staff (clinical and non- clinical) have appropriate

training, in line with latest PHE and other guidance,

to ensure their personal safety and working

environment is safe

• IP update training to all staff groups

• IPC team daily walk rounds to ensure staff are supported in
the use of PPE.

• Fit testing completed with register held.

• Fit test champions identified.

• PortaCount use for fit testing for relevant group of staff

Implementation of PPE champions in 
all areas. 
Regular briefings to all staff. 
Support line for both staff and 
managers available. 
COVID inbox for any queries and 
questions covered daily to respond. 
COVID guidance in a dedicated area 
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 on trust intranet. 
Every area has been provided with 
pictoral guides and training videos are 
available. 
EPRR team reviews all national 
guidance that is issued daily and 
liaises with Silver Command for 
onward dissemination and action 
required. 

• all staff providing patient care are trained in the 
selection and use of PPE appropriate for the clinical 
situation and on how to safely don and doff it 

 

• Guidance sheet issued or displayed on wards/depts. on what 
PPE to wear, including donning & doffing 

• Trust COVID-19 intranet page contains PPE posters based on 
PHE guidance 

• Donning and doffing PPE teaching sessions held. Sessions 
held for upskilled staff, foundation interim year 1 Doctors, and 
staff returning to the Trust.  

• PPE posters created and displayed.  

• PPE champions identified.  

• Donning and doffing of PPE videos also made and cascaded. 

• IPC Team Summary of the PPE requirements for the high, 
medium and low risk pathways on the intranet 

• Updated ICU and theatre procedures during covid-19 PPE 
guidance  

•  

 IPC and PPE champions available to 
staff for education and reassurance. 

 
Information available on intranet page 
and via posters and videos available in 
all areas. 
 
Donning and Doffing buddies in high 
use areas such as ITU 

• a record of staff training is maintained  

 

• Record of Trainings and refresher undertaken held   

• appropriate arrangements are in place that any 
reuse of PPE in line with the CAS alert is properly 
monitored and managed  

 

• SOPs in place for goggles, visors, decontamination of 
sundstrom and elipse mask  

• Risk assessment completed for reusing gowns 

• Usual CAS alerts process 

  

• any incidents relating to the re-use of PPE are 
monitored and appropriate action taken 

 

• COVID-19 daily incident sitrep to silver and gold, now weekly 
given very low numbers of covid-19 patient in the hospital and 
low incident numbers being reported 

• Usual SLE Datix system/process 

•  

  

• adherence to PHE national guidance on the use of 

PPE is regularly audited  

 

• IPC team daily walk rounds to ensure staff are supported and 
follow national guidance in the use of PPE 

• Procurement monitor use and availability of PPE with daily 
reporting to silver and gold meetings 

• Audit of IPC BAF assurance including PPE planned 

• PPE champion roles. 

  

• staff regularly undertake hand hygiene and observe 
standard infection control precautions 

• Hand hygiene training, with light box, covered as part of 
teaching sessions; attendance record on ESR. 

• Hand hygiene compliance audit programme 

Trust-wide hand hygiene compliance 
audits scaled back during COVID-19 
response. 

• IPC training and refresher during 
response cover hand hygiene 
compliance requirements 

• Ongoing  monitoring of COVID-
related SLEs reported to identify 
any particular areas of concern.  

• Hand hygiene compliance audits 
part of surveillance regieme. 

• staff understand the requirements for uniform 
laundering where this is not provided for on site 

• Updated uniform policy available on the intranet and 
communicated to all staff. 

 Monitoring of compliance of uniform 
policy.  
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• Updated guidance to staff on correct laundering

• 

all staff understand the symptoms of COVID-19 and 

take appropriate action in line with PHE and other 

national guidance if they or a member of their 

household display any of the symptoms 

• Dedicated Covid-19 intranet page for staff and information on
trust internet re covid-19 for staff and general public

• Testing procedure for staff in place through staff support line

• Regular CEO briefing and email to all staff includes how to
contact the staff support line. Text messages sent to staff
reminding of correct procedures

• Staff antibody testing with extensive uptake

• Trust involvement in SIREN study with plans to recruit up to
800 members of staff

Dedicated staff support line for any 
symptomatic staff as well as any 
sickness. Open from 6am.Clear advice 
given with access to tesing. 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure: 

• patients with suspected or confirmed COVID-19 are
isolated in appropriate facilities or designated areas
where appropriate

• All patients are screened on admission – in line with patient
pathways risk stratification – high, medium and low risk

• Trust cohorting and isolation guidance in place.

• Cohort areas for confirmed COVID-19, patients are self –
contained

• Suspected cases are cohorted separately

• Elective surgery low risk (green) patient pathway including
renal transplantation and orthopaedic arthroplasty

• Renal bed reconfiguration with increased cubicle isolation
capacity for transplantation

Designated areas within the hospital 
for the care of positive patients with a 
clear plan for each phase of escalation 
of the pandemic. 

Reallocation of beds to Covid 
possible/medium risk cohorts, from 
which patients not moved until 
confidently negative 

Introduction of: 
1. FebriDx fast triage test
2. Rapid Turnaround PCR testing
to facilitate flow despite cases 
numbers and operational pressures 

• areas used to cohort patients with suspected or
confirmed COVID-19 are compliant with the
environmental requirements set out in the current
PHE national guidance

• Areas agreed at gold meeting

• Separate  areas in line with risk stratification, high, medium
and low risk (previously red/green areas)

• Posters/signs identify  Areas as appropriate

• Active management of cubicles and  areas of the Trust based
on patient pathway risk through collaboration between clinical
services and the operations centre

• Cubicle and bed availability reported and monitored in daily
operational updates

• Relevant clinical wash hand basin and en-suite facilities
available in designated areas

• Information on air change rates and room pressures is
monitored and available on request

• Renal bed reconfiguration with increased cubicle isolation
capacity for transplantation.

• 

• 

Risk of cubicle shortfall. Thus far, we have been able to 
accommodate all patients requiring 
isolation.  Risk managed through 
application of local guidance supported 
by: 

-  Proactive movement of 
patients out of cubicles where 
safe to do so once COVID test 
results are available.   

- Continued proactive side room 
management and surveillance 
of infectious patients by 
infection prevention team.  

Risk assessment of cohorting areas for 
known positives and for those known 
contacts. 

• patients with resistant/alert organisms are managed
according to local IPC guidance, including ensuring
appropriate patient placement

• No change to existing IPC practice regarding managing
patients with resistant/alert organisms.

• A hierarchy of isolation in place and communicated with the
Operations Centre.

• Surveillance of infectious patients by infection prevention
team.
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• Enhanced cleaning process in place.

• Portsmouth local Health Protection Board - local outbreak plan 
published and maintained by Portsmouth City Council EPRR
Team describing system response and multi agency actions,
roles and responsibilities to be triggered by to an infectious
outbreak that may threaten the population of the city.

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

There are systems and processes in place to ensure: 

• testing is undertaken by competent and trained
individuals

• COVID-19 assessment pathway

• Clinical Microbiology is accredited to ISO15189:2012 for the
majority of the testing it undertakes: CoVID-19 testing is
currently in the process of being added to the departmental
accreditation scope

• Accreditation process to include staff demonstrating their
ongoing competency and have their training and competency
records checked

• Competencies are checked as part of internal audit processes
including observational audit of testing being undertaken

• The assay currently in use for CoVID19 testing in Portsmouth
is a CE Marked Commercial Assay; the same test is currently
in use in 22 other Trusts within the United Kingdom.
Performance of this assay was verified against the PHE
assay, in use in March 2020, and was challenged against an
external panel, provided by QCMD

Current capacity and lack of material in a 
suitable format means that a third party 
positive control is currently not performed 
on each analytical run for CoVID19 
testing. 

Kit positive control is included in each 
run and has performance monitored 
using Westgard Rules. 

Executive oversight of testing strategy 
and implementation. 

Observation and Audit the rigor of 
admission testing for all ED 
admissions 

• patient and staff COVID-19 testing is undertaken
promptly and in line with PHE and other national
guidance

• COVID-19 assessment pathway on COVID-19 clinical
guidance portal on Trust intranet

• Testing procedure for staff in place through  absence
reporting via staff support line

• Testing is performed for the following groups:
- All patients admitted to the Trust and inpatients in 

partner organisations 
- All patients undergoing elective procedures within the 

Trust, including Caesarian Sections, Chemotherapy 
and Day Surgery. 

- Screening of symptomatic Staff; both Trust and partner 
organisations 

- All patients being discharged in to onward care 
- Care Home testing both for outbreak investigation and 

symptomatic residents to those facilities within the three 
CCGs served by the laboratory. 

• Staff Antibody testing and Trust participation in the SIREN
study with plan to recruit up to 800 staff members

Dashboard monitoring this data is 
available. 

PHU cohorting and isolation guidance 
in place. 

PHU clinical guidance and assessment 
pathways in place 

Process in place to test all patients, for 
senior clinical escalation between red-
green and vice versa and for patients 
in green areas who develop COVID 
symptoms 

Compliance with screening and testing 
reported in COVID dashboard for all 
inpatients. 

• screening for other potential infections takes place • PHU Department of Clinical Microbiology has continued to
provide a ‘Business as Usual’ service for Infection Prevention
related testing.  This has included:

- Six day a week C. difficile testing service. 
- Screening for MRSA, MSSA, VRE and CPE carriage in 

appropriate patient groups. 
- Rapid testing service for Influenza A, Influenza B and 

RSV viruses. 

- Testing of respiratory samples for other viruses and 
bacteria including Mycobacteria. 

Explore the use of FebrDx testing 
being incoorpated into admission 
pathways. 
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- Portsmouth local Health Protection Board - local 
outbreak plan published and maintained by Portsmouth 
City Council EPRR Team describing system response 
and multi agency actions, roles and responsibilities to 
be triggered by to an infectious outbreak that may 
threaten the population of the city. 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure that: 

• staff are supported in adhering to all IPC policies, 
including those for other alert organisms 

 

• IP update training to all staff groups  

• IPC team daily walk rounds to ensure staff are supported in 
the use of PPE. 

• Train the trainer sessions. 

• IPC policies on the intranet 

• COVID-19 clinical guidance portal on the intranet 

• Social distancing and other relevant signage across trust 
estate 

• Updated ICU and theatre procedures during covid-19 PPE 
guidance  

  

• any changes to the PHE national guidance on PPE 
are quickly identified and effectively communicated 
to staff 

 

• Guidance sheet issued or displayed on wards/depts. on what 
PPE to wear, including donning & doffing 

• Trust COVID-19 intranet page contains PPE posters based 
on PHE guidance 

• PPE posters created and displayed.  

• Daily silver and gold meetings and cascade 

• Chief executive briefing sessions and COVID-19 email 
briefing communications 

• Updated ICU and theatre procedures during covid-19 PPE 
guidance  

• IPC Review of new national guidance and Gap analysis with 
recommendations to Gold – Accepted -27 August 2020 

 Implementation of PPE champions in 
all areas. 

Regular briefings to all staff. 

Support line for both staff and 
managers available. 

COVID inbox for any queries and 
questions covered daily to respond. 

COVID guidance in a dedicated area 
on trust intranet. 

Every area has been provided with 
pictoral guides and training videos are 

available. 

EPRR team reviews all national 
guidance that is issued daily and 
liaises with Silver Command for 

onward dissemination and action 
required. 

• all clinical waste related to confirmed or suspected 

COVID-19 cases is handled, stored and managed in 

accordance with current national guidance  

• Infection Prevention policies – handling of clinical waste / 
waste management process 

  

• PPE stock is appropriately stored and accessible to 
staff who require it 

 

 

 

 

 

• All products are controlled on an inventory sys-tem and 
issued or transferred to ward or de-partment.  

• New product quarantined and tested by IPS and Clinical lead 
before being put in to mainstream stock for consumption. 

• Procurement detailed Ward Drop Planner shows the daily 
drops for the wards and departments with all PPE quantities 
and requirements.  

• The Nursing Rep controls needs liaise with procurement daily 
on any changes on quantities and stock requirements needed 
or requiring review.  

• PPE available at point of use and stored in a clean dry area 

National PPE supply shortage 
 
 Wards and Departments hoarding PPE 
 
Wards and Departments not following the 
process re mutual aid and ops centre 

 

Any risk or shortage is escalated to 
Silver and continued escalation to 
National team.  

Regular sweep wards and 
departments and reallocation of PPE 
aligned to number of cases etc. 

Outside of COVID Store operating 
hours wards or departments should 
use mutual aid with neighboring wards 
and departments before accessing 
Ops centre stock. 
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• The procurement team provides extended opening hours

• Outside hours wards or departments use mutual aid with
neighboring wards and departments.

• Emergency stock based in the Ops centre is available every
day and topped up as part of the daily reviews for any
shortages whilst store closed.

• Stock check of the COVID Store is conducted at the end of
everyday.

• All staff mask use and provision requirement with covid-19
secure assessment and designation of buildings

• Social distancing signage across the Trust estate

An emergency stock based in the Ops 
centre is available and reviewed daily 
in line with current PPE Guidelines 

Should stock be at a very low level 
then Procurement will raise a request 
for stock to the National Supply 
Disruption Response (NSDR) Team. 

Procurement also have access to 
reach out for mutual aid from other 
organisations within Hampshire. 

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions 

Appropriate systems and processes are in place to 
ensure: 

• staff in ‘at-risk’ groups are identified and managed
appropriately including ensuring their physical and
psychological wellbeing is supported

• Risk assessment for all staff identified to be in the ‘at risk’
group including based on disability and age, pregnancy and
BAME group.

• Database kept on decisions made, by whom and what date
for high risk groups

• Government Shielding – all staff who have letters from the
Government were shielded

• Occupational Health Shielding – all those who Occupational
Health believe should be shielding, but for some reason did
not get a government letter, were  shielded

• Occupational Health – Change in role – all those who
Occupational Health believe should have a change in role,
non patient facing role, should be working at home etc. have
been accommodated

• Relevant current guidance for pregnant staff being followed

• The Managers Support Line maintains contact with all staff
who inform us that they are pregnant to review their options
and continue to update if and when the national guidance
changes.

• Work Health Assessment for all BAME staff and all shielding
staff (with Occupational Health) undertaken and
recommended adjustments in place.

• Pregnancy risk assessment and Work Health Assessment of
all pregnant workers

• Assessment now extended to all staff Risk self assessment
undertaken by 1,100 staff since 6 August with 400 requiring
an occupational health assessment including staff with a high
BMI

Workplace risk assesments for all staff, 
100% completed for BAME staff and 
more than 80% of all staff. 

Enhanced well being package 
introduced in April including 24 hour 
employee assistance programme 
offering psychological support. 

NHSI/E leadership support circles 
introduced with good engagement 
across all departments and groups. 

Team debriefs introduced for those 
teams most affected by the pandemic 
facilitated by mental health 
practitioners. 

Enhanced coaching and mentoring 
available for all staff. 

Wellbeing conversation template and 
guidance provided to all managers. 

Staff and manager support lines. 

• staff required to wear FFP reusable respirators
undergo training that is compliant with PHE national 
guidance and a record of this training is maintained

• Fit testing to HSE INDG479 along with the fit to fit companion
adopted.

• SOP for decontamination for all reusable masks in the
organisation.

• Fit test and PPE champions created.

• Electronic record including track and trace for Sundstrom
masks held by HSDU.

• Airborne precautions (FFP3/Hood) are no longer required for
AGPs on patients in the low risk pathway, providing the
patient has no other infections that can be transmitted via

Dedicated fit testing lead and support 
team inplace. 
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droplets or airborne route e.g. TB 

• staff absence and well-being are monitored and
staff who are self-isolating are supported and able
to access testing

• Staff Support Line and Manager Support Line introduced
staffed by professional staff from HR and Occupational Health 
open from 6am in the morning to 7.30pm in the evening 7
days a week.

• Staff reporting absence from work through support line.

• Staff support line process to book staff who call in sick for
COVID-19 for relevant tests

• Employee Assistance Programme introduced to ensure we
have thorough 24 hour support for all our staff.

• All support easily accessible on the intranet. With regular
additions to support available.

• We have advertised the NHS England and NHS Improvement
free access to psychological and practical support advertised
to staff.

• Staff Union meetings held and no concerns raised.

• All staff, whether or not at work, have received a Staff
Wellbeing Booklet with positive feedback

• Staff wellbeing calls to staff not at work – Staff shielding
receive a weekly call and staff off work with sickness receive
calls appropriate to their absence.

• Leadership support circles for managers

• Wellbeing presentation to LGBT+ and BAME networks

• On–site Gym and swimming pool free and accessible to all
staff

• Personal training sessions and socially distanced classes
available for staff

• Fit4work service for staff to support an early return to work

• 5 posts including Clinical Psychologist and additional mental
health support approved and being recruited to including
cross service working with Southern Health

• Occupational health, as part of the staff support line 7 days a
week, have taken 2,500 calls since March

• Coaching and Debriefing sessions offered to multiple teams
and ongoing signposting to additional counselling if required
given through Care First or Aquilis

• staff that test positive have adequate information

and support to aid their recovery and return to work.

• Staff provided with a test receive their result through a
clinician who advises them what they should do next.

Support provided through our 
wellbeing provision and the staff 
support line. 
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Appendix B: Infection Prevention and Control Audit Form 
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Infection risk is assessed at the front door and this is 
documented in patient notes 

1.2 
Patients with possible or confirmed COVID-19 are not 
moved unless this is essential to their care or reduces the 
risk of transmission 

1.3 
Compliance with the national guidance around discharge or 
transfer of COVID-19 positive patients  

1.4 
Patients and staff are protected with PPE, as per the PHE 
national guidance  

1.5 
National IPC guidance is regularly checked for updates and 
any changes are effectively communicated to staff in a 
timely way  

1.6 
Changes to guidance are brought to the attention of boards 
and any risks and mitigating actions are highlighted 

1.7 
Risks are reflected in risk registers and the Board 
Assurance Framework where appropriate  

1.8 
Robust IPC risk assessment processes and practices are 
in place for non COVID-19 infections and pathogens  
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Designated teams with appropriate training are assigned to 
care for and treat patients in COVID-19 isolation or cohort 
areas  

2.2 
Designated cleaning teams with appropriate training in 
required techniques and use of PPE are assigned to 
COVID-19 isolation or cohort areas  

2.3 
Decontamination and terminal decontamination of isolation 
rooms or cohort areas is carried out in line with PHE and 
other national guidance  

2.4 
Increased frequency of cleaning in areas that have higher 
environmental contamination rates as set out in the PHE 
and other national guidance  

2.5 
Linen from possible and confirmed COVID-19 patients is 
managed in line with PHE and other national guidance and 
the appropriate precautions are taken 

2.6 
Single use items are used where possible and according to 
Single Use Policy 

2.7 
Reusable equipment is appropriately decontaminated in 
line with local and PHE and other national policy 
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Arrangements around antimicrobial stewardship are 
maintained  

3.2 
Mandatory reporting requirements are adhered to and 
boards continue to maintain oversight 
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Implementation of national guidance on visiting patients in 
a care setting  

4.2 
Areas in which suspected or confirmed COVID-19 patients 
are where possible being treated in areas clearly marked 
with appropriate signage and have restricted access 

4.3 
Information and guidance on COVID-19 is available on all 
Trust websites with easy read versions  

4.4 
Infection status is communicated to the receiving 
organisation or department when a possible or confirmed 
COVID-19 patient needs to be moved 
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Criteria C NC NA Comments 
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Front door areas have appropriate triaging arrangements in 
place to cohort patients with possible or confirmed COVID-
19 symptoms to minimize the risk of cross-infection  

5.2 Patients with suspected COVID-19 are tested promptly 

5.3 
Patients that test negative but display or go on to develop 
symptoms of COVID-19 are segregated and promptly re-
tested  

5.4 
Patients that attend for routine appointments who display 
symptoms of COVID-19 are managed appropriately 
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All staff (clinical and non-clinical) have appropriate training, 
in line with the latest PHE and other guidance, to ensure 
their personal safety and working environment is safe 

6.2 

All staff providing patient care are trained in the selection 
and use of PPE appropriate for the clinical situation and on 
how to safely don and doff it 

6.3 A record of staff training is maintained 

6.4 
Appropriate arrangements are in place that any reuse of 
PPE in line with the CAS alert is properly monitored and 
managed  

6.5 
Any incidents relating to the re-use of PPE are monitored 
and appropriate action taken  

6.6 
Adherence to PHE national guidance on the use of PPE is 
regularly audited 

6.7 
Staff regularly undertake hand hygiene and observe 
standard infection control precautions  

6.8 
Staff understand the requirements for uniform laundering 
where this is not provided for on site 

6.9 

All staff understand the symptoms of COVID-19 and take 
appropriate action in line with PHE and other national 
guidance if they or a member of their household display 
any of the symptoms  
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Patients with suspected or confirmed COVID-19 are 
isolated in appropriate facilities or designated areas where 
appropriate  

7.2 
Areas used to cohort patients with suspected or confirmed 
COVID-19 are compliant with the environmental 
requirements set out in the current PHE national guidance 

7.3 
Patients with resistant/alert organisms are managed 
according to local IPC guidance, including ensuring 
appropriate patient placement  
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  Testing is undertaken by competent and trained individuals 

8.2 

Patient and staff COVID-19 testing is undertaken promptly 
and in line with PHE and other national guidance  

8.3 Screening for other potential infections takes place 
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Staff are supported in adhering to all IPC policies, including 
those for other alert organisms  

9.2 

Any changes to the PHE national guidance on PPE are 
quickly identified and effectively communicated to staff  

9.3 

All clinical waste related to confirmed or suspected COVID-
19 cases is handled, stored and managed in accordance 
with current national guidance  

9.4 

PPE stock is appropriately stored and accessible to staff 
who require it 
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Staff in 'at-risk' groups are identified and managed 
appropriately including ensuring their physical and 
psychological wellbeing is supported 

10.2 

Staff required to wear FFP reusable respirators undergo 
training that is compliant with PHE national guidance and a 
record of this training is maintained  

10.3 

Staff absence and well-being are monitored and staff who 
are self-isolating are supported and able to access testing 

10.4 

Staff that test positive have adequate information and 
support to aid their recovery and return to work  
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c. 3a 3b 4

Enc 3a 3b 4 
Title of report EMERGENCY PREPAREDNESS, RESILIENCE AND RESPONSE 

ANNUAL REPORT 
Board / 
Committee 

QUALITY AND ASSURANCE COMMITTEE – 19TH NOVEMBER 2020 

Agenda item 
number 

161.20 

Executive lead Chris Evans – Chief Operating Officer 

Author Steve Court – EPRR Lead 

Date report 
written 

9th November 2020 

Action required Noting / Approval 

Executive 
summary 

Emergency Preparedness, Resilience and Response (EPRR) at the Trust has been 
operating with the real life pressures created by the management of COVID-19. It 
is in this context that the demonstrable improvements in the service have been 
particularly commendable. As well as the major incident relating to the 
pandemic, the ability to respond to business continuity and critical incidents has 
been demonstrated. 

The review process for the service conducted by NHS England was modified for 
2020 given the need for trusts to prepare for a potential second wave of the 
virus. As a result, Portsmouth Hospitals University NHS Trust was asked to 
present its findings on three areas to the Local Health Resilience Forum on 14th 
October 2020. These areas were improvements made, lessons learned and 
embedding of this learning in winter preparedness.  

In terms of improvement, in 2019 eight core standards relating to the duty to 
maintain plans had been identified as only partially compliant. The current self-
assessed level of compliance now has all but one of these rated as fully 
compliant. The remaining area (shelter and evacuation) will see the trust 
discussing potential buildings which can be used locally with the Local Health 
Resilience Forum. The one area of co-operation (attendance at the Forum) 
deemed non-compliant in 2019 is now fully compliant, whilst one of the two 
business continuity standards adjudged to be partially compliant is also now fully 
compliant. Plans have been received from all areas and are being worked 
through to resolve the outstanding matter in this regard. 

The lessons of the first wave of COVID-19 are being used to inform preparations 
for this winter; this relates to both the management of any second wave and 
wider matters of preparedness for the forthcoming winter.  

Given the above, the Trust has self-assessed the assurance level provided by the 
EPRR service to be substantial. This will be included in the regional submission to 
be made to the national EPRR team by the end of 2020. 
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Appendices 
attached 

Appendix A – Exercise Horus (November 2019) 
Appendix B – COMMEX (October 2019) 
Appendix C – Internal Critical Incident (December 2019) 

Recommendations The Committee is recommended to note the report and commend it to Trust 
Board for their meeting on 25th November 2020. 

Next steps The following actions will be taken after consideration of this report: 
a) Presentation to Trust Board on 25th November 2020
b) Submission of regional EPRR statement of assurance to national EPRR

team by 31st December 2020
c) National EPRR team to complete conversations with regional EPRR

teams by 28th February 2021
d) National EPRR assurance reported to NHS England / Improvement Board

and Department of Health & Social Care by 31st March 2021

Links to Corporate Objectives (Please ✓) 

✓ ✓

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

✓ ✓

Links to Board 
Assurance 
Framework 

BAF 10 – embedding of emergency preparedness, response and resilience plans 

Links to Board Risk 
Register 

Not applicable 

Compliance / 
Regulatory 
Implications 

The process by which this will be reported regionally and nationally is detailed in 
the report as well as the executive summary and ‘next steps’ sections above. 

Quality Impact 
Assessment 

No impact on quality. 

Equality Impact 
Assessment 

No equality implications. 
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Executive Summary  
 
This paper provides a summary of the outcome of Portsmouth Hospitals University NHS Trust 
Emergency Preparedness, Resilience and Response (EPRR) Annual Assurance self-
assessment submission to NHS England 2020/21. 
 
 
Section 1 outlines the requirements on NHS organisations to have arrangements in place to 
prepare for and respond to a wide range of incidents and the legislation and guidance that 
govern that planning. 
 
Section 2 summarises the Annual EPRR Assurance process and the Trusts overall level of 
compliance. 
 
Section 3 details the progress the Trust has made in the last 12 months including the 
development of new plans and policies, training and exercising undertaken and a review of live 
incidents.  
 
Section 4 identifies the remaining areas of partial compliance associated work programme to 
ensure compliance.  
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1.0 INTRODUCTION 

All NHS Organisations are required to prepare for and respond to a wide range of incidents or 
emergencies that could impact on health or patient care. These could be anything from 
extreme weather events, infectious disease outbreaks, terrorist attacks to major transport 
accidents. Furthermore, NHS Organisations must be internally resilient and be able to respond 
safely to such incidents, or other internal disruptions, whilst maintaining their services to 
patients.  This is underpinned by legislation contained in the CCA 2004 and the NHS Act 2006 
(as amended). 

The CCA 2004 specifies that responders will be either Category 1 (primary responders) or 
Category 2 responders (supporting agencies).  Portsmouth Hospitals NHS Trust is classed a 
Category 1 Responder under the CCA2004. 

Category 1 responders are those organisations at the core of emergency response and are 
subject to the full set of civil protection duties:  

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

• put in place emergency plans

• put in place business continuity management arrangements

• warn, inform and advise the public in the event of an emergency

• share information with other local responders to enhance co-ordination

• cooperate with other local responders to enhance co-ordination and efficiency

This work is referred to in the Health Service as ‘Emergency Preparedness, Resilience and 
Response’ (EPRR). 

1.1 EPRR Guidance and Legislation 

The following legislation, regulation, conditions and guidance have been used to inform the 
Trust’s EPRR work programme:  

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

• The NHS Act 2006 as amended

• Section 46 of the Health and Social Care Act 2012

• NHS England Emergency Preparedness, Resilience and Response Framework Nov
2015 

• NHS Core Standards for Emergency Preparedness, Resilience and Response July
2019 

• NHS England Business Continuity Management Framework (service resilience)

• National Occupational Standards for Civil Contingencies
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• BS ISO 22301 Business continuity management systems  

 

2.0 EPRR FRAMEWORK  
 
Under the EPRR Framework providers of NHS funded services are to:  
 

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

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

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

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

• Ensure that recovery planning is an integral part of its EPRR function  

• Provide assurance that organisations are delivering their contractual obligations with 
respect to EPRR  

• Ensure organisational planning and preparedness is based on current risk registers  

• Provide appropriate director level representation at LHRP(s) and appropriate tactical 
and/or operational representation at local health economy planning groups in support 
of EPRR requirements  

 
2.1 EPRR Assurance Process  
 
There is a statutory requirement to formally assure each organisation of EPRR readiness 
however the events of 2020 have tested all NHS organisation plans to a degree above and 
beyond that routinely achievable through exercises or assurance processes. 
 
It is recognised that the detailed and granular process of previous years would be excessive 
while organisations are preparing for a potential further wave of COVID-19, as well as 
upcoming seasonal pressures and the operational demands of restoring services so the 
regular requirement for organisations to answer a number of questions with detailed evidence 
has been replaced by the following: 
 

1. Progress made by organisations that were reporting a partially or non-compliant 
compliance in the 2019/20 process 

2. The process of capturing and embedding the learning from the first wave of COVID-19 
pandemic 

3. Inclusion of progress and learning in winter planning preparations 
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The requirements for the three areas are: 
 

1. The 2020/21 process seeks to understand the improvements made  
2. The 2020/21 seeks to ensure all NHS organisations have begun the process to 

systematically and comprehensively identify, learn and embed lessons to improve 
EPRR practice 

3. The 2020/21 process seeks to ensure this learning is embedded in winter preparedness 
 
This information was presented at a Local Health Resilience Partnership (LHRP) via an 
organisational PowerPoint on Wednesday 14th October, which all members attended, and the 
combined information is then presented by the CCG to NHSE/I. 
 
Based on this process, the national EPRR team will undertake conversations with each region 
in advance of preparing a national statement of assurance for the NHS England and NHS 
Improvement Board. The report is then shared with the Department of Health and Social Care 
(DHSC) and the Secretary of State for Health and Social Care 
 
The annual EPRR assurance process traditionally places LHRP’s in a central role for local 
leadership but given the planning nature of LHRPs and the current response position of the 
NHS, it is not considered appropriate for LHRPs to lead the assurance this year. It is expected 
that LHRPs will maintain a critical role in future EPRR assurance processes, and outputs from 
the 2020/21 process will be shared with LHRP co-chairs at the appropriate time. 
 
The deadlines are as follows: 
 

• 31st October 2020: statements of assurance are made to regional EPRR teams by 
CCGs agreeing organisations self-assurance score 

• 31st December 2020: regional EPRR teams submit their statement of assurance to the 
national EPRR team 

• 28th February 2021: national EPRR team to complete conversations with regional teams 

• 31st March 2021: national EPRR assurance reported to the NHS England and NHS 
Improvement board and DHSC 

 
2.2 Improvements Made 
 
PHU Trust assurance process in 2019/20 identified it had reached the ERPP Core Standard 
of Partially Compliance so submitted an action plan to improve its status for this year. The 
action plan below shows the progress made: 
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Action Plan 

Core standard 2019/20 self-
assurance 
level of 
compliance 
(RAG rating) 
 

Current self-
assessed level 
of compliance 
(RAG rating) 

Remaining actions required to 
be fully compliant 

Planned 
date for 
actions to be 
completed 

Lead name Further 
comments 

 Duty to maintain plans  

 
CS11 Critical Incident 
 

 
Partial 
Compliance 

 
Fully Compliant 

 
Exercising of plan required 
  

 
Nov 2019 

 
EPRRO   

 
Exercised 
November 2019 
(Ambulance hold) 

 
CS12 Major Incident 
 

 
Partial 
Compliance 

 
Fully Compliant 

 
Exercising of plan required 
 

 
Nov 2019 

 
EPRRO  

 
Exercised 
November 2019 
(Emergo) 

 
CS14 Cold Weather 

 
Partial 
Compliance 

 
Fully Compliant 

 
Plan used but no de-brief 
conducted. 

 
April 2020 

EPRRO and 
Estates & 
Facilities 

 
De-briefs now 
being completed 
for incidents 

 
CS 15 Pandemic Flu 

 
Partial 
Compliance 

 
Fully Compliant 

 
Plan due for ratification Oct 2019 

 
Nov 2019 

 
Infection Team 

 
Plan being used 
in current Incident 
and will be 
reviewed 

 
CS 16 Infectious 
Disease 

Partial 
Compliance 

 
Fully Compliant 

 
Plan to be exercised 
 

 
March 2020 

 
Infection Team 

 
COVID 19 
Incident 

 
CS 18 Mass Casualty 

  
Fully Compliant 

 
Exercising of plan required 

 
Nov 2019 

 
EPRRO 
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Partial 
Compliance 

 Exercised 
November 2019  
(Emergo) 

 
CS 20 Shelter & 
Evacuation 

 
 
Partial 
Compliance 

 
 
Partial 
Compliance 
 

 
Trust to liaise with LRF 
colleagues to identify buildings 
which can be used locally 

 
 
June 2020 

 
 
EPRRO 

 
Ongoing work 
with LRF 
colleagues 
however site 
identified 

  
CS 21 Lockdown 
 

 
Partial 
Compliance 

 
Fully Compliant 

 
Lockdown plan requires further 
testing 

 
March 2020 

 
PHT Security 
Team 

 
Tested frequently 
from October 
2019 

 Co-operation  

 
CS 40 LHRP 
Attendance 

 
Non-
Compliance 

 
Fully Compliant 

 
AEO requires to attend 75% of 
meetings 
 

 
Sept 2020 

 
AEO  

Attendance at 
Health & Social 
meetings 

 Business Continuity  

 
CS 52 Business 
Continuity  

 
Partial 
Compliance 

 
Partial 
Compliance 

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

 
Sept 2020 

 
EPRRO 

Plans for all areas 
received and 
working through 
individual 
departments 

 
CS 55 Business 
Continuity 
  

 
Partial 
Compliance 

 
Fully Compliant 

 
Assurance of providers requires 
more work to ensure plans are 
robust 

 
Sept 2020 

 
EPRRO 

 
Plans robust as 
used for COVID 
19 Incident 

 

 

Page 142 of 315



2.3 Learning from the First Wave of COVID-19 

The Trust has identified learning from the first wave which is being used to support it going into 
a second wave however some of what has been identified is now embedded as Business as 
Usual (BAU) which support patients using PHU services. There have been structured debriefs 
carried out at department, care group and divisional levels as well as a Trust wide survey to 
understand what went well and what may be required to improve the response in future. Overall 
the Trust has managed the COVID-19 incident well and is prepared to respond for second 
wave. 

The overall conclusion from the debriefs were: 

Positives: 
1. Health Command & Control used and managed successfully
2. Trust wide support for information requirements e.g. SITREPS, CHESS, etc.
3. Step up of receiving areas and adjustment of service provision
4. New process for reporting staff sickness/isolating which gives a strategic view
5. Flexibility of staff and willingness to be re-trained
6. Digital services for outpatients
7. Support services management of essential equipment
8. Enhanced wellbeing provision for staff

Learning: 
9. Long term fatigue of staff requires monitoring and continued review
10. Clear process of what is required from regional/national response centres

2.4     Learning is Embedded into Winter Preparedness 

The current COVID-19 response has shown the Trust can react and manage the services it 
provides to its patient when dealing with an ever changing environment and now that we are 
coming into the winter season which always puts more pressure on the Trust and the upcoming 
EU Exit, there is an understanding that more planning for winter is required. This has led to the 
following being identified: 

1. Continuing our work with the NHS 111 pilot to ask patients to use telephone and web-
based systems to ensure that any patients who can be cared for in an alternative to ED
are directed to that care provider.

2. Implementation of the Medical Emergency Village to stream patients to increased SDEC
pathways.

3. Implementation of the Department of Health and Social Care’s ‘Discharge Guidance’.
4. Increase flow through the non-elective pathway with increased operational rigour and

improved weekend discharge focus.
5. Increase access to flu vaccination safeguarding our staff, patients and their families
6. Protecting our Phase 3 elective and cancer recovery capacity
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2.5     PHU Assurance Rating 

Due to the work carried out before and during the present COVID-19 incident the Trust 

considers itself to be a position of Substantial 

3.0 EPRR PROGRESS 2020/21 

The Trust has progressed with its EPRR requirements from last year as the EPRR Officer has 
been in post since September 2019 and was supported by an interim Chief Operating Officer 
for the same amount of time. However, more could have been achieved to get to Full 
Compliance if the COVID-19 pandemic had not happened. This incident started in early 2020 
and has been the focus for the Trust and especially for the EPRR team as it has been a Level 
4 NHS incident (being managed nationally) and will continue to be ongoing into next year 
(2021).  

It should not be underestimated, the amount of work involved in achieving substantial 
compliance, especially considering the response required to manage the current COVID-19 
pandemic, and the ongoing EU Exit in conjunction with imminent winter pressures. 

3.1 EPRR Plan and Policy Review 

This year’s EPRR Core Standards have not requested a full review of Emergency Plans and 
Policies however this has been completed by the EPRR Lead to ensure they are as robust as 
possible and it has been identified that the newly ratified Pandemic Plan (March 2020) requires 
a review due to the current incident together with the Isolation Plan, so the EPRR team will 
support the authors where necessary.  

Updated Business Continuity Plans for departments were requested for all areas in response 
to the pandemic and these supported the action plan identified from the last assurance 
process. These plans have been put into use and are continuing to be reviewed with the EPRR 
team giving support to some of these plans by holding tabletop exercises. 

The EPRR Lead had been supporting the EU Exit response up until late last year through 
weekly meetings until this was postponed due to national agreement however this will be 
reinstated appropriately due to more negotiations being required towards the end of the 
calendar year. Due to COVID-19 the Trust has identified specific areas of concern e.g. 
procurement and Pharmacy products so is in a better position to mitigate issues as they may 
arise. The Trust is also represented at the Local Resilience Forum (LRF) meeting to identify 
issues which may occur at the port (vehicle movements). 
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3.2 Training and Exercising 

In line with the new EPRR Plans and Policies a Training Needs Analysis and Training 
Programme have been completed with key roles identified and tailored training packages 
produced in line with the Skills for Justice (SFJ) National Occupational Standards (NOS) for 
Emergencies 

EPRR and Incident Response Plan Training has been delivered to the EPRR Responsible 
Persons, On Call Managers and On Call Directors. Training sessions for Loggists has been 
delivered and continue to ensure the Trust has access to a large pool of trained volunteers to 
support the Trust during an incident. Some Major Incident training has also been delivered to 
department teams so they understand the Command & Control process and are aware what 
their roles are, and this will be continuing as the response has been very positive. 

Due to the present COVID-19 response some training which the Emergency Department staff 
would undertake to support a CBRN incident has not been able to be completed. However 
there are a number that are fully trained and the department had its annual assurance report 
completed by the South Central Ambulance Service in July 1019 which it received a RAG 
rating of GREEN. 

The Trust is required to hold a live exercise (LIVEX) every three years, a table-top exercise 
every year, and a communication cascade every six months. The Trust undertook a LIVEX in 
November 2019 which was well supported by the departments within the Trust as well as 
external partners. A full debrief was undertaken which identified some learning and the report 
was submitted to the Quality & Performance Group (appendix A)  

The EPRR Lead conducted several Communication cascades exercises in late 2019 and 2020 
to support the requirements and these went well. The exercises were completed at different 
times of the day to target different working groups and a report has been added to this paper. 
(appendix B) 

3.3 Live Events / Incidents 

In the last year the Trust has responded to several internal and external incidents including the 
current pandemic. These include: 

     3.3.1 Football match - Portsmouth V Southampton 
This was held on Tuesday 24th September 2019 and due to the rivalry of the supporting fans 
the EPRR Lead was involved with supporting the emergency services to prepare for any 
incidents which could result in several injured supporters being taken to ED. This preparation 
included identifying St. Mary’s as the casualty holding area and having extra security and 
clinical staff on duty but thankfully these extra resources were not used. 
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3.3.2 Bleep System upgrade 
The bleep system has required an upgrade for several years, so the date of Wednesday 29th 
October 2019 was identified as the date to carry out the work required. There was no expected 
disruption to Trust services however a response plan was discussed with the EPRR Lead and 
Engie and communications were cascaded to all departments to ensure staff were aware of 
the work being carried out. The work was completed without disruption. 
 

3.3.3 Black Start 
Black start is an exercise to test the Trust backup generators if the main electrical supply was 
to fail and this was planned for the morning of Sunday 1st December 2019 as this was agreed 
to be a time when ED were not as busy as they would normally be. Plans were discussed and 
Engie supplied staff at strategic areas of the Trust so they could respond to issues quickly. All 
went well with a seamless transition of power from mains to generator. 
 

3.3.4 Internal Critical Incident 
This incident was initiated on the 4th December 2019 to support the reduction of Ambulance 
hold and to focus on patient flow around the Trust so was not just for ED but all departments. 
A Command & Control structure was set up with daily meeting which ensured any issues 
identified were acted on quickly and supported changes in patient pathways. Communication 
to all staff was sent out daily and a report was submitted to the Quality & Performance group 
which is in the document (appendix C) 
 

3.3.5 East Wing Infrastructure Works 
Work was planned at the East Entrance to resurface the parking area on Friday 17th January 
2020 so this would impact on the Ambulances arriving with patients for specific specialised 
treatment and patients being discharged. A plan was identified to re-direct those vehicles who 
were picking discharge patients to C Level North Wing and a different area for specialised 
patients and this information was cascaded to the South-Central Ambulance Service (SCAS) 
and clinical staff, including to operations team. 
 

3.3.6 COVID-19 Pandemic 
This Major Incident started in the UK on 5th February 2020 with the identification of 2 infected 
cases and has now seen many infected cases, not just here in the UK but around the world 
and has taken many lives. This is anticipated to continue into 2021 until a vaccine has been 
distributed. 
 
To manage this incident there has been a lot of planning and reviewing of how the Trust 
supports patients with COVID-19 as well as all the other patients. There were tabletop 
exercises held to support the planning needed at the start of the incident and good learning 
was found so we could manage the influx of COVID-19 patients. This was supported by our 
colleagues in other organisations to manage patient flows and to discharge as many patients 
as possible. Staff were de-deployed and re-trained to help in critical areas, with all this being 
managed through Tactical and Strategic Command Teams. 
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Plans are still being reviewed as we continue to manage infected patients as well as supporting 
patients who require clinical support including elective patients and subsequent recovery of 
this activity following a mandated cancellation as part of the pandemic. 

New ways of working have been enacted which includes new patient pathways, staff working 
from home when able and consultations being held through web-based solutions. 

3.3.7 Telephone Exchange Downtime 
The Trusts telephone exchange is out of date and work was needed to keep the system 
working however this meant the whole system required shutting down, causing the Trust to 
have no internal telephones and a very limited number of lines coming into switchboard. To 
manage this a projects team was established and dates identified to carry out this work.  

This was completed twice (Saturday 22nd August & Saturday 12th September) due to the 
system not being fixed on the first date. In all, the shutdowns went well with some learning 
identified. 

3,4 Local Resilience Forum (LRF) & Health & Social Care Meetings 
The EPPR Lead continues to attend the LRF which provides most of our partner agency 
support and attends WOT (Working on Tuesday) which are specific topics related to EPRR 
both national and local risks. As part of NHSE requirements we attend the Local Health 
Resilience Forum (now the Business Management Group). 

3.5  EPRR Team 
Up until June 2020 the Trusts EPRR Team consisted of an EPRR Lead and a part time 
administrator but after discussions with the Interim Chief Operating Office it was identified that 
this structure was on the light side (neighbouring Trusts have more staff in their EPRR Teams 
e.g. UHS have an EPRR Lead and a Deputy EPRR Manager, HHFT have an EPRR Lead, a 
EPRR Manager and a EPRR Officer, so Tracey Gillingham who was the part time 
administrator, was taken on to the full time Business Continuity Coordinator, to take this piece 
of work away from the EPPR Lead and is very supportive with the EPRR portfolio.  

4. CONCLUSION

In summary the Trust has demonstrated significant improvement against the EPRR Core 
Standards since last year despite the additional challenge of the COVID-19 pandemic.  

Over the last year the Trust has shown its resilience and ability to respond to Business 
Continuity Incidents, Critical Incidents and a Major Incident. There is continuing work being 
done to ensure it is ready to respond to more waves of the virus as well as EU Exit and winter 
pressures. 

The EPRR team would like to acknowledge those who have supported training and Emergency 
Planning before and during an incident as critical to their role, to protect the Trust, our staff, 
patients, public and the wider community. 
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Enc. 3a 3b 4

Enc. 3a 3b 4 

Title of report QUALITY ACCOUNT 2019/2020 

Board / 
Committee 

TRUST BOARD – 25TH NOVEMBER 2020 

Agenda item 
number 

141.20 

Executive lead Lois Howell – Director of Governance and Risk 

Author Tracey Stenning – Head of Governance and Quality 

Date report 
written 

17th November 2020 

Action required The Board is asked to approve the 2019/2020 Quality Account 

Executive 
summary 

As Board members will be aware, the Trust is required to produce an annual 
Quality Account.  The Quality & Performance Committee considered and 
approved a draft version of the account at its meeting in October, following 
which the draft was submitted to key stakeholders and partners for comment, in 
accordance with the regulations governing the production of a quality accounts. 

The Quality Account now comes before the Board for final approval.  The 
stakeholders’ comments have been included (page 63 onwards) , and  two 
further additions have been made since the Quality & Performance Committee 
approved the draft:  

- CQC statement (page 14): following the medicines management 
inspection the statement has been updated to advise that “the CQC 
found no breaches of regulations and provided positive feedback on the 
Trust’s medicine administration, as well as areas for further development 
which are being taken forward” 

- PROMS (page 22): a statement that NHS England has stopped measuring 
and producing groin hernia and varicose vein surgery and that therefore 
no national data is available has been added 

Appendices 
attached 

Appendix A – Trust Quality Account 2019 - 20. 

Recommendations The Board is asked to approve the Quality Account 2019 – 20 

Next steps The following actions will be taken after consideration and approval of this 
report: 
a) Completion of the Statement of Directors’ responsibility in respect of the

Quality Account by the Trust Chair and Chief Executive
b) Quality Account published, in accordance with national deadline by 15th

December 2020

Enclosure Number 

7 
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Links to Corporate Objectives (Please ✓) 

    

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 

    

Links to Board 
Assurance 
Framework 

Not applicable. 

Links to Corporate 
Risk Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

Quality Accounts requirement are sent out in the The National Health Service 
(Quality Accounts) (Amendment) (Coronavirus) Regulations 2020 

Quality Impact 
Assessment 

Clearly identifying quality priorities for the year will help focus improvement 
activities across the trust and ensure appropriate evidence of continuous quality 
improvement is reported on throughout the year. 
PATIENT EXPERIENCE: Major – Positive  
PATIENT SAFETY: Major – Positive  
CLINICAL OUTCOME: Major – Positive 
OPERATIONAL PERFORMANCE: Major – Positive  
IMPACT ACROSS TRUST AND WIDER HEALTH ECONOMY: Moderate – Positive  
ACCESSIBILITY / WAITING TIMES: Major – Positive  
STAFF: Major – Positive 

Equality Impact 
Assessment 

No equality implications 
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STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE 

 

On behalf of the Trust Board and all colleagues at Portsmouth Hospitals 

University NHS Trust I am pleased to introduce our Quality Account for 

2019/20, which highlights our continued dedication to improving all aspects of 

quality.  

 

In January, the Care Quality Commission (CQC) improved its overall rating of 

the Trust to good, following an Autumn inspection that focused on the Trust’s 

leadership, use of resources and five core services. Our ratings improved or 

were maintained across all five core services inspected – maternity, medicine 

and older people’s care, surgery, outpatients and emergency and urgent care. 

This reflects the effort and dedication of teams throughout the Trust. Our 

improved rating demonstrates good progress however, we recognise there is 

still more to do. We are absolutely committed to driving further improvements 

in the areas highlighted by the CQC around safety, and action to respond to 

the CQC’s feedback is built into our quality improvement programme. 

 

During the year, we have continued to work with partners across the 

healthcare system on improving the provision of urgent care, working on our 

existing models of care and pathways to improve effectiveness and patient 

experience. Our £58m Building Better Emergency Care project will provide a 

longer-term significant opportunity for improvement, and we continue to 

progress this while also prioritising the actions we can take now. 

We have a strong commitment to research and education as drivers for 

improving the quality of care and patient experience. We built significantly on 

our existing relationships with the University of Portsmouth and other 

academic partners in 2019/20, culminating in the award of university hospital 

status in July 2020 and informing our priorities for 2020/21. 

 

2019/20 was the second year of our five-year strategy ‘Working Together’ 

though which we are pursuing a strategic aim of safe, high quality, patient-

focussed care with the support of our culture change agents drawn from 

across the Trust. We have continued to invest in developing the leadership 

capability that will support further quality improvement through our senior 

leadership and management development programmes.  

 

Our priorities for 2020/21 show a significant emphasis on increasing our 

insight into patients’ perspectives to help to drive improvements in quality and 

fulfil our vision of working together to drive excellence in care for our patients 

and communities. 

 

To the best of my knowledge the information presented in this report is 

accurate and represents a balanced view of the quality of services that the 

Trust provides. I sincerely hope you find it informative. 

 

Mark Cubbon, Chief Executive 

Portsmouth Hospitals University NHS Trust 

Trust Headquarters, F Level, Queen Alexandra Hospital, Southwick Hill Road, Cosham, Portsmouth, Hampshire, PO6 3LY   

Telephone: 023 9228 6877 Ext: 6670 

E-mail: mark.cubbon@porthosp.nhs.uk
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QUALITY IMPROVEMENT PRIORITIES 2020 / 2021 

 

The Trust constantly strives to improve the quality, safety and effectiveness 

of the care provided to patients and their families/carers and aims to improve 

services based on what patients say matters most to them.   

 

The Trust develops its priorities for quality improvement by triangulating 

evidence available through a variety of internal and external sources.  These 

include complaints, incident reporting, national quality initiatives, national 

and local patient surveys, clinical audit and NICE guidance.   

 

Each year, key priorities are chosen for inclusion in the Quality Account.  The 

chosen priorities are expected to have the greatest impact on reducing harm 

and improving patient experience and outcomes. 

 

The quality priorities contained within this Account were presented to and 

approved at the Trust’s Leadership Team meeting in October. 

 

A full range of quality measures and how the Trust is working towards 

achieving these continue to be reported to the Trust Board and the Quality 

and Performance Committee on a monthly basis through the Integrated 

Performance Report (IPR). 

 

In 2020, the Trust established a Quality Assurance Committee, the purpose of 

the Committee being to: 

- Provide assurance that the content of the IPR quality section is robust, 

and reflects appropriate issues and themes.  

- Provide assurance to the Quality and Performance committee, which 

feeds to the Board, about the clinical quality of care within the remit of 

the quality assurance sub-committee.  

- Provide assurance that recovery improvement programmes are delivering 

required outputs or outcomes.  

- Scrutinise specific issues or aspects of quality that are raised through its 

further sub-committees to provide assurance that issues or themes are 

being managed and resolved appropriately, rigorously and within defined 

timescales.  

- Agree actions and plans for improvement in associated areas where 

appropriate. 

- Receive assurance about business transacted at divisional governance 

meetings 

 

This Quality Account and associated priorities are presented around the three 

domains of quality; patient safety, patient experience and clinical 

effectiveness. 

 

The Account summarises the Trust’s performance and improvements against 

the quality priorities and objectives the Trust set itself for 2019/2020 (set out 

in the 2018/2019 Quality Account).  
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QUALITY IMPROVEMENT PRIORITIES 2019/2020 – OUR ACHIEVEMENTS 

The Quality Account published in June 2019 identified areas of quality improvement to focus on during the year.  A brief summary of the Trust’s achievements 

against the priorities is outlined below, with further detail contained in part 3 of this Account.   
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STATEMENTS OF ASSURANCE FROM THE BOARD 

Review of services 

During 2019/2020 Portsmouth Hospitals NHS Trust provided and sub-

contracted 36 NHS services. Three significant services are sub-contracted to 

non-NHS providers:  the Disablement Services Centre, orthotic service and 

community dialysis services. 

 

The Portsmouth Hospitals NHS Trust has reviewed all the data available to it 

on the quality of care in all 36 of these NHS services.  
 

The income generated by the NHS services reviewed in 2019/2020 represents 

96% of the total income generated from the provision of NHS services by 

Portsmouth Hospitals NHS Trust for 2018/2019.  

 

Participation in clinical audits 
During 2019/2020 44 national clinical audits and 12 national confidential 

enquiries covered NHS services that Portsmouth Hospitals University NHS 

Trust provides. 
 

During that period Portsmouth Hospitals University NHS Trust participated in 

100% (44/44) national clinical audits and 100% (12/12) national confidential 

enquiries of those it was eligible to participate in. 
 

The national clinical audits and national confidential enquiries that 

Portsmouth Hospitals University NHS Trust participated in, and for which data 

collection was completed during 2019/2020, are listed below alongside the 

number of cases submitted to each audit or enquiry as a percentage of the 

number of registered cases required by the terms of that audit or enquiry. 
 

The reports of national clinical audits (this number is from both 2019/2020 

and some reports that were published from data supplied in 2018/19) were 

reviewed by the provider in 2019/2020.  Appendix A highlights the actions 

Portsmouth Hospitals University NHS Trust intends to take to improve the 

quality of healthcare provided. 

 

NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

Assessing Cognitive Impairment in Older People / Care in Emergency 
Departments 

Audit  >100% 

BAUS Cystectomy Audit Surgeon Outcomes  
120% 

(2016-2018) 

BAUS Female Stress Urinary Incontinence Audit Surgeon Outcomes Not applicable Not applicable 

BAUS Nephrectomy Audit Surgeon Outcomes  91% 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

(2016-2018) 

BAUS Percutaneous Nephrolithotomy (PCNL) Surgeon Outcomes  53 cases 
(2016-2018) 

BAUS Radical Prostatectomy Audit Surgeon Outcomes  100% 
(2016-2018) 

Care of Children in Emergency Departments Audit  >100% 

Case Mix Programme (CMP) -  Intensive Care National Audit and Research 
Centre (ICNARC) 

Audit  100% 

Elective Surgery (National PROMs Programme - Finalised data April 2018 to 
March 2019) 

Hip Replacement  37.6% 

Knee Replacement  28.4% 

Endocrine and Thyroid National Audit Surgeon Outcomes  
471 cases 

(2013-2017) 

Falls and Fragility Fracture Audit Programme 

Fracture Liaison Service Database 
(FLS-DB)  

58% 
(2019) 

Hip Fracture Database  100% 

Inpatient Falls Audit (NAIF)  100% 

Inflammatory Bowel Disease Programme (IBD Programme) 

Inflammatory Bowel Disease (IBD) 
Service Standards  

115 
(Patient Survey) 

Inflammatory Bowel Disease (IBD) 
Biological Therapies Audit  1% 

Major Trauma Audit - Trauma Audit and Research Network (TARN) Audit  96% 

Mandatory Surveillance of Bloodstream Infections and Clostridium Difficile 
Infection 

Audit  100% 

Maternal, New-born and Infant Clinical Outcome Review Programme Audit  100% 

Mental Health – Care in Emergency Departments Audit  >100% 

Mental Health Care Pathway – CYP Urgent & Emergency Mental Health 
Care and Intensive 

Audit Not applicable Not applicable 

Mental Health Clinical Outcome Review Programme Audit Not applicable Not applicable 

National Asthma and COPD Audit Programme 
COPD  948 

Asthma in Children  100% 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

Asthma in Adults  
0% 

(PHU were a late adopter but are now 
submitting  data 2020/21) 

Pulmonary Rehabilitation Not applicable Not applicable 

National Audit of Breast Cancer in Older People (NABCOP) Audit  100% 
(402 cases) 

National Audit of Cardiac Rehabilitation (NACR) Audit  100% 

National Audit of Care at the End of Life (NACEL) Audit  79-99% 

National Audit of Dementia (Care in General Hospitals) Audit  100% 

National Audit of Pulmonary Hypertension (NAPH) Audit Not applicable Not applicable 

National Audit of Seizure Management in Hospitals (NASH3) Audit  100% 

National Audit of Seizures and Epilepsies in Children and Young People  
(Epilepsy 12) 

Organisational Audit  Not applicable 

National Bariatric Surgery Register (NBSR) Audit  500 cases 

National Cardiac Arrest Audit (NCAA) – ICNARC Audit  100% 

National Cardiac Audit Programme (NCAP) 

Cardiac Rhythm Management  100% 

Myocardial  Ischaemia National 
Audit Programme (MINAP) 

 103% 

National Audit of Percutaneous 
Coronary Interventions (PCI) 

 100% 

National Audit of Heart Failure  110% 

National Adult Cardiac Surgery Audit Not applicable Not applicable 

National Congenital Heart Disease 
(CHD) 

Not applicable Not applicable 

National Clinical Audit of Anxiety and Depression Audit Not applicable Not applicable 

National Clinical Audit of Psychosis Audit Not applicable Not applicable 

National Diabetes Audit – Adults 

Transition  100% 

Diabetes in Pregnancy  100% 

Inpatient Audit  100% 

Foot Care  24.3% 

Harms  100% 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

National Early Inflammatory Arthritis Audit (NEIAA) Audit  208 cases 

National Emergency Laparotomy Audit (NELA) Audit  72% 

National Gastro-Intestinal Cancer Programme 

National Bowel Cancer Audit 
(NBOCA) 

 104% 

National  Oesophago-Gastric Cancer 
(NOGCA)  65-74% 

National Joint Registry (NJR) Audit  100% 

National Lung Cancer Audit (NLCA) Audit  393 cases 

National Maternity and Perinatal Audit (NMPA) Audit  100% 

National Neonatal Audit Programme (NNAP) Audit  100% 

National Ophthalmology Audit – NOD Audit  100% 

National Paediatric Diabetes Audit (NPDA) Audit  98.6% 

National Prostate Cancer Audit Audit  100% 

National Smoking Cessation Audit Audit  100% 

National Vascular Registry Audit Not applicable Not applicable 

Neurosurgical National Audit Programme Audit Not applicable Not applicable 

Paediatric Intensive Care Audit Network (PICANet) Audit Not applicable Not applicable 

Perioperative Quality Improvement Programme (PQIP) Audit  16 cases 

Prescribing Observatory for Mental Health (POMH-UK) Audit Not applicable Not applicable 

Reducing the impact of serious infections (Antimicrobial Resistance and 
Sepsis) - CQUIN 

Antibiotic Consumption  100% 

Antimicrobial Stewardship  100% 

Sentinel Stroke National Audit Programme (SSNAP) 
Audit  102.7% 

Organisational  100% 

Serious Hazards of Transfusion (SHOT): UK National Haemo-vigilance 
Scheme 

Audit  100% 

Society for Acute Medicine’s Benchmarking Audit (SAMBA) Audit  100% 

Surgical Site Infection Surveillance Service Audit  318 cases recorded 

UK Cystic Fibrosis Registry Audit Not applicable Not applicable 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

UK Parkinson’s Audit Audit  106 Cases 
 

NATIONAL CONFIDENTIAL ENQUIRIES 

Audit title Participation 
% cases 

submitted 

MBRRACE – Maternal Infant and Perinatal Confidential Enquiry – Maternal Mortality  100% 

MBRRACE – Maternal Infant and Perinatal Confidential Enquiry – Perinatal Mortality  100% 

Child Health Clinical Outcome Review Programme - Young People's Mental Health (NCEPOD)  64% 

Child Health Clinical Outcome Review Programme – Long-term ventilation in children, young people and young adults 

(NCEPOD) 
 100% 

Medical and Surgical Clinical Outcome Review Programme – Dysphagia in Parkinson’s Disease (NCEPOD)  100% 

Medical and Surgical Clinical Outcome Review Programme – Acute Heart Failure (NCEPOD)  100% 

Medical and Surgical Clinical Outcome Review Programme – Cancer in Children, Teens and Young Adults (NCEPOD)  100% 

Medical and Surgical Clinical Outcome Review Programme – Peri-operative diabetes (NCEPOD)  54% 

Medical and Surgical Clinical Outcome Review Programme – Pulmonary embolism (NCEPOD)  31% 

Medical and Surgical Clinical Outcome Review Programme - In-hospital management of out-of-hospital cardiac arrest 

(NCEPOD) 
 91% 

Medical and Surgical Clinical Outcome Review Programme – Physical Health in Mental Health Hospitals (NCEPOD)  Ongoing 

Medical and Surgical Clinical Outcome Review Programme – Acute Bowel Obstruction (NCEPOD)  50% 

National Confidential Inquiry into Suicide and Safety in Mental Health (NCISH) Not applicable Not applicable 

 

The reports of 5 local clinical audits were reviewed by the provider in 2019/2020.  Appendix B shows examples of local audits and the actions Portsmouth Hospitals 

University NHS Trust intends to take to improve the quality of healthcare provided. 
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Research: participation in clinical research 

Commitment to research as a driver for improving the quality of care and patient experience 

Portsmouth Hospitals NHS Trust recruited 6002 research participants into 

clinical research studies during 2019/20. Of these patients, 5,994 (99%) were 

recruited into clinical studies adopted onto the National Institute for Health 

Research (NIHR) Portfolio, with 8 (1%) recruited into other, non-Portfolio 

research projects.   
 

Participation in clinical research demonstrates Portsmouth Hospitals NHS 

Trust’s commitment to improving the quality of care offered, and to making a 

contribution to wider health improvement. Clinical staff stay abreast of the 

latest possible treatment possibilities, and active participation in research 

leads to improved patient outcomes. 
 

During 2019/2020, Portsmouth Hospitals NHS Trust participated in a total of 

296 clinical research studies; 94% of these studies were NIHR Portfolio 

adopted. More than 31 clinical departments participated in research 

approved by a research ethics committee at Portsmouth Hospitals NHS Trust 

during 2019/2020, covering a number of specialities and clinical support 

departments.

 

 

Goals agreed with Commissioners 

Portsmouth Hospitals NHS Trust income in 2019/20 was not conditional on 

achieving quality improvement and innovation goals agreed through the 

Commissioning for Quality and Innovation (CQUIN) payment framework, as 

we have a locally agreed payment arrangement. 

 

 

For the remainder of our income, a proportion of Portsmouth Hospitals NHS 

Trust income in 2019/2020 was conditional on achieving quality improvement 

and innovation goals agreed between Portsmouth Hospitals NHS Trust and 

any person or body they entered into a contract, agreement or arrangement 

with for the provision of NHS services, through the Commissioning for Quality 

and Innovation payment framework 
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Statements from the Care Quality Commission (CQC) 
Portsmouth Hospitals University NHS Trust is required to register with the 

CQC and is currently registered with no conditions placed upon the 

registration. 
 

In January 2020, the CQC published its reports on the comprehensive and 

well-led inspections carried out at Queen Alexandra Hospital in October and 

November 2019, and rated the Trust as ‘Good’ overall, an improvement on 

the previous overall rating of ‘Requires Improvement’.   
 

Improvements were noted across all domains with the exception of ‘Safe’ 

which remains as ‘Requires Improvement’.  Ratings improved or were 

maintained across all five core services inspected. 
 

Following the inspection, the Trust was issued with 17 ‘must do’ and 40 

‘should do’ recommendations.  A detailed action plan to address these 

actions has been developed and implementation and monitoring of the 

actions is through Divisions with oversight  by the Trust Quality and 

Performance Committee. 
 

The Trust was also issued with a warning notice under Section 29a of the 

Health and Social Care Act 2012, regarding the urgent and emergency 

service's management of risk to self presenting patients, information about 

wait-times for self-presenting patients and ambulance waiting times.  The 

Trust has actions in place to address the concerns raised and continues to 

work closely with system partners to implement the Urgent Care 

Improvement Plan. 
 

During January 2020, the Trust was also subject to a ‘Use of Resources’ 

inspection, with a rating of ‘Good’ being awarded.  
 

A Condition that was placed on the Trust registration on 12th May 2018 

relating to Deprivation of Liberty Safeguards as per the requirements of 

Mental Capacity Act, 2005 was lifted on 28th February 2020 as the CQC 

considered that the Trust had mitigated the risks identified and determined 

the Trust was now fully compliant with the relevant regulations of the Health 

and Social Care Act 2008 (Regulated Activities) Regulations 2014.  
 

The CQC undertook an unannounced inspection focused on the Trust’s 

Medicines Management practice in July 2020. The CQC found no breaches of 

regulations and provided positive feedback on the Trust’s medicine 

administration as well as areas for further development which are being 

taken forward. 
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Data quality 

Portsmouth Hospitals NHS Trust submitted records during 2019/2020 to the 

Secondary Users Service (SUS) for inclusion in the Hospital Episode Statistics 

(HES) which are included in the latest published data. The latest available 

scores from NHS Digital’s Maturity Index (2019-2020, focusing on all 12-

months, taken from the month 13 upload) show the following data quality 

scores: 
 

Included the patient’s valid NHS number:  

• 99.8% for admitted patient care (national average 99.5%) 

• 100% for outpatient care (national average 99.7%) 

• 99.3% for accident and emergency care (national average 97.8%) 
 

Included the patient’s valid General Medical Practice Code:  

• 97.1% for admitted patient care (national average 99.8%) 

• 98.3% for out-patient care (national average 99.8%) 

• 92.5% for accident and emergency care (national average 98.2%) 
 

Portsmouth Hospitals NHS Trust will be taking the following actions to 

improve data quality: 

• Re-establish the Data Quality Steering Group 

• Ensure quality checks are frequently updated and reviewed, in 

particular the routine reporting and any standard operating 

procedures in place 

• Promote compliance against the Data Quality Policy across the Trust 

• Encourage benchmarking when monitoring our data quality metrics 

• Maintain completeness of master files within PAS/Data warehouse 

and make use of SPINE information available to ensure accuracy of 

our data 

• Comply with the national opt out scheme and ensure all processes 

are up to date to reflect this 
 

The payment by results audit programme no longer exists; therefore the Trust 

was not subject to an external audit.  
 

Additional evidence of data quality beyond the specific indicators listed 

above: 
 

Included the patient’s valid Commissioner Code:  

• 100% for admitted patient care (national average 89.4%) 

• 100% for out-patient care (national average 87.8%) 

• 100% for accident and emergency care (national average 84.6%) 

              

Trended Patient’s valid General Medical Practice Code for accident and 
emergency care 

Year Rolling 12 months Trust % Valid 

2019/20 M3 89.60% 

2019/20 M4 89.50% 

2019/20 M5 90.10% 

2019/20 M6 90.20% 

2019/20 M7 90.30% 

2019/20 M8 90.90% 

2019/20 M9 91.30% 

2019/20 M10 91.70% 

2019/20 M11 92.00% 

2019/20 M12 92.20% 

2019/20 M13 92.50% 

2020/21 M1 94.30% 

2020/21 M2 94.50% 

2020/21 M3 94.20% 
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Data Security and Protection Toolkit attainment levels  

Information Governance is concerned with the way the Trust handles or 

“processes” information. It covers personal data (relating to patients/service 

users and employees) and corporate information (such as financial and 

accounting records). 
 

The Data Security and Performance (DSP) Toolkit is a performance tool 

produced by NHS Digital which draws together the legal rules and central 

guidance surrounding data protection and presents them in one place as a set 

of information governance standards. The Trust is required to carry out a 

yearly self-assessment of compliance against these standards.  

 

 

 

 

 

Portsmouth Hospitals NHS Trust Information Governance Assessment Report 

overall score for 2019-20 was ‘standards not met’.  The Trust submitted 113 

out of 116 mandatory evidence items.  This meant the Trust was able to 

confirm 42 of 44 assertions were complete.  Improvement Plans for the three 

outstanding mandatory evidence items have been submitted for evaluation 

by NHS Digital.  It is unlikely the Trust score will be changed, as two evidence 

items require successful implementation of a new email system Office 365, 

which will not be fully in situ until 2021. 
 

The Trust reported five six serious incidents to the Information 

Commissioner’s Office (ICO).  All six incidents were reviewed by the 

Information Commissioner’s Office.  No action was required, and no penalties 

were applied to the Trust.  There are no outstanding incidents to be 

reviewed. 
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Learning from deaths 

• During 2019/2020 2,219 of Portsmouth Hospitals University NHS Trust 

inpatients died. This comprised the following number of deaths which 

occurred in each quarter of that reporting period:  

• 524 patients died in Q1   

• 464 patients died in Q2  

• 566 patients died in Q3  

• 665 patients died in Q4  

 

• By 31st March 2012, 2198 case record reviews had been carried out. This 

figure includes all inpatient deaths, with the exception of 21 cases. 15 

cases were babies and 4 cases ED deaths- who were included in the 

review process. The other cases missing were 1 Respiratory case and 1 

other case (0.1%).  344 investigations 1 have been carried out in relation 

to 2,219 of the deaths included in first bullet point (inpatient). In addition, 

238 deaths occurred in the Emergency Department, and all received an 

investigation. 
 

• The number of deaths in each quarter for which a case record review was 

carried out was: 

• Q1 516 

• Q2 458  

• Q3 562  

• Q4 662  
 

• The number of deaths in each quarter for which an investigation was 

carried out was: 

• Q1 68 

• Q2 69 

 

 
1 Investigations equal review by the relevant morbidity and mortality meeting. 

• Q3 51 

• Q4 10 

 

This data reflects completed investigations only, those still ongoing, 

particularly from quarter 3 and 4, are not be included in the numbers 

above. The reduced numbers of investigations completed in Quarter 4 are 

directly related to the impact of Covid-19 where investigations have been 

delayed due to a focus on clinical facing duties. 

 

• 4 cases, representing 0.18% of the patient deaths during the reporting 

period, were initially judged to be more likely than not to have been due 

to problems in the care provided to the patient. Three of the four cases 

received further investigation; the fourth case was raised due to concerns 

about care pre-hospital and was downgraded on review. 
 

• Three cases were subject to a Serious Incident investigation. Two of the 

cases have since been deemed unavoidable and one case was felt to have 

been possibly avoidable but not very likely.   

 

In relation to each quarter, this consisted of: 

• One, representing 0.2% for the first quarter (downgraded to 

possibly avoidable) 

• Two, representing 0.4% for the third quarter (both cases 

subsequently downgraded). 

• One, representing 0.2% for the fourth quarter (case downgraded to 

unavoidable) 

 

These numbers have been derived from case reviews at mortality review 

panels and in-depth reviews by Mortality & Morbidity groups (M&M). 
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• On 1st November, in line with national guidance, the Trust implemented 

review of deaths by Medical Examiners, with the service fully embedded 

following recruitment in Quarter 4.  This has led to a more consistent 

service, as the process is led by a core group of Consultants. As part of the 

role, the Medical Examiners undertake a notes review for all cases. They 

also contact the family of the deceased patient to identify any feedback 

they may have, prior to discussion at the Mortality Review Panel with 

medical staff who cared for the patient. This allows for more in depth 

examination of any area of concern or learning points.  
 

• The following the key patient care and treatment themes identified from 

Mortality Review Panel (MRP) and M&M reviews.  There has been an 

improvement in timely decision making relating to setting a ceiling of care 

and moving to end of life care, although there continue to be a small 

number of specialties where this could be improved. Earlier discussions 

with patients about their wishes and improved documentation of these 

discussions have been noted. There has been an increase in patients 

identified as palliative or end of life, as evidenced by the increase in 

palliative care coding. The Treatment Escalation Plan, a national 

document that encourages clinical teams and patients to discuss 

treatment, was introduced in Quarter 4 and review of the effectiveness of 

this document continues.  
 

• A review of all patient deaths in the Emergency Department commenced 

in Quarter 4, to review if further community decisions and more robust 

advanced care planning may have avoided an admission and death in 

hospital. Early discussions have been held with the CCG, sharing this 

information and work is ongoing to look at the learning from these 

patients. This was agreed by all to be of benefit and is continuing. 
 

• Actions taken to address the themes identified include the sharing of the 

information with partner organisations, including CCGs, primary care 

providers and other NHS trusts with a focus on increasing awareness of 

the importance of anticipatory care planning.  
 

• There are still concerns about some patients who are medically fit to 

leave the acute hospital who subsequently deteriorate and die during this 

delay. A proportion of these patients are due to the complexity of their 

needs. As a result of the pandemic, improved processes have been put in 

place, leading to less patient delays, and monitoring continues. 
 

• Sharing of the learning from mortality reviews continues both internally 

and externally, with Trust staff presenting to local GP training sessions. 

Work by the unscheduled care board to reduce the delays in the 

discharge process is ongoing.  
 

• On review of the Mortality review tool there were 25 investigations 

completed as a result of deaths that occurred in January using the case 

review methodology. Seven of these investigations were completed after 

the recording period. The breakdown is three Serious incidents requiring 

investigation, two investigated by the care group and two completed 

using a Structured judgement review. 
 

• Two cases representing 0.09% of the total number of deaths were judged 

to be more likely that not to have been due to problems in the care 

provided to the patient. One case was downgraded as a result of the 

investigation and there were actions identified as a result of the second 

investigation. 
 

• Five cases representing 0.2% of the total number of deaths were judged 

to be more likely than not to have been due to problems in the care 

provided to the patient, four of the five cases were downgraded.
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Seven day services - progress in implementing the priority clinical standards for seven day hospital services  
Substantial evidence exists which indicates significant variation in outcomes 

for patients admitted to hospitals in an emergency at the weekend across the 

NHS in England. This variation is seen in patient experience, length of hospital 

stay, re-admission rates and to a lesser extent mortality rates.  In December 

2012 the NHS Commissioning Board (now NHS England) published “Everyone 

counts: Planning for patients 2013/14”, which set out the initial steps towards 

identifying how there might be better access to services seven days a week. 
 

The Ten Clinical Standards for seven day services in hospitals were developed 

in 2013 through the Seven Day Services Forum, chaired by Sir Bruce Keogh 

and involving a range of clinicians and patients. These standards define what 

seven day services should achieve, no matter when or where patients are 

admitted. The purpose of the standards is to deliver safer patient care, 

improve patient flow through the acute system, enhance patient experience 

of acute care and reduce the variation in appropriate clinical supervision at 

weekends. 
 

The Ten Clinical Standards 

1. Patient experience 2. Access to key Consultant-directed 
interventions * 

3. Time to first Consultant review * 4. Mental Health 
5. MDT Review 6. Ongoing daily review by a Consultant 

or a delegate * 
7. Shift handovers 8. Transfer to community and primary 

and social care 
9. Access to diagnostics * 10. Quality Improvement 

*Priority Clinical Standards 
 

To support quality improvement and measure progress in the achievement of 

seven day hospital services, all acute Trusts were asked to participate in self-

assessment surveys since the Spring of 2016.  These surveys covered the 

management of patients admitted as an emergency during a specified seven-

day period, measured against the four priority clinical standards. 
 

A national self-assessment tool had been developed to allow organisations to 

baseline provision of seven day services. The tool enabled Trusts to self-

assess current level of service provision, using nationally agreed definitions, 

and helped understand local needs and requirements to deliver extended 

services. 
 

We have participated in all seven national surveys, with our final submission 

in November 2019, the last six using the online tool described above. The 

national team will no longer be seeking central submission, but recommend 

and annual review be conducted internally by each Trust using a similar 

template to that employed for the NHSEI returns, supported by an internal 

audit. The results for all four priority clinical standards were initially 

satisfactory and encouraging and following a sustained effort by many 

colleagues in different specialties we achieved full compliance for all four 

priority clinical standards in the Spring 2018 survey. We lost compliance with 

weekend review standard 8 in the Spring return of 2019 and this was thought 

to relate to a documentation issue in terms of clear flagging of patients 

requiring a weekend senior review. In our most recent audit in January 2020 

(for patients admitted in August 2019) we had recovered to 91% of target 

patients having a once daily senior clinical review at weekends (target 90%, 

position recovered from 83% the previous year). This restores us to full 

compliance with four priority clinical standards.  
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Freedom to Speak Up (FTSU) 

To ensure that the Trust’s vision and values are at the forefront of everything 

it does, openness, transparency and dealing with any issues that may arise in 

a confidential, timely, consistent, fair and appropriate manner is 

fundamental. It is a right of employees in the Trust, if they have any concerns 

about wrong-doing at work, to be able to raise these concerns through the 

Trust’s Raising Concerns (Whistle Blowing) Policy. Any disclosure or ‘whistle-

blow’ is handled in a confidential manner, taken seriously and investigated 

appropriately. 
 

The Trust’s Freedom to Speak Up (FTSU) Guardian continues to help staff 

raise concerns in a confidential, supporting and anonymised manner, 

signposting appropriately. The Guardian is available to be contacted by all 

staff for advice and support in raising and managing concerns about their 

working life, including about bullying and harassment. This is a key role in 

promoting an open and honest culture of listening, learning and not blaming, 

so that concerns raised are welcomed, acted upon in a fair manner and 

addressed. The Guardian has access to anyone in the Trust, including the 

Chief Executive, and can, if necessary, seek further support from outside of 

the Trust. 
 

FTSU Advocates are in place from all Divisions / Care Groups and Corporate 

Functions to support the Guardian role. During 2019/20 the Trust’s FTSU 

service has seen marked improvement in the number of concerns that are 

being managed effectively at a local level with support and guidance without 

the need for escalation, this was evidenced within our recent CQC Well Led 

report where it was felt that the culture across the organisation had 

improved, Staff felt respected, supported and valued. Identifying an open 

culture where patients, their families and staff could raise concerns without 

fear. 
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NATIONAL QUALITY PRIORITIES 

The following are a core set of indicators which are to be included in the 2019/20 Quality Accounts.  All trusts are required to report against these indicators using 

standardised statements.  The information is based on data made available to the Trust by NHS Digital.  This data is presented in the same way in all Quality 

Accounts published in England; this allows fair comparison between hospitals. 
 

It should be noted that the most up-to-date data provided by NHS Digital, stated below, may relate to a different reporting period to that of the Quality Account 

(Data source: https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts). 
 

National Quality Priorities 

Preventing people from dying prematurely.  Enhancing quality of life for people with long-term conditions 

SHMI 

July ‘16 - Jun. ‘17 Oct. ‘16 - Sep. ‘17 Oct. ‘17 - Sep. ‘18 Oct ’18 - Sep. ‘19 

PHT 
National 

Average 
PHT 

National 

Average 
PHT 

National 

Average 
PHT 

National 

Average 

The value of the summary hospital-level mortality indicator (“SHMI”) 

for the Trust. 
1.0912 1 1.0719 1 1.0212 1 1.0423 1 

The banding of the summary hospital-level mortality indicator 

(“SHMI”) for the Trust. 

As 
expected 

(2) 

As 
expected 

(2) 

As 
expected 

(2) 

As 
expected 

(2) 

As 
expected 

(2) 

As 
expected 

(2) 

As 
expected 

(2) 

As 
expected 

(2) 

The percentage of patient deaths with palliative care coded at either 

diagnosis or specialty level for the Trust. 

The palliative care indicator is a contextual indicator 

21.50% 31.10% 23.10% 31.50% 29.20% 33.60% 40.00% 36.00% 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust intends to, or has taken the following actions to improve mortality and harm, and so the quality of its services:    

• Maintaining a sustained focus on mortality, ensuring all mortality data, provided from both internal and external sources, is reviewed by the Trust’s monthly Mortality Review 

Group, chaired by the Medical Director. 

• Undertaking case review of all inpatient deaths, both adult and child, through the multi-professional mortality review panel. 

• From 1st November 2019 introducing the Medical Examiner Service, as per national guidelines, and independent service that scrutinises all adult inpatient deaths and links 

with families to discuss patient experience and also discuss the cause of death and what will be documented on the death certificate. 

• Identification of any cases where there have been concern and recommending the level of investigation needed, from Care Group Mortality Review, Structured Judgement 

Review or Serious Investigation Requiring Investigation. 

• Continue to Report all deaths of a patient with known Learning Disabilities using the LeDeR referral form (Learning Disabilities Mortality Review) which is a national 
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programme aimed at making improvements to the lives of people with learning disabilities 
Note: banding category: 1 – where the Trust’s mortality rate is ‘higher than expected’, 2 – where the Trust’s mortality rate is ‘as expected’, 3 – where the Trust’s mortality rate is ‘lower than 
expected’. 
For the SHMI, a comparison should not be made with the highest and lowest trust level SHMIs because the SHMI cannot be used for direct comparison of Mortality outcomes between trusts and, in 
particular, it is inappropriate to rank trusts according to their SHMI. 

 

National Quality Priorities 

Helping people recover from episodes of ill health or following injury. 

Patient Reported Outcome 

Measures (PROMs) finalised 

(EQ5D Index) 

Apr. ‘15 - Mar. ‘16 Apr. ‘16 - Mar. ‘17 Apr. ‘17 - Mar. ‘18 Apr. ‘18 - Mar. ‘19 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

Groin hernia surgery * 0.088 0.157 0.021 0.11 0.086 0.135 0.006 0.108 0.089 0.13 0.029 n/a n/a n/a n/a 

Varicose vein surgery * 0.096 0.15 0.018 * 0.092 0.155 0.01 * 0.095 0.134 0.034 n/a n/a n/a n/a 

Hip replacement surgery  
(primary) 

0.447 0.438 0.512 0.32 0.44 0.445 0.537 0.31 0.463 0.458 0.566 0.376 0.469 0.465 0.557 0.348 

Knee replacement surgery 
(primary) 

0.309 0.32 0.398 0.198 0.342 0.324 0.404 0.242 0.318 0.338 0.416 0.233 0.304 0.338 0.405 0.265 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the nationally published dataset using responses provided by the patients experience at 

the Trust. 

The Trust intends to take the following actions to improve this rate, and so the quality of its services:   

• Continuing to monitor the patient’s experience of its performance to ensure the operations patients receive continue to improve their health compared with their health 
before they had their operation 

• To improve patient participation rates to ensure they meet the national average for each procedure. 

• To promote patient completion of questionnaires by providing more engagement at a local leadership level to improve patient participation rates. 
*Data not published due to small numbers of procedures 

n/a: NHS England have stopped measuring and producing this data; therefore, no national data not available’ 
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National Quality Priorities 

Helping people recover from episodes of ill health or following injury. 

Re-admission within 28 days of being discharged 

Percentage of patients aged 0 to 15 
Data not updated since 2013. 

Percentage of patients aged 16 or over 

Trust statement 
Although data for patients readmitted to hospital within 30 days of being discharged is available on NHS Digital, the Quality Account guidance states that the regulations refer to 28 

day readmissions rather than 30. 
 

National Quality Priorities 

Ensuring that people have a positive experience of care. 

In-patient survey 

April 2016 - March 2017 April 2017 - March 2018 Apr. ‘18 - Mar. ‘19 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

In-patient survey (based on the average 

score of five questions from the National 

Inpatient Survey) 

67.6 68.1 85.2 60 65.9 68.6 85 60.5 67.3 67.2 85 58.9 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action by: 

• Developing a system to collect Realtime Feedback from patients and carers during their stay in hospital 

• Tailoring patient feedback mechanisms in response to COVID -19 (NHS Think 111/Attend anywhere) 

• In the context of COVID-19, we plan to use our family liaison service as a means of continuing to increase the access to feedback opportunities for people from seldom-heard 

groups. This will ensure the views received are more representative of the community 
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National Quality Priorities 

Ensuring that people have a positive experience of care. 

National Staff Survey results 

Apr. ‘16 - Mar. ‘17 Apr. ’17 - Mar. ‘18 Apr. ‘18 - Mar. ‘19 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

National Staff Survey results 

(The percentage of staff employed by, or under 
contract to, the Trust during the reporting period 
who would recommend the Trust as a provider 
of care to their family or friends) 

69% 70% 86% 47% 68% 70% 87% 41% 68% 70% 87 41% 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action to improve this percentage, and so the quality of its services, by:  

• Implementation of a three year Culture and Leadership Change Programme 

• Targeted work to reduce inequalities and protect staff whilst at work 

• Developing a system to collect real time feedback from patients and carers during their stay in hospital 

• Tailoring patient feedback in response to the Covid-19 pandemic 

• Working closely with clinical teams, providing teaching and education to support transparency and promote a no blame culture 

• Working with clinical leaders to support teams to improve safety awareness, increase reporting and reduce patient harm events 

• Patients and their families are involved in serious investigations to ensure that their questions are considered as part of the outcomes 
 

National Quality Priorities 

Ensuring that people have a positive experience of care - A&E - patients who would recommend the Trust as a provider of care to their friends or family 

Reporting period 
Total Responses Total Eligible Response Rate 

Score 

(% recommend) 

Score 

(% not recommend) 

England PHT England PHT England PHT England PHT England PHT 

Jan-20 140,033 2,225 1,196,806 11,018 11.70% 20.20% 85% 88% 9% 7% 

Dec-19 135,618 2,201 1,170,813 11,078 11.60% 19.90% 84% 89% 10% 6% 

Nov-19 141,846 2,281 1,177,902 10,758 12.00% 21.20% 84% 87% 10% 8% 

Oct-19 143,139 2,107 1,169,049 10,489 12.30% 20.90% 86% 86% 9% 7% 

Sep-19 140,179 2,517 1,147,243 12,307 12.20% 20.50% 85% 88% 9% 7% 

Aug-19 151,757 3,012 1,148,147 12,063 13.20% 25.00% 86% 88% 8% 7% 
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National Quality Priorities 

Ensuring that people have a positive experience of care - A&E - patients who would recommend the Trust as a provider of care to their friends or family 

Reporting period 
Total Responses Total Eligible Response Rate 

Score 

(% recommend) 

Score 

(% not recommend) 

England PHT England PHT England PHT England PHT England PHT 

Jul-19 151,767 2,673 1,225,392 13,303 12.40% 20.10% 85% 89% 9% 6% 

Jun-19 140,198 2,658 1,160,167 12,666 12.10% 21.00% 86% 88% 9% 6% 

May-19 142,493 2,727 1,181,288 12,476 12.10% 21.90% 86% 88% 9% 7% 

Apr-19 132,440 2,454 1,152,055 12,026 11.50% 20.40% 86% 86% 8% 8% 

Mar-19 146,219 2,701 1,184,605 12,172 12.30% 22.20% 86% 88% 8% 7% 

Feb-19 129,415 2,481 1,065,038 10,961 12.15% 22.60% 85% 86% 9% 8% 

Jan-19 136,601 2,798 1,147,053 11,236 11.90% 24.90% 86% 89% 8% 6% 

Dec-18 125,967 2,509 1,105,321 11,052 11.40% 22.70% 86% 90% 8% 6% 

Nov-18 137,002 2,634 1,132,729 10,725 12.10% 24.60% 87% 90% 8% 5% 

Oct-18 139,923 2,985 1,147,817 11,696 12.20% 25.50% 87% 89% 8% 6% 

Sep-18 135,651 2,756 1,116,355 11,409 12.20% 24.20% 86% 90% 8% 6% 

Aug-18 143,963 3,001 1,119,703 11,213 12.90% 26.80% 88% 91% 7% 5% 

Jul-18 153,049 3,295 1,196,782 13,042 12.80% 25.30% 87% 90% 8% 6% 

Jun-18 152,357 3,154 1,171,521 11,466 13.00% 27.50% 87% 89% 7% 6% 

May-18 143,888 2,239 1,161,748 11,704 12.40% 19.10% 87% 90% 7% 4% 

Apr-18 135,533 1,211 1,054,105 10,270 12.90% 11.80% 87% 96% 8% 1% 

Mar-18 139,409 1,084 1,088,774 10,795 12.80% 10.04% 84% 95% 9% 1% 

Feb-18 129,639 1,102 966,992 8,107 13.41% 13.59% 85% 94% 8% 2% 

Jan-18 126,236 1,084 1,038,385 9,078 12.20% 11.90% 86% 94% 8% 2% 

Dec-17 118,368 1,432 1,018,820 9,409 11.60% 15.20% 85% 96% 8% 1% 

Nov-17 131,651 1,088 1,019,592 9,711 12.90% 11.20% 87% 94% 8% 1% 

Oct-17 138,135 1,121 1,089,747 10,539 12.70% 10.60% 87% 96% 7% 1% 

Sep-17 128,891 1,066 1,032,466 9,994 12.50% 10.70% 87% 94% 7% 2% 

Aug-17 140,504 1,173 1,034,292 10,026 13.60% 11.70% 87% 95% 7% 2% 

Jul-17 140,600 1,228 1,100,516 10,851 12.80% 11.30% 86% 95% 8% 2% 
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National Quality Priorities 

Ensuring that people have a positive experience of care - A&E - patients who would recommend the Trust as a provider of care to their friends or family 

Reporting period 
Total Responses Total Eligible Response Rate 

Score 

(% recommend) 

Score 

(% not recommend) 

England PHT England PHT England PHT England PHT England PHT 

Jun-17 137,985 973 1,061,434 10,635 13.00% 9.10% 88% 95% 7% 2% 

May-17 136,434 1,517 1,095,333 10,423 12.50% 14.60% 87% 95% 7% 2% 

Apr-17 127,328 1,451 1,017,271 9,979 12.50% 14.50% 87% 94% 7% 2% 

Mar-17 138,932 1,487 1,077,657 10,308 12.90% 14.40% 87% 94% 7% 1% 

Feb-17 117,835 1,197 930,633 8,308 12.70% 14.40% 87% 94% 7% 2% 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action by: 

• Developing a system to collect Realtime Feedback from patients and carers during their stay in hospital. 

• Tailoring patient feedback mechanisms in response to COVID -19 (NHS Think 111/Attend anywhere) 

• In the context of COVID-19, we plan to use our family liaison service as a means of continuing to increase the access to feedback opportunities for people from seldom-heard 

groups. This will ensure the views received are more representative of the community 
 

National Quality Priorities 

Ensuring that people have a positive experience of care - Inpatients - patients who would recommend the Trust as a provider of care to their friends or family 

Reporting period 
Total Responses Total Eligible Response Rate 

Score 

(% recommend) 

Score 

(% not recommend) 

England PHT England PHT England PHT England PHT England PHT 

Jan-20 233,941 2,897 975,440 9,106 24.00% 30.80% 96% 96% 2% 2% 

Dec-19 202,164 2,575 894,893 8,275 22.60% 31.10% 96% 98% 2% 1% 

Nov-19 240,314 2,800 970,381 9,133 24.80% 30.70% 96% 97% 2% 1% 

Oct-19 254,242 2,868 1,016,006 9,339 25.00% 30.70% 96% 97% 2% 1% 

Sep-19 229,679 3,002 919,357 8,268 25.00% 36.30% 96% 97% 2% 1% 

Aug-19 235,194 3,139 918,751 11,464 25.60% 27.40% 96% 96% 2% 1% 

Jul-19 239,144 3,228 942,672 9,914 25.40% 32.60% 96% 97% 2% 1% 
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National Quality Priorities 

Ensuring that people have a positive experience of care - Inpatients - patients who would recommend the Trust as a provider of care to their friends or family 

Reporting period 
Total Responses Total Eligible Response Rate 

Score 

(% recommend) 

Score 

(% not recommend) 

England PHT England PHT England PHT England PHT England PHT 

Jun-19 217,804 2,862 883,875 8,798 24.60% 32.50% 96% 97% 2% 1% 

May-19 222,874 2,940 923,582 9,218 24.10% 31.90% 96% 97% 2% 1% 

Apr-19 207,240 3,153 884,485 9,072 23.40% 34.80% 96% 97% 2% 1% 

Mar-19 237,570 3,260 967,640 8,377 24.60% 38.90% 96% 96% 2% 1% 

Feb-19 206,673 2,890 852,586 7,633 24.20% 37.90% 96% 96% 2% 1% 

Jan-19 220,244 3,717 927,670 8,651 23.74% 43.00% 95% 96% 2% 1% 

Dec-18 181,132 3,376 833,946 8,107 21.70% 41.60% 95% 97% 2% 1% 

Nov-18 230,587 2,551 951,374 8,747 24.20% 29.20% 95% 99% 2% 0% 

Oct-18 235,399 2,799 958,914 8,681 24.50% 32.20% 96% 98% 2% 0% 

Sep-18 208,101 2,159 858,780 7,824 24.20% 27.60% 96% 98% 2% 0% 

Aug-18 223,118 2,010 906,496 8,200 24.60% 24.50% 96% 97% 2% 1% 

Jul-18 223,904 2,722 898,044 8,379 24.90% 32.50% 96% 98% 2% 0% 

Jun-18 227,629 1,763 918,947 8,038 24.80% 21.90% 96% 98% 2% 0% 

May-18 227,503 2,745 906,470 8,478 25.10% 32.40% 96% 97% 2% 0% 

Apr-18 204,733 2,577 838,509 7,967 24.40% 32.30% 96% 98% 2% 1% 

Mar-18 201,789 2,173 893,246 8,019 22.59% 27.10% 95% 97% 2% 1% 

Feb-18 196,614 2,210 823,476 7,246 23.88% 30.50% 96% 97% 2% 1% 

Jan-18 204,295 1,917 898,542 7,424 22.70% 25.80% 95% 97% 2% 0% 

Dec-17 177,504 1,970 827,543 7,330 21.40% 26.90% 95% 97% 2% 1% 

Nov-17 215,472 2,418 857,976 8,156 25.10% 29.60% 96% 97% 2% 1% 

Oct-17 226,762 2,345 912,514 8,345 24.90% 28.10% 96% 97% 2% 1% 

Sep-17 213,492 2,409 866,467 7,975 24.60% 30.20% 96% 96% 2% 0% 

Aug-17 225,997 2,436 876,973 8,042 25.80% 30.30% 96% 97% 2% 1% 

Jul-17 227,610 2,644 890,608 8,165 25.60% 32.40% 96% 97% 2% 1% 

Jun-17 231,063 2,137 908,723 8,326 25.40% 25.70% 96% 96% 1% 1% 
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National Quality Priorities 

Ensuring that people have a positive experience of care - Inpatients - patients who would recommend the Trust as a provider of care to their friends or family 

Reporting period 
Total Responses Total Eligible Response Rate 

Score 

(% recommend) 

Score 

(% not recommend) 

England PHT England PHT England PHT England PHT England PHT 

May-17 228,858 2,848 896,356 8,253 25.50% 34.50% 96% 97% 1% 0% 

Apr-17 205,417 2,574 812,896 7,508 25.30% 34.30% 96% 97% 1% 1% 

Mar-17 240,539 2,667 946,249 8,766 25.40% 30.40% 96% 96% 2% 1% 

Feb-17 201,513 2,263 827,936 7,395 24.30% 30.60% 96% 97% 2% 1% 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action by: 

• Developing a system to collect Realtime Feedback from patients and carers during their stay in hospital. 

• Tailoring patient feedback mechanisms in response to COVID -19 (NHS Think 111/Attend anywhere) 

• In the context of COVID-19, we plan to use our family liaison service as a means of continuing to increase the access to feedback opportunities for people from seldom-heard 

groups. This will ensure the views received are more representative of the community 
 

National Quality Priorities 

Treating and caring for people in a safe environment and protecting them from avoidable harm. 

VTE Risk Assessment 

Percentage of patients receiving a VTE Risk Assessment 
PHT National Average Highest Lowest 

Quarter 3 2019-20 93.66% 95.3% 100% 71.6% 

Quarter 2 2019-20 95.59% 95.5% 100% 71.7% 

Quarter 1 2019-20 95.59% 95.6% 100% 69.8% 

Quarter 4 2018-19 95.14% 95.7% 100% 74.0% 

Quarter 3 2018-19 95.48% 95.7% 100% 54.9% 

Quarter 2 2018-19 94.28% 95.5% 100% 68.7% 

Quarter 1 2018-19 95.50% 95.6% 100% 75.8% 

Quarter 4 2017-18 94.59% 95.2% 100% 67.0% 

Quarter 3 2017-18 94% 95% 100% 76% 
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National Quality Priorities 

Treating and caring for people in a safe environment and protecting them from avoidable harm. 

VTE Risk Assessment 

Percentage of patients receiving a VTE Risk Assessment 
PHT National Average Highest Lowest 

Quarter 2 2017-18 95% 95% 100% 72% 

Quarter 1 2017-18 96% 95% 100% 51% 

Quarter 4 2016-17 95% 95% 100% 63% 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has taken action to improve this percentage, and so the quality of its services, by:   

• Commenced work towards implementation of Electronic Medication/Prescribing platform with mandatory VTE assessment 

• Continued focus work to promote the importance of timely VTE assessments within all Care Groups, including collaborative working with all ward teams to embed processes to 

improve compliance 
 

National Quality Priorities 

Treating and caring for people in a safe environment and protecting them from avoidable harm. 

Rate per 100,000 bed days of 

c.Difficile infection 

Apr. ’15 - Mar. ‘16 Apr. ‘16 - Mar. ‘17 Apr. ‘17 - Mar. ‘18 Apr. ‘18 - Mar. ‘19 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

Rate per 100,000 bed days of 

c.Difficile infection amongst 

patients aged 2 or over 

8.4 14.9 67.2 0 9.2 13.2 82.7 0 13.3 14 91 0 7 12.2 79.7 0 

Trust statement 
Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust.  

 

The rate of C.difficile attributed to the Trust increased significantly in 2019/20. This is because NHSE & NHSI implemented a substantial change in the case attribution algorithm. The 

new algorithm now also attributes cases to an acute trust if a patient, diagnosed with C.difficile, has attended the Trust in the 4 weeks preceding the positive sample. Regardless of 

the change to apportioning algorithm, the Trust achieved a reduction in case output compared to 2018/19 (with the new algorithm applied). 

 

The Trust has taken the following actions to improve this rate, and so the quality of its services, by:   
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• Appropriate and timely testing and isolation of patients, including in the outpatient setting 

• Emphasising the importance of cleaning and decontamination 

• Increased focus on antimicrobial stewardship 

• Investigation of all cases attributed to the Trust for learning opportunities 
 

National Quality Priorities 

Treating and caring for people in a safe environment and protecting them from avoidable harm. 

Patient Safety Incidents (per 1,000 bed 

days) 

(Acute non-specialist) 

Apr. ‘17 - Sept. 17 Oct. ‘17 - Mar. ‘18 Apr. ‘18 - Sept. ‘18 Oct. ‘18 - Mar. ‘19 

PHT 
National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest PHT 

National 

Average 
Highest Lowest 

Number of patient safety incidents 7682 7682 7682 7682 7519 5449 19897 1311 7234 5583 23692 566 8050 5841 22048 1278 

Rate of patient safety incidents 42.6 42.6 42.6 42.6 41.4 42.6 124 24.2 40.5 44.5 107.4 13.1 44.5 46.1 95.9 16.9 

Number of patient safety incidents that 

resulted in severe harm or death 
50 50 50 50 60 19 99 0 47 19 87 0 35 19 72 1 

% of patient safety incidents that 

resulted in severe harm or death 
0.28% 0.28% 0.28% 0.28% 0.33% 0.15% 0.55% 0.00% 0.26% 0.16% 0.54% 0.00% 0.19% 0.15% 0.49% 0.01% 

Trust statement 

Portsmouth Hospitals NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust. 

The Trust has developed a supportive reporting culture which is indicated in the number of incidents reported being higher than the national average over the various sections. 

The Trust has taken action to sustain and improve on this number, and so the quality of its services, by:   

• Continue to promote a positive reporting culture with education on levels of harm and continue to work with clinical teams, involving them in the decision making regarding levels of harm and 

participate in investigations (where able) to ensure support, transparency and no blame culture. 

• To continue and improve sharing of high learning incidents across the organisation with key learning points as near real-time, and via various methods, including sharing of Watch Out posters, for 

discussion and inclusion in ward safety huddles, patient safety newsletters and trolley dashes. To develop an organisational bulletin specific to shared learning and awareness for all teams. 

• Improvement work with ward areas on patient safety, focusing on high risk safety issues to improve their safety culture and help promote learning will continue to be a priority. 

• To improve collaboration and work with clinical leaders to support teams in developing safety awareness and to include Human Factors to increase reporting and reducing patient harm events. 

• To improve and review of the Trust Incident Management Process and the management of investigations, improving the timeliness of investigations and supporting investigators to write good 

quality reports 
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REVIEW OF QUALITY PERFORMANCE  

 

This part of the Quality Account provides an overview of how the Trust has performed against quality initiatives in 2019/2020.  This information is presented under 

the three quality domains: safety, effectiveness and experience.   

 

The Trust monitors and tracks all aspects of quality through detailed reporting to the Trust Board and the Quality and Performance Committee in the Integrated 

Performance report and quarterly reports analysing performance. 
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Patient Safety 

 
The Patient Safety Team has undergone further transition in terms of team structure during the period 2019/20. A new Head of Clinical Safety and Learning has 
been appointed and will commence this position during the latter part of 2020.  
 
A review of the current Incident review Process (IRP) which includes reporting/investigation systems is underway, whilst also continuing to focus on key priorities 
defined, but not limited to, Trust safety priorities and themes that arise from safety learning events. Serious Incidents Requiring Investigation (SIRIs) and 
Never Events, mortality and learning from deaths, sepsis and the deteriorating patient, and falls and pressure ulcers continue to be a main focus and priority 
 
 
The priorities outlined for 2019/2020 were: 

• Understanding safety, and developing a positive patient safety culture 

• Improving patient outcomes related to Unexpected Patient Deterioration (including Sepsis) 

• Ensuring timely access to emergency care, Trust-wide 

 

The team continued to oversee and support improvement in the following areas: 
• Reducing patient harm from Pressure ulcers, inpatient falls and VTE  

• Reducing patient harm from medication safety events 
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UNDERSTANDING SAFETY, AND DEVELOPING A POSITIVE PATIENT SAFETY CULTURE 
 

DEVELOP A POSITIVE PATIENT SAFETY CULTURE  

 

• The Patient Safety Team (PST) have continued to promote a positive 

safety culture by working closely with clinical teams, providing teaching 

and education to various clinical groups to ensure support and 

transparency is paramount and to also promote our no blame culture.  

• The team have worked closely with individuals that have been involved in 

incidents and, where able, included them in the investigation to promote 

the positive culture, increase their confidence after the event and 

encourage them to support any potential changes required in the 

improvement process and writing action plans.  

• Various platforms to reach all staff and be inclusive to all have been used 

to promote what patient safety means to all. This has included: 

- Participation in regular ‘trolley dashes’, drop in events to improve 

patient safety presence and also provide teams an opportunity to 

discuss any particular concerns they may have and updating staff of 

relevant safety priorities 

- Education focused visits to clinical areas including participation in the 

weekly Quality Team Ward Huddle 

- Production of a patient safety newsletter which includes feedback on 

recent events, patient stories and key learning points 

- Further development of the patient safety intranet page is being 

developed to provide a valuable patient safety resource for staff.  The 

site will include patient stories which have been adapted from 

investigations, Vinettes and other opportunities to learn about 

patient safety 

• Unfortunately, the sharing of key Patient safety messages have been 

significantly delayed due to IT upgrade issues but remains high on the 

teams agenda. 

• Collaborative decisions on identified wards that require additional 

support from PST continues with positive results.  Patient safety is the 

main focus and PST work alongside the clinical teams to develop safety 

awareness, increase reporting and reduce patient harm events. 

• The PST have worked closely with the Simulation team to help support 

ward environments and focus on any particular identified learning 

required and by using patient stories to help create the scenario with real 

learning and human factors.  
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REDUCE THE INCIDENCE OF NEVER EVENTS  

 

• Never Events have been a focus in enabling teams to positively report, 

with assurance that investigations undertaken do not apportion blame to 

any individual but to gain a better understanding of why the event 

occurred and what we as an organisation can do to improve and prevent 

reoccurrence.  

• Although we have not seen a reduction during this period (with nine 

having been reported during 2019/2020, compared to five in 2018/2019) 

it could be argued that due to a positive culture embedded as an 

organisation our reporting has improved and there is a greater 

understanding and awareness within the clinical environment as what 

constitutes a Never Event.  

• Actions taken. 

- The teams responsible for the areas in which incidents have occurred 

have taken ownership of the problems identified and have set up a 

multi-disciplinary group to develop the appropriate solutions (The 

Safer Procedure Steering Group). This group is then accountable to 

the Divisional Leadership team for the actions undertaken and the 

ongoing monitoring of their effectiveness. 

- The steering group has identified the need to provide support for 

processes and the requirement for a change in culture, in which 

processes in place to facilitate safer care are respected by all staff.  

- Specific work has been undertaken in relation to recording 

information on white boards, simplification and clarification of 

checking processes for kit such as prostheses, and a revision of the 

safety checklist to emphasise key moments, in particular the surgical 

pause. The expectation is that these will support staff to make the 

right decisions. 

- Messaging provided by Civility Saves Lives has been used in teams to 

help staff understand the impact of behaviour and culture in keeping 

patients safe 

- Use of specific Human Factors expertise to recognise the changes that 

may be required in theatres to help staff understand how they can 

provide safer care, in particular focussing on the impact of 

distractions, fatigue during long procedures, noise levels and the need 

to pause at appropriate times during procedures.  

- To address procedure related events, a Theatre safety team have 

been recruited to lead improvement work on procedural safety and 

emphasis on Never Event reduction and Local Safety Standards for 

Invasive Procedures (LoCCIPs) 

• The Incident Review Panel, which commenced October 2018 has 

undergone an independent review commissioned by the Trust in 

November 2019 of the effectiveness of the Incident Management 

process. This is will also help to align with the requirements of the 

national “Patient Safety Incident Response Framework”; a requirement 

for the Trust to adopt by the end of 2021. 
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COMPLETE 90% OF SI INVESTIGATIONS WITHIN 60 DAYS  

 

• Only a small number of SIRI investigations have breached their timescales 

• Divisions such as Surgery and Outpatients, Urgent Care have been 

proactive with weekly review panels and have been effective in closing 

outstanding cases.  

• New templates to support more rapid investigations into ophthalmology, 

Falls, Tissue Viability and VTE have proved effective in supporting 

investigations and the rapid extraction of learning to re-embed to 

practice has been pivotal to its success. Further Divisions are commencing 

this process with the support of PST where able.  

• Over due cases are monitored through the PST and the Divisional teams. 

A complexity to the situation is the current availability of skilled 

investigators that are able to undertake the investigation in the time scale 

required. 

 

 

 
DEVELOP A COHORT OF SKILLED INVESTIGATORS  

 

• There has been a reduction in the number of staff completing Root Cause 
Analysis (RCA) Training.  The training was paused in July 2019 due to low 
attendances and cost implications 

• The Trust continues to face challenges in completing SIRI investigations 
within 60 days. This is due to a number of factors including a shortage of 
suitably trained and experienced incident investigators, in particular 
medical staff. Actions to improve completion of investigations within the 

required timeframe are in place, including additional training sessions and 
work to streamline and simplify the SIRI process, removing unnecessary 
delays.  

• There is currently a shortage of the number of investigators to undertake 

a Structured Judgement Review (SJR) and work continues to improve this 

position.  
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DETERIORATING PATIENTS AND SEPSIS

 

The Deteriorating Patient Group (DPG) has collected data on deteriorating patients since March 2019 (and sepsis since April 2019) to ensure we are promptly 

recognising and responding to deteriorating patients.  The Time to ACT (TTACT) project commenced in Dec 2017 with the roll out of the deteriorating patient pro-

forma and educational package.  The team continue to support the clinical areas and clinicians via a buddy ward system. 

 

INCREASE THE PERCENTAGE OF PATIENTS WITH SUSPECTED SEPSIS WHO RECEIVE ANTIBIOTICS WITHIN 1 HOUR (TO 90%) 
 

• The Trust achieved the target for sepsis screening for both community 

and in patients cases of sepsis 

• Compliance remains below the 90% target for delivery of antibiotics 

within 1 hour of the documentation of sepsis (or suspicion of sepsis)   

• It should be noted that the number of cases reviewed with hospital 

acquired sepsis was extremely low  
 
 
 
 

• It should be noted that despite not achieving the 90% compliance rate, the 
mortality rates for sepsis within the Trust have continued to fall (Data from the 
National sepsis insights dashboard) and are below the National average 
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REDUCE IN-PATIENT CARDIAC ARRESTS AND UNPLANNED ADMISSIONS TO CRITICAL CARE  

 

• The winter peaks of cardiac arrests can be clearly seen in January 2017, 2018 and 2019. However in January 2020 

a winter peak was not seen 

• The percent of cardiac arrests per emergency admissions since May 2019, which is 13 months, has remained 

below the mean 

• Due to the impact of the COVID-19 pandemic it is not possible to compare critical care data against previous 

quarters; therefore, data has not been included 

 

 

 

 

DEVELOP A PLAN TO IMPROVE IDENTIFICATION AND TIMELY TREATMENT OF SEPSIS AND CLINICAL DETERIORATION  
 

• Following the launch of the Deteriorating Patient pro forma there was improved evidence of escalation to an 

appropriate clinician for clinical review and the patients received good care. This has been sustained to date 
• There was a percentage of patients not escalated or reviewed by a clinician and these were also graded by the 

auditor. For the majority of these patients it was appropriate they were not seen as they had a clear escalation plan 
in place and a clinical review would not have changed their care.  For example, patients approaching end of life care 

• There has been sustained improvement in documentation of an escalation plan in medical notes in response to 
deterioration following the launch of the pro forma. This impact has continued improving and has been sustained 
to date. The new Treatment Escalation Plan launched in April 2020 is expected to further improve anticipatory 
decision making in collaboration with our patients 
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TIMELY ACCESS TO EMERGENCY CARE TRUST-WIDE
 

PILOT NEW NATIONAL ED STANDARDS FOR ED ACCESS  
 

• The Trust is one of 14 sites piloting the new standards. These require reporting on timely assessment and progress to treatment or admission 

• The national pilot for potential revised Emergency Care reporting continues.  The Trust is not reporting emergency department performance during this time 

• Trials of the 111 First Programme were ongoing throughout August. Through a Clinical Assessment Service (CAS), the 111 First Programme ensures patients are 
given the right support, potentially avoiding unnecessary trips to A&E 

 

REDUCE THE NUMBER OF PATIENTS HELD IN AMBULANCES FOR >60 MINUTES  

INCREASE EMERGENCY ACCESS – ALL EMERGENCY ACCESS AREAS TO HAVE ACCESS CAPACITY – REDUCE THE NUMBER OF DAYS WHEN NO 
CAPACITY IS AVAILABLE  

• The Trust is working towards a zero tolerance of 60 minute holds.  1,049 patients were delayed more than 60 minutes in 
Quarter 4 compared to 1,355 in Quarter 4 the previous year 

• In March 2020 there were 124 >60 minute delays compared to 481 in March 2019. It should be noted that during March, 

in response to the COVID pandemic, a number of new pathways for mental health and non-urgent patients were 

introduced which enabled the department to focus on clinically urgent patients reducing delays. 

• The number of patients stranded >21 days has moved to the lower end of normal range in Quarter 4 with an average of 165 patients compared to 187 in Q4 

2019, medically fit for discharge also improved with an average of 177 patients compared to 187 the previous year. It should be noted this reduced to 145 

patients in March as patients were discharged to create capacity for expected COVID demand. 

• Bed occupancy (total Trust) averaged 91.4% in Quarter 4 compared to 97.5% in Q4 last year, however this is a result of March occupancy reducing to 80.3% as 

routine elective patients were cancelled in preparation for expected COVID-19 demand 

Actions

• The Trust and System partners remain committed to managing demand 

ensuring patients are seen in the right place and the at right time 

• The Trust continues to expand Same Day Emergency Care (SDEC), with 

the CAS now able to book directly into a number of specialties where this 

is appropriate. An increase in the average daily number of patients being 

treated in an SDEC setting has been seen. 

• Weekend discharge team now include Mondays, which have been 

relatively low for discharges 

• Re-designing the model of care to enable safe, caring and efficient 

treatment of patients accessing unscheduled care services at the hospital. 

This includes avoiding admissions through the expansion of the Trust's 

Same Day Emergency Care services and a reconfiguration of the bed base 

to support a better model of care for those requiring admission, similar to 

the Stroke Pathway 

• Divisions have a daily discharge target to achieve; based on normal 

discharge numbers for the day plus patients who are normally in ED the 

following morning 
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Clinical Effectiveness / Outcomes 
 
Clinical effectiveness is defined as the application of the best knowledge, derived from research, clinical experience, and patient preferences to achieve optimum 

processes and outcomes of care for patients. The process involves a framework of informing, changing, and monitoring practice. 

 

The Clinical Effectiveness Committee (CEC) provides direction to the Trust on the clinical effectiveness agenda.  

 

The purpose of the CEC is: 

• To seek assurance regarding any areas of concern or highlighted issues and 

to alert divisional leadership teams to the need for improvement actions.  

• Taking into account national guidance; oversee the implementation of 

clinical best practice standards across the Trust by: 

- Overseeing and seeking assurance on the implementation of national 

and local guidelines and standards to ensure best practice across the 

Trust. 

- Providing strategic direction for the Trust’s clinical audit programme. 

- Receiving reports from the Divisions and CEC sub-groups, thereby 

gaining assurance that Clinical Effectiveness is well embedded within 

the Divisional and Care Group structure.   

- Providing oversight of the clinical effectiveness implications arising out 

of national reports and enquiries, making recommendations as required 

to the Quality and Performance Committee. 
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GETTING IT RIGHT FIRST TIME (GIRFT) 
 

THE TRUST WILL USE GIRFT AS A BENCHMARKING TOOL AND AS A VEHICLE TO DRIVE IMPROVEMENT  
 

GIRFT is an NHS Improvement programme designed to improve the quality of care within the NHS by reducing unwarranted variations.  By tackling variations in the 

way services are delivered across the NHS, and by sharing best practice between trusts, GIRFT identifies changes that will help improve care and patient outcomes, 

as well as delivering efficiencies such as the reduction of unnecessary procedures and cost savings.   The GIRFT team visit every trust carrying out the specialties 

they are reviewing, investigating the data with their peers and discussing the individual challenges they face. 
 

• The Trust continues to use the GIRFT programme to review its services and highlight areas of best practice to drive improvements for patients.  

• A new process has been established to provide oversight of the GIRFT reviews via the Clinical Effectiveness Committee as an integrated part of the 

divisional reports to the Committee.  

• There are areas where action plans and oversight of the recommendations made through GIRFT could be strengthened. There is an inconsistency in the 

depth of the GIRFT updates made by services to the Clinical Effectiveness Committee, which needs to be improved. 

• There also needs to be a strengthening of the relationship with the Trust Business Planning cycle where recommendations for services to make internal 

improvements are being made or investments recommended.    

• Examples of where there have been improvements include: 
 

Cardiology  

- The service is in the process of recruiting an additional heart 

failure consultant and an additional PCI consultant.  

- The GIRFT review also provided the service a platform to 

promote understanding about the need to ring fence beds on 

the Cardiac Day Unit (CDU) for elective cardiology admissions 

to drive improvements in this area.  

- A key recommendation to repatriate cardiac MRI and 

provision of 24/7 helipad availability is still to be addressed.  

Gastro  

- The services has organised formal regular updates on Human 

Factor training and education on Never Events.  

- The GIRFT review also supported the service in the 

importance of direct cohorting of patients into the right team 

– right doctor right patient which continues to be a focus of 

the team.  It  also supported the need for ensuring there is 

sufficient capacity for Endoscopy activity which has been a 

focus for the service.  

• The IP3D Project - Improving the Perioperative Pathway of 

Patients with Diabetes 

- The diabetes and surgical teams are working on a joint 

national project which is focused on improving the care of 

diabetic inpatients. The team are recruiting to the post to 

support participation in the project but the initiative will 

focus on improving the quality of care for surgical patients 

with diabetes. It will also aim to drive reductions in the 

Length of Stay for patients in this group which has been 

identified by the GIRFT team as an opportunity for the Trust. 

-  
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NATIONAL AUDITS 
 

THE TRUST WILL CONTINUE TO CONTRIBUTE TO, AND LEARN FROM, NATIONAL AUDITS, IN PARTICULAR THE NATIONAL LUNG CANCER AUDIT 
 
National Audits 

• The Clinical Effectiveness Committee continue to monitor National 

Audits.  Divisional reporting to the Committee has been strengthened to 

ensure more robust reporting. 

• Examples of outcomes and actions to improve the quality of healthcare 

can be found at Appendix A of this Account. 

• All national audit publications due to be published March - May 2020 

were delayed by NHS England and the Healthcare Quality Improvement 

Partnership; many began to published in July 2020 

 

National Lung Cancer Audit 

• The National Lung Cancer Audit (NLCA) was developed in response to 

finding that outcomes for lung cancer patients in the UK were behind 

those in other westernised countries, and varied considerably between 

organisations within the UK 

• The Trust is no longer an outlier in terms of surgical resection rate.   

• The proportion of patients who had received curative surgery has 

improved from 10% to 18%; close to the national average of 19.7% 

• All data has improved significantly including the patients with 

pathologically confirmed lung cancer, patients seen by the lung cancer 

nurses, patients who had curative treatment and patients receiving anti 

cancer therapy (all scored above average) 

• However, the Trust has been identified as a national outlier in regard to 

patients with stage 3B/4 non small cell lung cancer (NSCLC) and PS 0-1 

who had systemic anti cancer therapy (SACT) at 44.2% compared to the 

national average of 65% 

• For patients receiving anti cancer therapy the Trust will still review 

borderline cases with the oncologist and all borderline cases will be 

discussed in a weekly meeting to check if they have received the 

appropriate therapy 

• Oncology team to prospectively audit reasons for good Performance 

Score (PS) patients with advanced NSCLC receiving SACT.  The Oncology 

team is currently auditing 2018 data (published earlier in the year) to 

identify those reasons 

• By implementing the previous action plan, performance in most areas of 

the NLCA has improved in the past 18 months 

• Many of the improvements put in place will not be fully realised until 

2020/21 as the current published results are based on data of patients 

diagnosed in 2017 

 

 
  

Page 191 of 315



  QUALITY ACCOUNTS 2019 / 2020 

Review of quality performance –Patient Experience 

Portsmouth Hospitals University NHS Trust  
Quality Accounts 2019-2020 
Page 42 of 88 

MBRRACE-UK: Mothers and babies: Reducing risk through Audits and Confidential Enquires across the UK 
 

THE TRUST WILL USE THE MBRRACE TOOL TO IMPROVE OUTCOMES, AND THE NATIONAL STANDARDISED PERINATAL MORTALITY REVIEW TOOL TO 
IDENTIFY THEMATIC LEARNING FROM BABY DEATHS  

 

• Perinatal Mortality Review Tool (PMRT) was implemented in the service 

in 2018; the process of a multi-professional team (MDT) review has 

developed from individual case review into a monthly meeting.   

• The MDT membership has been enhanced to ensure independent 

membership by the attendance of members of the CCG Clinical Quality 

team and local maternity service members have been invited to attend 

from March 2020; the invite is Wessex wide. 

• If concerns are identified during the PMRT review; the chair requests a 

detailed review of the case through the governance processes. 

 

PMRT - THEME IDENTIFIED ACTION TAKEN 

New issue 
Urine not being screened post birth for substance misuse 

• The investigation was not part of the tests being undertaken by the Service 

• All cases from Jan to July 20 have not had the testing – all cases since August have  

Non recording of CO monitoring at booking  
Noted to be improving  

• The recording of Carbon Monoxide (CO) monitoring at booking needs to be improved there is a page in the 
new notes for this specifically. All midwifery staff have access to and should be using their CO monitor 

Recording of DA question 
Remaining  a concern 

• Domestic Abuse (DA) formed part of mandatory training for midwives and support workers in 2018-19 and 
2019-20.  

• DA audit completed and submitted to Maternity Governance Forum February  2020 

Lack of Aspirin risk assessment 
Actions in Saving Babies Lives Care Bundle Version 2 
Section 

• Aspirin assessment now in place for all women at Nuchal Scan 

• Aspirin being issued under midwifery exemption 

• Growth Assessment Protocol (GAP) midwife ensuring women are assessed and allocated to the appropriate 
care pathway 

Lack of routine mid-stream urine (MSU) 
Significant improvement in compliance  

• Noting that current compliance has significantly improved 

• Compliance audit being undertaken 

No evidence that fetal movements written information had 
been given antenatally 
Remaining  a concern 

• Staff reminded of the need to document that monitoring fetal movements has been discussed with the 
woman before 28 weeks gestation  
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Patient Experience 
 

 

Patients, families and carers who use Trust services have said that they need care that is safe and of high quality, resulting in a positive experience. A positive 
experience of care is an essential element of the services the Trust provides to the local community, and the Trust is committed to continual improvement of 
patient experience from the first contact to the last, which may be a successful recovery from ill health or a peaceful and dignified death. 
 
The Trust actively encourages people who use its services to comment on their experience and 
receives over 6000 pieces of feedback a month which helps identify what is done well and what 
could be done differently or better. 
 
The COVID-19 pandemic has proved challenging for the Trust; however, the resilience of all the 
staff and volunteers has proved to be nothing short of remarkable.  
 
Our volunteers have grown in number with lots of new recruits coming on board to help the 
Trust during the pandemic and for this we are truly thankful.  
 
We hope to be able to support as many of these new volunteers to stay with us as well as 
welcoming back into our family those volunteers who have been shielding.  
 
The Trust continues to work in ways that support the full integration of the patient voice in 
everything from service development and design, to quality monitoring and learning and 
development for staff from all groups. Our priorities for the next year are reflective of patient 
feedback and within the context of providing care during a pandemic. These emphasise that the 
Trust will ensure involvement of patients, carers and community representatives in the 
development and improvement of services.  
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NUTRITION AND HYDRATION
 

INCREASE THE NUMBER OF PATIENTS WHO REPORT IN THE NATIONAL PATIENT SURVEY THAT THEY RECEIVED ASSISTANCE AT MEALTIMES 
IMPROVE FEEDBACK ON HOSPITAL FOOD IN NATIONAL AND LOCAL SURVEYS 

 
 

• During the past year the trust has re-launched the Hospital Food Group 

under the name “Nutrition and Hydration Group” to include Divisional 

representation and fit in to new Governance Trust reporting structure. A 

baseline report to highlight current practice and opportunities for 

improvement was completed and distributed to Divisional and Care 

Group senior staff, corporate nursing and governance and core members 

of the Nutrition and Hydration Group for consideration 

• A Protected mealtime audit was completed by the dietetics department 

and circulated for review by ward managers  

• The Nutrition policy was updated in line with Trust guidelines. 

• Regular ward based observational audits continued over the year and 

reported into the N&H group.  Red tray usage as part of this established 

process (build on protected mealtime audit results). 

• Investigated barriers to a good mealtime and hydration culture, areas of 

good practice and how to share learning across the organisation. 

• The Trust has continued to offer mealtime training for volunteers.  

• The Trust has established a dialogue with the new catering provider to 

ensure patient’s diet and nutrition requirements are met.  

• The Trust has successfully implemented the new required standards for 

texture descriptors (IDDSI) this has included ward based training on 

thickened fluids. 
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NOISE AT NIGHT
 

REDUCE THE NUMBER OF PATIENTS WHO REPORT IN LOCAL AND NATIONAL SURVEYS THAT THEY HAVE BEEN BOTHERED BY NOISE AT NIGHT 
FROM STAFF 

 

 
 

• This has remained a challenge for the organisation.   

• The 2019 Adult In patient survey describes that this is still an area for 

improvement and will be included within the Patient Experience priorities 

for 2020/21. 

• There has been an operational focus to avoid moving patients at night 

over the past year, which has prompted an organisational approach to 

this issue. 

 

 

 

• The Patient Experience Team is newly formed and alongside the context 

of COVID-19, the team is within the formative and discovery phase of 

identifying what matters to patients.  New priorities emerged within 

2019/20, namely supporting initiatives for patients and carers during 

COVID-19, which the team have had to respond.   

• We need to understand the nature and size of this issue and Noise at 

Night will be monitored in 2020/21 by the use of Real Time Feedback, 

allowing wards and departments to respond to the concerns and 

feedback from patients in a timely manner.  
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RESPECT AND DIGNITY
 

INCREASE THE NUMBER OF PATIENTS WHO FEEDBACK IN NATIONAL AND LOCAL SURVEYS THAT THEY WERE TREATED WITH DIGNITY AND RESPECT 
 

 
 

• The National inpatient survey results for 2019 have shown no statistical 

difference in the scoring for Respect & Dignity. 

• This year a paper was written by the Patient experience team for trust 

board entitled “With compassion - to measure compassionate care.” The 

Patient experience team have been implementing a trust wide promotion 

of this campaign and developing ways of measuring compassion across 

clinical and non-clinical areas. Unfortunately due to COVID-19 these 

measurements were postponed but the whole ethos of “With 

compassion” and respect and dignity has been maintained and shone 

through during the whole of the pandemic. The implementation of the 

Family Liaison Service (FLOs) have the aim and vision of maintaining 

respect and dignity  

• This year the Trust welcomed Chris Granger who was the husband of the 

late Doctor Kate Granger MBE to talk to our staff about the ‘Hello my 

name is’ campaign. This was an emotional and powerful presentation 

from Chris about how this campaign came about during Kates treatment 

for cancer. The trust signed up to the campaign and procured ‘Hello my 

name is’ badges for ALL staff working in the trust. The main aim of this 

campaign is to encourage and remind staff about the importance of 

introductions in healthcare to truly provide person centred and 

compassionate care to patients.  

• The Trust has maintained quarterly Quality reviews throughout 2019/20 

which have been used to assess compassion, dignity and respect.  These 

were in line with CQC assessments and used as a tool to prepare staff for 

external visits to their areas.  

• The Trust was fortunate enough to have Professor Brian Dolan visit to talk 

about the important subject of Valuing patient’s time. The aim is to have 

as many different multi discipline staff as possible attend to hear these 

important messages 
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CARERS SUPPORT
 

INCREASE NUMBERS OF CARERS IDENTIFIED AT ADMISSION AND IMPROVE COMPLIANCE WITH ‘YOU’RE WELCOME’ VISITORS POLICY / JOHNS 
CAMPAIGN STANDARDS 

 

• This year the trust has been working collaboratively with Portsmouth 

Carers centre and  Solent NHS trust to look to establish a new strategy to 

include the voice of the carer. Two consultation sessions were held in 

Portsmouth with an aim to hear the carers voice and to find out exactly 

what mattered to them.  Due to the COVID-19 pandemic this work has 

had to be postponed and will inform our 2020 – 2021 priorities.  

 

 

• As a result of the COVID-19 lockdown, services that acted as a lifeline for 

families facing dementia are now unable to operate, support networks 

are unable to visit, and life routines have been disrupted. This, mixed with 

the additional complexity of accessing health care services and 

admissions into the acute trust have led to a greater need of accessible, 

tailored support.  
• A weekly virtual clinic has been set up to offer support for carers affected 

by dementia, to give them a space to develop peer support networks and 

as a way to triage the need for 1:1 direct support.  
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STAFF FEEDBACK 

National Staff Survey

• The NHS National Staff Survey (NSS) is recognised as an important tool 

for ensuring that the views of staff working in the NHS inform local 

improvements, and are included in local and national assessments of 

quality, safety, and delivery of the NHS Constitution. The results of the 

2019 NSS conducted in the Trust between September and December 

2019 can be found below. 
 

• A full census survey took place between September and December 

2019, and all staff employed as at the 1st September 2019 had the 

opportunity to take part. In total 3,911 (52%) completed and returned 

their survey which is above the national average response rate. 
 

• The survey results are divided into 11 themes and can be found at the 

table below.  Of the 11 themes 9 demonstrate a statistically significant 

improvement since 2018 and for 2 themes there is no statistically 

significant difference. 
 

• During 2019 the Trust launched a targeted campaign to reducing 

violence, abuse and harassment. Providing a safe environment for staff 

is important to the Trust and a continued trust wide focus on reducing 

abusive behaviours remains a priority.  
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Quarterly Staff Friends and Family Survey 

• Since April 2014, the Staff Friends and Family Test (FFT) has been carried out in all 

NHS trusts. The Staff FFT is helping to promote a significant cultural shift across the 

NHS, encouraging staff to have both the opportunity and confidence to speak up, 

and ensuring that the views of staff are increasingly heard and are addressed. 
 

• Research has shown a clear relationship between staff engagement and individual 

and organisational outcome measures, such as staff absenteeism and turnover, 

patient satisfaction and mortality; and safety measures, including infection rates. The 

more engaged staff members are, the better the outcomes for patients and the 

organisation generally. It is, therefore, important that the Trust strengthens the staff 

voice, as well as the patient voice. 
 

• On a quarterly basis staff are asked to respond to the Staff FFT. Table four below 

presents the response by question since 2017/2018 

 

WORKFORCE 

Equality Delivery System and Workforce Race Equality Standard (WRES) 

• Data is taken from the annual National Staff Survey and Electronic Staff 

Records system which is reflected in the nine key indicators measured by 

the WRES.  WRES looks at a number of factors that help demonstrate race 

equality within Trust processes and services for staff.  As a result a 

number of improvements were identified with members of the BAME 

staff network and EDI group to address issues of inequity. 

 

• The Trust WRES data and improvement priorities can be found here: 

https://www.porthosp.nhs.uk/about-us/equality-and-diversity.htm 

 

Workforce Disability Equality Standard (WDES)  

• This is the second year of gathering data for the Workforce Equality 

Disability Standard (WDES) which became a national requirement in 

August 2019.  The aim of the standard is to compare experiences of 

disabled and non-disabled staff though a set of 10 specific indicators. The 

DisAbility staff network was established in 2019 and has been leading on 

the development of an improvement plan. 

 

• The Trust WDES data and improvement priorities can be found here: 

https://www.porthosp.nhs.uk/about-us/equality-and-diversity.htm 
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Culture change programme  

• Portsmouth Hospitals three year Culture Change Programme launched in 

March 2018.   
 

• The programme has a three stage approach; Discover, Design, Deliver and 

was developed by NHS Improvement working in partnership with The 

Kings Fund and Centre for Creative Leadership.   
 

• Its focus is on helping organisations to develop a culture, through staff 

fled change, that enables and sustains safe, high-quality, compassionate 

care.   
 

• Culture Change Agents who are members of staff from all areas of the 

Trust and at all grades were recruited via a selection process and worked 

together to undertake a cultural audit to identify the gaps between what 

the culture is now and what it needs to be in the future to successfully 

deliver the organisational priorities.   
 

• During 2019, Phase 2 Change Agents considered all twenty six 

recommendations that emerged from Phase 1 and identified which ones 

best supported delivery of the organisational strategic priorities and key 

work streams.   
 

• Phase 3 began in November 2019 with a newly recruited team of Change 

Agents who will engage and work with staff across the organisation to 

further shape, test and deliver the proposals agreed in Phase 2.   
 

• The impacts from the programme to date are reflected in the Trusts most 

recent CQC report and the 2019 National NHS Staff Survey. 
 

 

Doctors and Dentists in training 

As part of the Doctors and Dentists in Training Terms and Conditions of 

Service (TCS) introduced in 2016, Trusts are required to annually report on 

the number of rota gaps and the plan for improvement to reduce these gaps. 
 

Background 

The Trust has 492 training posts and 106 Trust appointed posts for service. 

This is a total of 598 junior doctor posts.  The Trust treats training doctors and  

locally employed doctors the same in terms of working hours and rotas.  
 

The training posts are appointed regionally via the Health Education Wessex 

Deanery and allocated to the Trust based on the trainee’s requirements for 

training and personal requests.  Locally employed posts are advertised and 

appointed directly by the Trust. If the Health Education Wessex Deanery does 

not provide a trainee for one of their allocated posts, the Trust may choose to 

directly appoint to these. 

 

For the purposes of this report doctors in training and locally employed 

doctors employed for service will be described as Junior Doctors. 
 

Junior Doctors are allocated to a rota when they join the Trust. Junior Doctors 

will work different rotas during their time in Portsmouth – depending on their 

training requirements and contract. 
 

There are currently 77 established rotas covering the Trust, plus ad hoc 

bespoke rotas to meet short term needs of a junior doctor or department.  

Training doctors and locally employed doctors work the same rotas. Some 

rotas also have allied health professionals, advanced nurse practitioners or 

specialty doctors (SAS) grades working alongside the junior doctors. The 

majority of less than full time junior doctors are working bespoke 

Page 200 of 315



 QUALITY ACCOUNTS 2019/2020 
Review of quality performance – Staff and Workforce 

Portsmouth Hospitals University NHS Trust  
Quality Accounts 2019-2020 
Page 51 of 88 

personalised rotas, as required by version 8 of national Terms and Conditions 

of Service for all part time Doctors in Training by August 2020. 
 

Vacancies 

If a vacant post is not filled, it will become a gap on the rota.  There are 

occasions when gaps occur due to long term sickness, maternity leave, or 

reduced working for health or personal reasons.  
 

There can be partial gaps where the whole post is not vacant, for example a 

junior on less than full time hours, or unable to work nights due to health 

reasons. 
 

How gaps are managed 

There are four approaches to managing rota gaps: 

Short term gaps 

1. Fill the gap with locums 

The department may fill the gap with a locum.  The gaps could be filled on 

a shift by shift basis by junior doctors already employed in the Trust, or 

via the Trusts Bank which may include external agencies.  Potentially a 

long term external locum could fill the whole gap i.e. all the shifts this gap 

has generated. This option does mean full service provision can be given, 

but can cause uncertainty due to the lack of contractual responsibility the 

doctor has to the Trust. This can be an expensive route with potential risk 

if the doctor is unknown to the Trust. 
 

2. Leave gaps on rota 

This can occur if locum requests have not been filled or the department 

decides not to advertise.  This approach means that departments do not 

have a junior doctors changing from shift to shift with the uncertainty of 

quality of the junior doctor, however does put pressure on the remaining 

staff to provide a high quality service. This can also generate a risk to 

patient safety if there are not enough Junior Doctors to maintain ward 

cover but this would be mitigated by Consultants acting down 

Long term gaps 

3. Change the rota template 

Some rota templates can be redesigned to match the number of junior 

doctors  available to work that rota. This will reduce the gap, but could 

impact on the service provided by the department.  It also allows for 

Consultants to act down to cover work which should be undertaken by 

Junior Doctors to ensure patient safety. 
 

4. Fill the gap with a locally appointed doctor 

If the rota gap is for a significant amount of time (4 months plus) or can 

be combined with another gap either in the same rota or a different 

department, the department may decide to advertise for a locally 

appointed doctor. The doctor would be appointed to the Terms and 

Conditions of Service for Trust Appointed (Non-Training) Trust Doctors 

and Dentists and will be paid at the same grade with the same 

enhancements as all the doctors on the rota. 
 

Number of gaps in the past year 

During the period in question, 1st 

April 2019 to 31st March 2020, there 

has been an average vacancy rate for 

junior doctor posts of 9.8% (64.5 

WTE).  The highest vacancy rate was 

12.5% (85 WTE) and occurred in 

January 2020. 

 

The lowest vacancy rate was 5.2% (30.9 WTE) in April 2019. 
 

The vacancy rate has remained stable, however reduced in July and August.  

This was unusual as in past years the Trust had an increase of locally 

employed doctors leaving their contracts early to take a break before joining 

a training programme. 
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Doctors in Training rotate and change posts in February, March, April, August, 

September, October and December therefore these months all have the 

potential for vacant gaps to fluctuate. Locally employed doctors are more 

likely to rotate and change posts in February and August only. 
 

How the Trust reduces  rota gaps 

• Rostering  

In line with NHS England’s recommendations, the Trust is introducing   

electronic rostering system for Junior Doctors. The aim of this initiative is 

to allow greater oversight into staffing levels and reduce the number of 

shift gaps by utilising Junior Doctors more effectively across the Trust. 

Critical Care has been the pilot specialty. 
 

• Clinical Fellowship     

The Clinical Fellowship, introduced in 2015 was designed as an attractive 

recruitment route for doctors to receive high quality training and 

education either as international doctors who need additional time to 

make a formal specialty decision or UK trainees who decide to take a 

break from the formal training pathway. This was considered a priority in 

areas that were routinely facing challenging staffing numbers due to 

increasing Deanery vacancies. The aim of the programme was to reduce 

locum doctor expenditure and increase medical workforce quality and 

stability by attracting and retaining locally employed doctors with 

supportive and high quality training and education.  
 

• Innovative Medical Fellowship 

The Innovative Medical Fellowship was introduced in August 2019 to 

attract locally employed doctors into hard to recruit medical specialties 

with enhanced opportunities for flexibility or non-clinical special interest 

time including Raleigh and sports medicine. The aim of this programme is 

to retain high quality doctors who require a break in the traditional 

training route or wish to add to their CV with additional skills and 

experiences.  
 

• Flexibility – time and training 

Many junior doctors wish to work less than full time, have career breaks 

or work outside the traditional training pathway. Divisions are now 

working with these junior doctors to enable them to work at the Trust at 

the same time as maintaining a work life balance.  The Trust is looking to 

accommodate those junior doctors who may not get employment 

elsewhere due to their working day requirements for personal, career 

development or health reasons.  
 

This route is also suitable for supporting doctors wishing to work towards 

becoming Specialty Doctors if they decide that they do not wish to 

become a Consultant in the future. Some specialties are also offering 

support to candidates who wish to follow the certificate of eligibility for 

specialist registration (CESR) route towards becoming a Consultant which 

is more common for international medical graduates and is an 

increasingly attractive addition to a standard locally employed post. 
 

• Guardian of Safe Working, Champion of Flexible Working and Supported 

Return to Training 

As part of the Doctors and Dentists in Training Terms and Conditions of 

Service, each Trust is required to have a Guardian of Safe Working to 

oversee the hours of work undertaken by Junior Doctors.  The Guardian 

produces a quarterly report for the Trust Board.  This report includes data 

on exception reporting, work schedule reviews, rota shifts vacant, locum 

booking and any other issues relating to junior doctors’ working hours or 

training experience in the Trust. The Terms and Conditions require each 

Trust to appoint a Champion of Flexible Training; a post specifically for 

supporting Doctors in Training who wish to work or train on a part time 

basis. A national initiative was introduced in 2019 which has allowed the 
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Trust to appoint a Supported Return to Training Champion. They have the 

responsibility for working with all available stakeholders to provide a 

bespoke package of support for Doctors in Training who have been out of 

clinical practice for more than 12 weeks to encourage more trainees to 

return to work. 
 

• Chief Resident 

Alongside the Future Hospital Programme, the Royal College of Physicians 

introduced a scheme for Chief Residents (nee Registrars) to bridge the 

gap between junior doctors and management, and to enhance the 

working lives of all junior doctors. This role was piloted in 2016 and from 

August 2017, the Trust has had a least one senior Deanery trainee in post. 

They spend 50% of their time clinically and 50% of their time on the 

project to enable them to remain connected to the medical community 

and provide a stable link between junior doctors, Consultants, SAS 

doctors and management. So far, the Chief Residents have improved 

communication in between the various groups, introduced a colour coded 

lanyard scheme to make it easier to identify the different grades of 

doctors at a glance, provided a monthly forum for junior doctors and 

supported the introduction of the Junior Doctor Executive Form. 
 

• Junior Doctor Forum 

Both the Guardian and the Chief Resident support a monthly Junior 

Doctor Forum where junior doctors can raise any issues they may have in 

relation to hours and their rotas.   
 

The Junior Doctor Executive Forum was introduced in February 2020 to 

comply with the BMA/NHS Employers Framework document. The 

purpose of this Forum is to review and approve rota patterns that are not 

currently compliant with the rota rules; the Trust has increased the 

responsibility of the group to include review for all rota template changes 

in order to ensure transparency and consistency. The sign off process has 

been designed to encourage quality rota design which delivers training 

and education requirements alongside supporting the service delivery. 
 

• International Recruitment 

The Trust sent representatives to the Academy of Royal Colleges Medical 

Training Initiative (MTI) Hosts day in 2019 and has booked a place for the 

2020 Hosts day to investigate the different opportunities available for 

recruiting junior and senior training doctors from overseas. These doctors 

are usually sponsored by a Royal College for their training in the UK and 

are in the UK for a maximum of 2 years. Currently the Trust has 

International Training Fellows in Critical Care, Renal Medicine, Cardiology, 

Gastroenterology, Obstetrics and Gynaecology, General Surgery and 

there are new International Fellows in the pipeline for Clinical Oncology, 

Critical Care, Respiratory and General Surgery. 
 

A specialist international recruitment programme has been approved by 

the Trust to identify and attract suitable candidates from overseas who 

have not worked in the NHS before and will be supported with a 10 week 

package of training and education before they are introduced to the 

wards. This programme has been designed to follow the recent successes 

of the international nurse recruitment programme. 
 

• Rota redesign 

The Trust has reviewed the current number of rota patterns and each 

division and specialty has been required to analyse the templates against 

updated rota requirements set out by the BMA/NHS Employers 

Framework Document and version 8 of the Terms and Conditions. 

Certain rota templates which have previously carried gaps have been 

amalgamated to provide a single larger rota, with more junior doctors 

and less risk of vacancies.  This also improves the work life balance for 

junior doctors in turn increasing the morale within the department. 
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• Physicians Assistants/Associates 

The Trust is working in partnership with the University of Portsmouth to 

provide a 2-year  masters degree qualification for Physicians Associates. 

This is a new grade of employee who will support the departments and 

junior doctor workforce however will not be a medical professional. The 

first graduates for this course are expected to qualify in 2021.  

 

 

 

 

Learning and Development 

• The  Trust’s commitment to developing staff to provide them with the 

necessary skills, knowledge and experience to deliver high quality care to 

its’ patients is key to delivering the Working Together Strategy. 
 

• Developing the workforce through apprenticeship programmes continues 

to be a key part of the strategy.   196 new and existing staff are currently 

undertaking apprenticeships in both clinical and non-clinical subjects, 

including nursing, healthcare science, pharmacy, business and admin, and 

management. 
 

• The Trust launched a ‘Dreambig’ initiative encouraging new recruits into 

healthcare careers via apprenticeships into nursing.  This enables 

experience in a hospital setting, undertaking a preparatory education 

programme and gaining the Care Certificate prior to commencement on 

an apprenticeship. 
 

• The Trainee Nursing Associate (TNA) Programme is now embedded in the 

organisation; 14 members of staff joined the programme in 2019/20 and 

are expected to qualify in 2021. 
 

• We have been working with the University of Portsmouth to support their 

Physicians’ Associate programme and will be providing placement 

opportunities for the students in Year 1 and Year 2 of their studies.   
 

• The Library is one of six libraries in the South selected as pilot LKS for the 

new HEE Library Quality Improvement Framework (LQIF). Criteria for 

selection was high quality score (93%) in last year’s LQAF assessment. 
 

• The Simulation Centre continues to grow the number of courses 

available, with an increase of 32% in 2019/20.  To support this we 

welcomed 2 Simulation Fellows from the Wessex Deanery, focusing on 

training provided within the clinical environment to address patient 

safety and learning from safety events.   During a CQC inspection in 

October 2019, the inspectors attended a simulation provided by the 

safeguarding Adult Team for MCA/DOLs. In the final CQC report the 

centre was noted to be “an area of outstanding practice in the 

Organisation, supporting the multidisciplinary team for emergency and 

non-emergency situations”. 
 

• The Learning and Development Department have supported international 

nurses to pass the necessary assessments to gain entry to the NMC 

Register and become permanent members of staff.  We also co-ordinate 

and oversea a variety of student placements across all professions. 
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OTHER ACHIEVEMENTS 

Research and Innovation 

• Research at the Trust continues to meet national and local performance 

targets, with over six thousand participants recruited into trials in 

2019/20. Over 200 active studies are open to recruitment at any one time 

and the Trust maintains a strong position nationally year on year. At the 

end of year 2019/20, when compared to 42 Large Acute Trusts (that 

includes 14 University Hospitals with an allied Medical School) The Trust 

was ranked third in terms of patient recruitment into research studies. 

When adjusted for complexity weighted recruitment, The Trust was 

ranked first when compared to other large acute Trusts. Nationally, when 

compared to all Trusts (n=742), PHU was ranked number 26 in terms of 

patient recruitment. This rose to 22 when adjusted for complexity 

weighted recruitment. 100% of all commercial studies recruited to time 

and target, exceeding national benchmarks set at 80%. 
 

• Over 30 specialties are research active within the Trust and the number 

of staff involved in research continues to grow. The fixed Research 

workforce equates to over eighty whole time equivalents (WTE) while the 

number of consultants involved in research has increased every year; 

currently there are over 160 Principal Investigators listed as research 

study leads. 

 

• Following the announcement that the Trust has been awarded University 

Hospital status and is an accepted member of the University Hospitals 

Association, the Research department is developing a new strategy to 

support the transition of the Trust into a University Hospital. The 

department aims to grow awards and grants from national funders and 

deliver a step change in academic and research activity.  
 

• Following the onset of Covid-19, recruitment into most research studies 

was paused nationally and attention turned to supporting Urgent Public 

Health (UPH) studies. Nationally, a collective effort into fast tracking 

patient recruitment into UPH studies has provided vital new evidence and 

resulted in changing practice to improve outcomes for Covid-19 patients; 

Dexamethasone is now offered to Covid-19 patients as standard care.  

• PHU has recruited into a complex portfolio of Covid-19 research studies, 

several of which are multi-arm and interventional. The Trust was the 

seventh highest recruiter nationally into the Recovery trial at the peak of 

the first wave of the pandemic. The Trust was the first organisation to 

open the Siren study in Wessex; this is an UPH study looking at whether 

infection from the SARS-CoV2 virus protects against future infection. The 

Trust is also collaborating with the University of Portsmouth, sequencing 

the virus from infected individuals to identify trends in viral mutations 

and prevalence. 
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DIVISIONAL QUALITY IMPROVEMENT HIGHLIGHTS 2019 / 2020 

The four Divisions are each led by a team made up of a consultant, a nurse or allied health professional and a manager. Each leadership team is accountable for the 

quality, performance and financial sustainability of their division as well as being responsible for working together across the other divisions to ensure patients 

receive a seamless pathway of care. 
 

Each of our divisions has made a number of service improvements over the year; a sample of these is highlighted below: 

 

MEDICINE AND URGENT CARE DIVISION

• Older Persons Medicine (OPM) Update: 

- SSNAP – Stroke Sentinel National Audit Programme achieved level A 

for Quarter1 2020/21.  Through enhanced MDT working and 

concentration on the pilot of “time-critical standards” 

- COVID pandemic response – respond to rapidly evolving situation and 

change in clinical practice at pace required to meet national and local 

requirements across all services within the care group   

- Frailty “big rooms” held (all divisions) to explore and inform 

improvements for care of older people across the whole trust using 

flow-coaching methods 

- Acute Frailty Network (AFN), NHS Elect programme with Quality 

Improvement (QI) approach to improvement of services for frail older 

people.  Project ongoing with aim to embed comprehensive geriatric 

assessment across the Trust 

- Frailty Assessment Unit – Opened to support the care of frail patients 

that were being admitted through Urgent Care Pathway. Closed 

during the pandemic 

- Frailty Competencies – Practice Education Team implementing 

Generic frailty competency to ensure our staff have the correct skills 

to care for frail patients. To be rolled out Trust-wide 

- Staff wellbeing programme with enhanced workforce support, break-

out areas, and occupational-health supported sessions 

- Increase of Community Stroke Rehabilitation Team (CSRT) capacity – 

9 month trial, allowed further stroke rehab to occur in the 

community. During the pandemic this has allowed for patients to exit 

hospital quicker and reduce the inpatient stroke rehab facility 

- Phoenix Neuro Rehab transferred bed base, and increased capacity 

from 13 to 23 beds to support with transfer of more acute patients 

from ITU during the pandemic 

- Neuro/stroke rehabilitation building – plans in place to move service 

to a new build 

- Stoke Nurse Specialist Team – funding secured to allow for an 

expansion of the service to 24/7. Plans currently being worked up to 

shape this service for the future 

- Orthogeriatric Team – Reported in December 2019 – they were 

ranked number one in regards to best tariff numbers. Top quartile for 

Orthogeriatric measures, teams with the ability of orthopaedics being 

able to get patients to theatre within 36 hours 

- Hospital Palliative Care team – moved to 7 day a week working during 

the pandemic, this is still on going 

- Care Group Focus Groups set up – rolling programme 
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Medicine Update: 

Cardiology: 

• A recent Getting it Right First Time review from the British Society of 

Cardiology recognised and congratulated many ways of working.  In 

particular our outpatient models were felt to be exemplary and could be 

used nationally as a method of outpatient working 

• Outpatient models of working – To further refine and develop our 

methods of working especially due to the first wave of the Cardiology we 

adopted an electronic Lean model  

• All referrals are now generated via advice and guidance and are answered 

on a daily basis by a Consultant Cardiologist. Subsequent referrals are 

triaged accordingly. This has led to expert referral management with a 

decline in booked patients and embedded electronic referral 

management  

• Partnership work with the Clinical Commissioning Groups has led to 

embedded clinical pathways to facilitate remote and outpatient 

investigation and access to remote specialist opinion facilitating 

dedicated specialist treatment in a safe, virtual effective method  

• All acute cardiac services were maintained during the first wave of the 

COVID pandemic which was facilitated by twice weekly consultant virtual 

meetings.  Other local centres minimised or discontinued acute cardiac 

services  

• The MI (myocardial infarction – heart attack) pathway had no reduction 

in numbers compared to other large MI centres nationally and regionally.  

The majority of patients were dealt with primary PCI (technique to relieve 

the blockage as the main or first treatment for patients suffering a heart 

attack) and continued to experience excellent clinical outcomes. Queen 

Alexandra Hospital remains as one of the largest MI centres in the 

country  

• Cardiology have continued to deliver short waiting times for patients 

needing cardiac procedures.  In keeping Cardiac Day Unit functional, 

cardiology were able to provide urgent angioplasty, pacing and complex 

devices within 4 – 6 weeks of the waiting list slot 

 

Endoscopy: 

• Brand new fleet of Endoscopes with the state of the art technology for 

detection and prevention of Gastrointestinal conditions 

• Brand new decontamination machines Gosport War memorial 

• Development of robust competency packs and skill matrix for Endoscopy 

staff, which directly benefits the care delivered to our patients 

Respiratory: 

• Adapted various services to ensure they continued during pandemic 

keeping patients safe 

• TB service undertook a project with the hepatology team screening the 

homeless who had been housed temporarily in two hotels in Portsmouth 

 

Diabetes and Endocrine. 

• Adoption of Attend Anywhere to ensure minimal interruption to activity 

during COVID 

• Rapid implementation of COVID related diabetes management guidelines 

based on national experience/learning 
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SURGICAL AND OUTPATIENTS DIVISION

• Advanced Nurse Practitioner (ANP) development MSK Nurse Practitioners 

- ANP completed.  Trainee Emergency Care Practitioner post for 

Orthopaedics to support the junior doctor gaps 

• Head and Neck (H&N) direct admit Assessment unit D8 

- A direct admission pathway for H&N patients via GPs, treatment 

centres and other Hospitals. This has led to many patients not 

needing to attend ED, patients will be reviewed by the Medical team 

and either admitted or discharged.  This leads to excellent patient 

experience 

• Virtual Follow up MSK  

- Trauma and Orthopaedic patients towards the end of their treatment 

plan are reviewed virtually. This limits the number of patients in 

Outpatients decreasing the risk of COVID-19 infection for both 

patients and staff 

• Rheumatology New inflammatory pathway  

- Produced to meet the HQIP audit and NICE standards for the patients 

with inflammatory Arthritis 

• Creation of a High Care bay within MSK to provide enhanced care within 

the Green Pathway 

- A four bedded bay within D5 and D6 for revision knees and peri- 

prosthetic fractures.  This will reduce the requirements for patients to 

be admitted to an ITU bed and allows for enhanced care for our most 

vulnerable patients for 48 hrs  

• Criteria Lead Discharge 

- service improvement initiative to allow senior nurses to discharge 

patients in a timely manner following an agreed criteria. All senior 

nurses on the surgical wards are completing required competencies 

to allow them to do. If successful, plan to roll out across the Division 

to all our wards. 

• Introduction of Work Based Learning Modules at Masters Level 

- Surgery Specific ( First Candidates have started) – Surgery specific 

modules which can be tailored to the specific speciality that the 

Nurse is working in. Credits can be taken on successful completion of 

the module 

• Creation of a High Care bay to provide enhanced care within the Green 

Pathway 

- To facilitate the ability to deliver Enhanced care for those patients 

undergoing elective surgery a Highcare bay has been created on E2. 

This has been well received by both medical and nursing staff and has 

received very positive patient feedback. Opportunities to upskill the 

nursing staff to look after those patients who prior to COVID-19 

would not have been on our wards 
 

NETWORKED SERVICES DIVISION 

• Renal 

- Haemodialysis (HD) tender reduced the price of dialysis this year 

which will lead into the reconfiguration of HD sites so that they offer 

more services closer to patients homes over the coming five years  

- Fareham Hospital now hosts the regional home therapies hub for 

patients training and receiving peritoneal and Home 

Haemodialysis.  The modern facility offers more training space to 

maximise the number of patients who can benefit from dialysing from 

home rather than at a haemodialysis centre 

- The Trust took over the management and day to day running of 

Milford HD unit.  A further shift is being opened to enable more 

patients from the New Forest to dialyse locally 

- Respiratory High Care at University Hospitals Southampton (UHS) is 

now hosting the onsite acute haemodialysis service enabling patients 
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to dialyse at UHS rather than travel to Queen Alexandra Hospital for 

dialysis.  We are looking to work in partnership with UHS to expand 

this service 

- During COVID initial outbreak clinics switched from face to face to 

non-face to face.  To cement this practice for those suitable patient’s 

new clinic profiles have been developed though the ‘transforming 

outpatients’ group.  These are working alongside new referral 

pathways for primary care reducing the amount of time and number 

of trips patients have to make to hospital 

- The Wessex Kidney Centre was published for its work looking at how 

it manages haemodialysis patients during a pandemic.  The 

healthcare model developed has been opened up so other units can 

benefit from the simulation work and see how they can best support 

their patients during further COVID waves
 

• Women’s Services 
- The department have worked closely with South East Hants CCG to 

introduce Consultant Connect; a service aimed at improving GP 
access to secondary care advice in Gynaecology. There is a dedicated 
mobile telephone carried by the consultant on call; GP’s call the 
Consultant Connect telephone number and request Gynaecology 
advice; the service will then connect the GP to the consultant on call. 
By enabling this direct contact, the aspiration is that more patients 
can be managed over the telephone without the need for attendance 
at an Emergency Service. Gynaecology join the ranks of many other 
specialties in the hospital already using the service successfully 

 
The data shows the outcome for all 
specialties currently on Consultant connect 
(Cardiology, Emergency Medicine, Gastro, 
General Surgery, Hepatology, Medicine for 
Older People, Respiratory and Gynae) 

 
- Appointment to three additional consultant posts so far this year, 

which have been essential to support the activity within the 
Obstetrics and Gynaecology Services and improve both elective and 
emergency pathways.  

- Introduction of robust pathways for grading and reviewing of advice 
and guidance – reducing the need for patients to attend hospital 
unnecessarily Patients have valued not having to come to QAH at this 
uncertain time 

 

• Maternity 

- Maternity were celebrated as part of the Wessex Academic Health 

Science Network (AHSN) World Safety Day publication for the 

implementation of the Birmingham Sympton-specific Obstetric Triage 

System in the Maternity Assessment Unit. The team implemented 

this during the height of the COVID pandemic, training 91 staff over a 

period of two weeks to launch the service within one month. The 

measurable improvement was immediate, with 90% of women now 

triaged within 15 minutes of arrival to MAU. During August, 699 

women were triaged via MAU. Professor Sara Kenyon fed back “you 

are an example of excellence” 

https://wessexahsn.org.uk/news/1976/ahsn-celebrates-world-patient-

safety-day 
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- Highly active maternity services pages on social media which provides 

a channel of instant communication to our population of pregnant 

women. This has been extremely useful in keeping women updated 

with the changes in services that have happened over the COVID 

Pandemic period 

- Reconfiguration of Antenatal clinical rooms enabled the introduction 

of an additional scan room 

- Introduction of ultra sound scan reviews in the Maternity Assessment 

Unit reducing follow up Consultant appointments in antenatal and 

peripheral clinics and improving the woman’s experience 

- Securing the availability of blood pressure monitors from NHS 

England to support the introduction of remote blood pressure 

monitoring of pregnant / postnatal women at home 

- The introduction of a variety of platforms on which to facilitate virtual 

clinics and Trust meetings improving efficiency and unknowingly 

supporting new and innovative ways of working 
 

• Children’s Services 

- The strengthening of the Advice and Guidance service offered to GP’s 

over the COVID Pandemic period.  During this time our service 

converted the referral pathway to start with advice and guidance; this 

this has meant that all requests coming in have been robustly 

reviewed by a Paediatric Consultant with advice given on whether the 

presenting issue could be managed without the need for referral or 

whether the patient needed to come in and be seen. This has meant 

that we have been able to manage many more patients in the 

community as an alternative to bringing them in for a consultant 

appointment in a time period where hospital attendance has been 

discouraged unless necessary. This has had excellent feedback from 

GP’s 

- Implementation of the Attend Anywhere system to enable virtual 

appointments, reducing the need for patients to physically attend the 

hospital thereby making it easier for patients to access services.  

 

• Regional Cancer Centre 
- The Five Year Cancer Strategy for the Trust was written and published 

this year. This sets out our aspirations to provide a personalised 
experience of the best care in an environment where research can 
flourish, and staff can develop. This brings together our vision with 
our partner organisations in our commitment to provide first-rate 
cancer services and experience of care to all those patients who 
require it. It sets out the roadmap for the next five years to achieve 
these ambitions and support the NHS Long Term plan – from 2028, 
55,000 more people each year will survive their cancer for at least 
five years after their diagnosis.  

- Work on the Dermatology referral pathway during COVID has helped 
us to think differently about how this could be delivered and design 
the plan to transform; thereby reducing the number of unnecessary 
referrals into the service. This will help reduce the wait time for those 
who are in need of Dermatology Services 

- The innovative use of virtual appointments and nhs.net account to 
receive patient photographs of skin issues prior to telephone 
consultations has helped to reduce the requirement for physical 
attendance at hospital, making access to the service more flexible and 
improving experience for patients. 

- The new Mohs lab for micrographic surgery has been funded 
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CLINICAL DELIVERY DIVISION 

• Continuance of the temporary scanner to assist with winter CT scanning 

capacity to ensure that patient experience in scheduled and unscheduled 

care is maintained 

• Achievement of “Outstanding” on Critical Care at the most recent CQC 

inspection 

• Hospital Sterilisation and Disinfection Unit (HSDU), Pathology and 

Pharmacy all achieved compliance in British Standards Industry (BSI), 

Medicines and Healthcare products Regulatory Agency (MHRA) and 

United Kingdom Accreditation Service (UKAS) inspections. This is a yearly 

expected compliance that is consistently achieved 

• On Track with the LINACS replacement scheme of all four LINACS 

machines being removed and new ones put insitu. The project is due for 

completion in 2020/21 and will deliver up to date radiotherapy treatment 

programmes for Oncology patients 

• Achievement of the Diagnostic Standard Targets of 99% of all diagnostics 

being delivered within 6 weeks in November 2019. This is a cross 

Divisional achievement for PHU 
 

• Successful Medication Safety Day delivered for Trust staff highlighting 

high risk areas and providing education 

• CT replacement programme consisting of 2 new CT scanners on site at 

QAH. This means newer, more up to date scanners with less likelihood of 

breaking down, meaning better patient experience and care with 

improvement patient outcomes 

• A trial of voice recognition in Histopathology meaning the Consultant 

reporting is typed as the reports are spoken, resulting in a faster 

reporting process for patients 

• The Regional Pharmacy Distribution Unit has moved from Hedge End to a 

brand new premises in Segensworth. This completes South Coast and 

Nationwide drug distribution and maintains excellent 99% accuracy in its 

pick rate, ensuring the correct drugs go out with the correct order 

• Whole new Divisional Patient Safety Team currently focussing on Theatre 

processes to develop a better safety culture and to enhance and improve 

Theatre systems and processes. 
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STATEMENT OF DIRECTORS’ RESPONSIBILITIES IN RESPECT OF PORTSMOUTH HOSPITALS UNIVERSITY NHS TRUST QUALITY ACCOUNTS 2019/2020 

Statement to be included following Board discussion 
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CLINICAL COMMISSIONING GROUP – COMMENTARY ON PORTSMOUTH HOSPITALS UNIVERSITY NHS TRUST QUALITY ACCOUNTS 2019/2020
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Healthwatch Portsmouth – commentary on Portsmouth Hospitals University NHS Trust Quality Accounts 2019/2020 
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Portsmouth HOSP – commentary on Portsmouth Hospitals University NHS Trust Quality Accounts 2019/2020 
 

Portsmouth HOSP do not comment on quality accounts 
 

Healthwatch Hampshire – commentary on Portsmouth Hospitals University NHS Trust Quality Accounts 2019/2020 
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LIMITED ASSURANCE REPORT 

 

In light of the pressures caused by the COVID-19 pandemic, NHS England gave instruction that NHS Providers were not expected to gain assurance from their 

external auditors on the Quality Account report for 2019/2020.  
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Appendix A - National Clinical Audit: actions to improve quality 

 

NATIONAL CLINICAL AUDITS AND NATIONAL CONFIDENTIAL ENQUIRIES THAT PORTSMOUTH HOSPITALS NHS TRUST PARTICIPATED IN DURING 2019/2020 

Audit Title Outcome/Actions to improve quality of healthcare 

Assessing Cognitive Impairment in Older 
People / Care in Emergency Departments 

Awaiting publication of the national report/results (Spring 2020) 

BAUS Cystectomy Audit Individual consultant surgeon outcomes.  No surgeons identified as an outlier.  

BAUS Nephrectomy Audit Individual consultant surgeon outcomes.  No surgeons identified as an outlier.  

BAUS Percutaneous Nephrolithotomy 
(PCNL) 

Individual consultant surgeon outcomes.  No surgeons identified as an outlier. 

BAUS Radical Prostatectomy Audit Individual consultant surgeon outcomes.  No surgeons identified as an outlier. 

Care of Children (Care in Emergency 
Departments) 

Awaiting publication of the national report/results (Spring 2020) 

Case Mix Programme (CMP) – Intensive 
Care National Audit and Research Centre 
(ICNARC)  

The CMP is an audit of patient outcomes from adult, general critical care units (intensive care and combined intensive 
care/high dependency units). The units standard mortality ratio is good (0.9) and has had no non-clinical transfers for 
over five years. The unit is an outlier for delayed and out of hours discharges.  A new pathway has been implemented to 
involve the Chief Operating Officer at day three and this has helped. In the first quarter of 2019-2020 a fall in the number 
of out of hour’s discharges has been seen. 

Elective Surgery Patient Reported Outcome 
Measures (PROMS)  

Hip and Knee –  
Patients undergoing elective inpatient surgery for hip and knee replacement, funded by the English NHS are asked to 
complete questionnaires before and after their operations to assess improvement in health as perceived by the patients 
themselves. Provisional PROMs in England April 2019 to September 2019. There are no recommendations made within 
this report, the trust monitors the results for benchmarking to ensure that patient satisfaction and patient health gain is 
comparable with other trusts of a similar size. 

Endocrine and Thyroid National Audit Individual consultant surgeon outcomes.  No surgeons identified as an outlier. 

Falls and Fragility Fracture Audit 
Programme 

Fracture Liaison Service Database (FLS-DB) –  
The Fracture Liaison Service Database (FLS-DB) is a clinically-led web-based national audit of secondary fracture 
prevention in England and Wales commissioned by the Healthcare Quality Improvement Partnership (HQIP) as part of 
the Falls and Fragility Fracture Audit Programme (FFFAP). The Trust is currently reviewing the audit and aims to highlight 
any areas of good practice and areas that require improvement. Once these areas have been highlighted the Trust will 
form an action plan to ensure it is meeting the audit standards and ensure that the Trust patients and service users 
receive the best care whilst accessing the Trust services.  
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National Hip Fracture Database (NHFD) –  
The National Hip Fracture Database (NHFD) is a clinically led web-based audit of hip fracture care and secondary 
prevention in England, Wales and Northern Ireland. The Trust submitted 100% of cases required for this audit. The Trust 
shows a consistent high level of performance and excellent achievement.  The Trust continues to strive for further 
improvement to maintain vigilance over the Trusts performance. The Trust highlighted a number of areas that 
demonstrated good practice including achieving the Best Practice Tariff in 87.1% compared to 77.6% in 2017. This 
compares to a national figure of 58.3 %, and the Trust remains in the top quartile. In terms of patient numbers where 
Best Practice Tariff has been achieved, the Trust is once again the highest performing Trust nationally. There were areas 
that required improvement which includes the percentage of patients admitted to a ward within four hours 48.2% 
compared with the national average of 36.2%. The average length of stay was longer compared with the national 
average at 18.4 acute days compared with 15.2 acute days nationally. This year the Trust received a letter from the 
National Medical Director and National Clinical Director following this years NHFD report stating that the “Trust is one of 
the top-ten performing  trusts in the country providing the best practice pathway for patients. This requires dedication 
and skill from all members of the team”. They passed on their personal thanks and acknowledgment of this achievement. 
 
National Inpatient Falls Audit (NAIF) –  
The 2020 national audit of inpatient falls (NAIF) was relaunched as a continuous audit in January 2019 and is focused on 
the continuous audit of the care and management of patients who sustain a hip fracture in an inpatient setting and 
published in March 2020. The Trust submitted 100% of falls that resulted in a hip fracture. The audit has highlighted 
some areas of good practice including the timely implementation of hip fracture care compared to the national average. 
At the time of the audit being completed all the recommendations from the facilities audit are in place and the trust 
continues to report all falls that result in hip fracture as serious harm. The Trust had fewer falls with fracture across the 
medical, Older persons and surgical wards than the national average and the trust is also above average in the use of flat 
lifting equipment for hip fracture patients, but still requires improvement. There were areas for improvement that 
included the number of inpatient falls resulting in a hip fracture occurring within two days of admission.  Documentation 
of assessment for injury prior to moving a patient from the floor is below the national average and medical assessment 
following an inpatient fall with suspected hip fracture is also below the national average. The Trust has compiled an 
action plan to ensure that the Trust improves in the areas that it needs to. 

Inflammatory Bowel Disease (IBD) 
Programme 

Service Standards 
This is the first time that patients have had the opportunity to feedback on the quality of care they received against the 
IBD Standards which were published in 2019. There were areas that the trust did well at compared with the national 
standard including 57% of newly diagnosed patients started treatment within 48hrs compared with 48% UK average. 
62% of patients would contact the advice line in the first instance if they had a flare as compared to 40% UK average. 8% 
would consult a GP compared to 15% and only 1% would seek emergency care as compared to 6% nationally. 
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Additionally 87% had a response from the advice line within 48hr – 75% nationally and 100% had a response within 7 
days. 100% of patients (18) waited less than 18 weeks for surgery compared with 77% nationally. Furthermore 100% of 
patients either strongly or tended to agree that they had received information to help them understand the risks and 
benefits of surgery. There were a  number of areas noted that improvement was needed including the number of 
patients that waited 1 - 6 months for their first hospital appointment which was 55% compared with 57% nationally. 45% 
of patients had the contact details of the advice line compared with 41% nationally. The trust saw 77% had contacted the 
advice line compared with 62% nationally.  90% of patients contact with a nurse specialist compared with 84% nationally.  
The Trust only asked about tiredness and fatigue in 24% of patients as compared to 36% nationally and 29% are asked 
about mental health as compared to 23% nationally. 
 
Biological Therapies Audit 
There were a number of recommendations made from this audit report. The Trust is required to improve and increase its 
poor participation rate in this national audit.  An action plan is in place to ensure this requirement is met. 

Major Trauma Audit - Trauma Audit and 
Research Network (TARN) 

The Trauma Audit and Research (TARN) is a national audit programme that collects data from emergency departments 
across the UK. TARN aims to provide population based statistics on the epidemiology of trauma and provide summative 
information to local health commissioners about the trauma workload and its management.  Additionally TARN looks to 
support multidisciplinary clinical audit by analysis of individual case management and to provide comparative statistics 
to clinicians about institutional performance. TARN publishes three reports a year, each with a different focus. The Trust 
participates in TARN, and uses the reports to benchmarks its performance. The Trust is also keen to see where it can 
improve its current practice to ensure best practice patient care to ensure its patients have the best outcomes. The Trust 
is currently reviewing the latest reports and reviewing its performance.  Previous improvements required earlier senior 
involvement in trauma care – ED/Orthopaedic/Surgical. 
This has already been shown to have improved from the last report.  Decrease in time to CT Scan for all patients.  
Develop a TARN reporting “team” from a single nurse in order to develop resilience. 

Mandatory Surveillance of Bloodstream 
Infections and Clostridium Difficile Infection 
(CDI) 

This is a surveillance study where data is submitted nationally for each quarter. The data identifies counts of CDI by NHS 
acute trust, defined as counts and rates per 100,000 bed days and per 100,000 populations. This will identify a trend in 
the number of CDIs in an acute trust over a series of financial years. 
This data does not provide a basis for decisions on the clinical effectiveness of infection control interventions in 
individual Trusts or a basis for comparisons between acute Trusts.  Rate information, using rate calculations as currently 
defined, are not appropriate for comparison. The counts of infections have not been adjusted to give a standardised rate 
considering factors such as organisational demographics or case mix. Rate information is only of use for comparison of 
an individual organisation over time. 

Mental Health (Care in Emergency 
Departments) 

Awaiting publication of the national report/results (Spring 2020) 
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National Asthma and Chronic Obstructive 
Pulmonary Disease (COPD) Audit 
Programme (NACOP) 

Organisational Report – Adult Asthma and COPD 
The NACAP is a programme of work that aims to improve the quality of care, services and clinical outcomes for patients 
with asthma and COPD. The audit collected information on the resourcing and organisation of services relevant to the 
care of adult patients with asthma and COPD who are admitted to hospital. The Trust was benchmarked against other 
participating Trusts across 10 key indicators. The Trust was compliant in meeting six of the key indicators and had not 
met the required target on the other four.  

• The Trust intends to Improve the percentage of Non-Invasive Ventilation (NIV) patients receiving NIV within 2 hours 
of arrival. 

• Implement a quality improvement project to increase the percentage of smokers receiving advice and cessation 
referral on discharge.   

• Increase respiratory consultant review to seven day service. 
 
COPD – Clinical Audit 
This is a continuous audit for patients admitted with acute exacerbation of COPD. 
Two major indices measured are Respiratory Team Review in first 24 hours and the delivery of a Discharge Bundle. These 
two elements make up the Best Practice Tariff.  
87% PHT patients have specialist respiratory team review in first 24 hours (64% Nationally 
91.5 % Discharge bundle completed (67% Nationally) 
These figures demonstrate a significant improvement in COPD inpatient care since the introduction of the COPD 
inpatient review service. 
Other areas of good practice included provision of smoking cessation pharmacotherapy and PHT was used as a case 
study of good practice in the National Audit Report. 
The area of PHT care highlighted for further development was the delivery of timely NIV within 2 hours of arrival. 
Although PHT rate of delivery of this care is better than the National average (39% vs 21%), an improvement in this is 
required to reduce the length of stay and mortality. 
 
Asthma in Adults: 
The Trust was a late adopter in the adult asthma audit. The trust is now registered and submitting data for the 2020 
audit.   
 
Asthma in Children: 
This audit aims to collect information on children and young people aged 1-18 years, admitted to hospital paediatric 
services with an asthma attack. Data collection for this audit is now completed and the Trust is awaiting the publication 
of the audit report which is due September 2020. 
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National Audit of Breast Cancer in Older 
People (NABCOP) 

The National Audit of Breast Cancer in Older Patients (NABCOP) was established to evaluate the care received by older 
women (aged 70+ years) diagnosed with breast cancer in NHS hospitals. The audit was commissioned because of the 
greater variation in the management of breast cancer among older women compared with women aged less than 70 
years. 
The data for the Trust unit supports good clinical practice in comparison with the NICE guidelines, with above average 
provision of different treatment modalities to the 70+ year group when compared to all other NHS units. There were 
noted to be no areas for improvement but to maintain good on-going practice with further evaluation due in the next 
NABCOP report. The Trust is fully compliant against the national audit standards.  

National Audit of Cardiac Rehabilitation 
(CR) 

This is a British Heart Foundation strategic project that aims to support cardiovascular prevention and rehabilitation 
services to achieve the best possible outcomes for patients with cardiovascular disease, irrespective of where they live.   
The National Audit of Cardiac Rehabilitation was published in 2019. The Trust used the report to acknowledge areas of 
good practice and areas for improvement. The Trust is required to improve uptake of the service for post Myocardial 
Infarction patients and to ensure patient comorbidity is taken into account as part of CR recruitment, assessment and 
tailoring of interventions.  

National Audit of Care at the End of Life 
(NACEL) 

The National Audit of Care at the End of Life (NACEL) focuses on the quality and outcomes of care experienced by those 
in their last admission in acute, community and mental health hospitals.  
The Trust performed above the national performance in six out of the eight domains. These were recognising the 
possibility of imminent death, communication with the dying patient, involvement in decision making, needs of families 
and others, individual plan of care and governance.  The other two domains remain an area for improvement which are 
communication with families and others and workforce/specialist palliative care. There is an End of Life action plan. The 
issues identified are included within this and monitored through the End of Life Committee. The Achieving Priorities of 
Care document is under review, when complete will be trialled and updated. This aims to include full documentation of 
patient care and family discussion to cover all areas required by the national audit which provides evidence of best 
practice for end of life patients and their families.  

National Audit of Dementia (NAD) The NAD reviews the quality of care received by people with dementia in general hospitals.  The audit specifically 
addresses aspects of care delivery which are known to impact upon patients with dementia while in hospital.  The 4th 
Annual NAD Report was published in July 2019. 
The Trust participated in five out of the seven domains (two domains related to a survey of carer experience, which the 
Trust did not participate in) and were above the national average for two domains; governance and discharge.   
The main area for improvement is in relation to assessment and documentation of patients who may have a Delirium. 
There is currently no common tool used across the organisation; however, this is currently being explored as part of a 
Quality Improvement Project. 

National Audit of Seizure Management  Epilepsy is a very worrying condition for patients and the public, but with good care, it can be better controlled and risks 
minimised. Many seizure presentations to Emergency Departments (EDs) could be prevented. NASH (the National Audit 
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of Seizure management in Hospitals) examines the facilities and care available to such patients in order that it will 
identify how best to change services to reduce the numbers presenting at hospital. The Trust has submitted cases to the 
NASH audit and is awaiting the publication of the audit report for the third round NASH 3 (Summer 2020).  

National Audit of Seizures and Epilepsies in 
Children and Young People 

The National Audit of seizures and epilepsies in Children and Young People is being published in several parts. The first 
part of round three (the most current round) was published in 2018 (organisational).  The clinical audit publication from 
this audit is due in the summer of 2020.  

National Bariatric Surgery Register (NBSR) The National Bariatric Surgery Register is a comprehensive, prospective, nationwide analysis of outcomes from bariatric 
surgery in the United Kingdom and Ireland. It contains pooled national outcome data for bariatric and metabolic surgery 
in the United Kingdom. The third NBSR Report will be released in Autumn 2020. This will report on data collected from 
2009 to 2018. 

National Cardiac Arrest Audit (NCAA) – 
ICNARC 

The Trust participated in this audit. The Trust has been recognised at the National Cardiac Arrest Audit Team with an 
award for the best data collection and entry for a single hospital site. This was a great achievement for the Trust and the 
resuscitation team capturing the data.  

NCAP - Cardiac Rhythm Management Implanted Devices and Interventional Procedures: 
The National Audit of Cardiac Rhythm Management (CRM) collects procedure information on all patients with implanted 
devices or receiving interventional procedures for management of cardiac rhythm disorders.   
The CRM Device Procedure Report; The Trust is a high volume centre implanting well over the minimum number of 
devices.  
Some clear errors in data, no major concerns identified.  Data entry needs to be more accurate, especially operator (one 
operator entered repeatedly is not in cardiology at PHU, which is therefore a clear error). Another area for improvement 
is bradycardia pacemakers which has a higher than expected one year re-intervention rate and some operators’ not 
reaching minimum implant numbers. There were areas of good practice including large numbers of devices and data 
completeness. Most operators met the minimum implant requirements. The complex device re-intervention rates are 
acceptable.  
 
Electrophysiology and Ablation: 
With regards to electrophysiology and ablation procedures the Trust has demonstrated good practice with a high rate of 
overall procedural success (96% for simple ablation and 94% for complex targets). The Trust also had good outcomes 
indicated by low re-intervention rates within a year.  Areas for improvement were noted to be four data entry fields, 
where completeness was below 95%.  Two were genuine deficiencies (93.6% for underling heart disease and 77% for Left 
Atrial size/volume) and two were erroneous (1% for fluoroscopy time and 15% for previous ablation). The former fields 
are now being scrutinised to improve performance.  The latter fields have been taken up with NICOR and should be 
resolved.  Cardiology department to streamline the pathway for arrhythmia patients 
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NCAP - Myocardial Ischaemia National 
Audit Programme (MINAP) 

The Trust continues to be the largest provider of primary Percutaneous Coronary Intervention (PCI) service in the South 
Central Cardiovascular Network.  
Based on the overall figures published by MINAP for 2015-18, the Trust has the best outcomes in the region for patients 
presenting with ST-elevation myocardial infarction (STEMI) and having primary angioplasty; MINAP reported 30 day 
mortality of 6.6% for Trust patients, which is amongst the lowest mortality figures in the country. 
As a direct result of a comprehensive educational program for the local Ambulance Crew, the Trust has continued to see 
a significant increase in the proportion of patients with a diagnosis of STEMI bypassing the Emergency Department being 
taken directly to the Cardiac Cath labs, with a consequent reduction in call to balloon (CTB) and door to balloon (DTB) 
times. As a result of a change in the process for data collection of nSTEMI patients, with the Cardiac Rehabilitation 
nurse’s now collecting comprehensive data for all nSTEMI patients, the Trust case ascertainment rate and data 
submission to NICOR for this group of patients has significantly improved. Unfortunately, due to the ongoing challenges 
in unscheduled care, patients that at any point in their treatment pathway are seen in ED, continue to experience 
significant treatment delays and invariably breach National/MINAP standards for DTB and CTB times. The Trust will 
continue with Paramedic education and to review sources of DTB/CTB breaches. 

NCAP - National Audit of Percutaneous 
Coronary Interventions (PCI) 

This national audit aims to examine and improve service delivery for and outcomes of patients undergoing coronary 
angioplasty.  
The Trust is a high volume centre with excellent markers of good practice and good outcomes. There were a number of 
areas that demonstrated good practice including high rates of radial access in excess of the national target (>90% 
compared to recommended >75% and Southampton <60%). Additionally short delays to treatment for STEMI (median 
door to balloon time 37mins very similar to national average) and NSTEMI (overall delay to angioplasty of 51 hrs 
(compared to national average of 63.6 hrs). Trust outcomes are better than the expected range. The areas that require 
improvement are the day case rate for elective PCI is just below the national target (67% compared to target of 75%). 
This is likely to delays admitting patients to the day unit early in the morning as it is used as an overnight facility for 
inpatients, with subsequent delays in stating the procedure and subsequent discharge.  

NCAP - National Heart Failure Audit (HF) This national audit aims to examine and improve service delivery for and outcomes of patients admitted to hospital with 
heart failure.  There has been a 400% increase in HF admissions at the Trust since 2008. The trust has a higher admission 
rate of patients with heart failure than Southampton University Hospital Trust (SUHT). The expanded heart failure team 
with appropriate administrative support have reviewed more patients with acute heart failure than the neighbouring 
Trust. A greater proportion of patients at Portsmouth are hospitalised within the cardiology wards. Areas of good 
practice were noted to be the Trust has achieved the Best Practice Tariff in 2017-2018 (70% Case Ascertainment and 
60% of all inpatients being reviewed by the specialist multidisciplinary team). The rate of evidence based medication has 
remained consistent despite increased numbers of admissions. There is a NICE compliant Acute Heart Failure Pathway in 
situ within the Trust. The areas that were noted to be requiring improvement were patients who are not diagnosed 
/cared for within cardiology as their mortality remain high.  Patients do not have equitable access to the heart failure 
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specialist team due to an enhanced volume of patients and bed occupancy pressures; there is also a lack of a robust 
ambulatory heart failure pathway and a lack of referral for patients outside of cardiology for cardiology follow up and 
cardiac rehabilitation.  

National Diabetes Audit - Adults  
Transition – The Trust participates in the transition audit through both its adult and paediatric services and is awaiting 
the next transition publication audit (date to be determined). The Trust uses the transition audit to benchmark itself 
against the national standards and to improve its transition services. The Trust strives for best practice and aims to 
ensure a seamless transition for its patients and service users from paediatric services into adult service.  
 
Diabetes in Pregnancy –  
The National Pregnancy in Diabetes (NPID) audit measures the quality of care and outcomes for women with pre-
gestational diabetes who are pregnant, and aims to support quality improvement. 
The trust has demonstrated that it has a high uptake of folic acid 5mg with 45.8% compared with the national average of 
32.8%. The Trust also had a higher than average first contact with antenatal diabetes team <10 weeks gestation 79.2% 
compared to 66% nationally. The Trust also performed well with babies born at/after 37 weeks admitted to a neonatal 
care unit at 13.3% compared to 19% nationally. The trust performed comparatively with first trimester glycated 
haemoglobin (HbA1c) <48mmol/mol with 28.6% compared to 28.6% nationally. There were areas that required 
improvement including pre term deliveries which were 50% compared to 43.9% nationally (type 1) and 36.4% compared 
to 23.7% national (type 2). There is also an improvement needed in pre conceptual care uptake to improve the taking of 
folic acid and HbA1c monitoring in pregnancy.  
 
Inpatient Audit - NaDIA 
This was a hospital characteristics audit comparing issues such as staffing, bed numbers and service/system elements 
across the NHS. This is a small snapshot and should be considered alongside the wider NaDIA audit undertaken every 
two years and the summary plan for improving the safety and quality of inpatient care created following discussions 
about the NaDIA data. 
Not assessing practice in any detail but the Trust were amongst the hospitals who provided training for ward teams, 
were working towards improving foot risk examinations and have a multidisciplinary (MDT) foot team. Trust teams were 
noted to hold mortality and morbidity meetings (i.e. not diabetes specifically but led by the speciality under which the 
patient was admitted). Areas for improvement were noted to be; below national average for staffing affecting all key 
staff groups (Diabetes Specialist Nurse, dietetics, podiatrists, pharmacists and consultants) and the use of  electronic 
tools (e.g. E-prescribing, blood glucose alert systems).  
 
Foot Care – 
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37% of Trust patients wait >14 days to be seen compared with the national average of 19%.  32% of Trust patients wait 
>2 months to be seen compared with national average of 8.4%.  21% of Trust patients were alive and ulcer free at 12 
weeks vs national average of 49%. Low admission rates: 19% of ulcer episodes resulted in hospital admission compared 
with a national average of 22%. The Team have identified aims for areas to be improved upon; need for increased foot 
clinic space so that a greater flow of patients can be achieved through reduced clinic waits and earlier access and more 
engagement from the orthopaedic team to facilitate gold standard contact casting for foot ulceration. The Team also 
notes that there were areas that they felt the department performed well in but were not highlighted on the audit were 
weekly virtual foot clinics and weekly joint MDT clinics. 
  
NaDIA-Harms: 
The National Diabetes Inpatient Audit-Harms (NaDIA-Harms) is a new extension started in May 2018. It is designed to 
help reduce the serious inpatient harms identified by the NaDIA snapshots audit. The NaDIA Harms audit will enable 
trust level monitoring of local rates. The audit focuses on four main life-threatening diabetes specific inpatient harms; 
these are hypoglycaemic rescue, diabetic ketoacidosis (DKA), hyperosmolar hyperglycaemic state (HHS) and diabetic foot 
ulcer.  This will help support local quality improvement (QI) work and highlight national characteristics of which patients 
are at the highest risk and will inform the development of better preventive care. The Trust has participated in the audit 
and is compliant with the recommendation from the report that NHS Trusts should contribute comprehensively to the 
NaDIA-Harms Audit.  

National Clinical Audit for Rheumatoid and 
Early Inflammatory Arthritis (NEIAA) 

The aim is to improve the quality of care for people living with inflammatory arthritis by assessing the performance of 
rheumatology units against NICE Quality Standards (QS). There is compelling evidence that early intensive treatment 
greatly improves the outcome of these disabling diseases, which predominantly affect people of working age.  
The organisational data identified that, per 1000 new patient appointments, the Portsmouth Rheumatology department 
has below national average numbers of consultants (1.1 compared with 1.8) and nurses (0.9 compared with 1.6).   
The Trust has access to specialist physiotherapy, occupational therapy and podiatry services but not to psychology 
services. Nationally the access to these services was 94%, 95%, 94% and 39% respectively.  
The areas of good practice include equal or above national average achievement rates were shown for NICE QS 2, 4, 5, 
and 6 and this is despite having lower than the national average staff numbers for the volume of patients seen. The 
mean scores for all patient reported outcomes collected within the audit improved after three months of specialist care 
and the majority of patients achieved remission/low disease activity scores after three months of specialist care. 
Areas for improvement include; local GPs were shown to have well below the national average achievement rate for QS 
1. Their performance was over 3 standard deviations below the mean for their peers nationally. 
In terms of measures of performance within the Trust there is a need to improve performance against QS 2 and 3 in 
particular, given that these associate with good outcomes. In terms of outcomes the Trust would be looking to improve 
outcomes at three and twelve months, in particular remission rates. 
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National Emergency Laparotomy Audit 
(NELA) 

This report is the fifth report of NELA and covers the care received by NHS patients who underwent an emergency 
laparotomy between 1st December 2017 and 30th November 2018. The Trust takes part in the audit and is currently 
reviewing the report to highlight areas of good practice and areas for improvement. The Trust will also look to see if 
there are any recommendations that need implementing and an action plan will be put into place to ensure that these 
are met.  

National Bowel Cancer Audit (NABOCA) The Trust provides a high volume of colorectal cancer surgery, with a high laparoscopic/robotic rate and excellent 
outcomes. The Trust compares very well with all trusts nationally, indeed one of the best performing trusts in the 
country for colorectal cancer work.  Areas of good practice include very high laparoscopic/robotic rates and low elective 
mortality rates, excellent rectal cancer outcomes, high throughput centre and negative circumferential resection margin 
(CRM) rate. Low pre-op radiotherapy rate 17% and abdomino-perineal excision of the rectum (APER) rate (18%). The 18 
month stoma rate approximately 40% and in top 5% nationally. There are areas that require improvement and these 
include documentation of pre-op TNM staging only 78% recorded (better than previous year but still not at target) and 
performance status 18% (nurses now recording for all new referrals), overall 90 day mortality rate 0.5% one of the best 
in the country and maintained at two years.  

National Oesophago-Gastric Cancer 
(NOGCA) 

The Trust is one of 35 specialist Upper GI Cancer Centres, offering the full range of treatments for oesophageal and 
gastric cancer, both early and advanced.  
The Trust has good outcomes despite a higher than average volume of oesophageal cancer compared to the national 
average, and has a higher than average treatment plan for curative intent. There is a need to improve on data collection 
for any future audit, requiring a dedicated trained data clerk.  

National Joint Registry (NJR) The National Joint Registry (NJR) collects information on hip, knee, ankle, elbow and shoulder joint replacement surgery 
and monitors the performance of joint replacement implants, hospitals and surgeons. The trust submitted 1523+ cases 
to the NJR between 1st April 2018-31st March 2019.  This was well above the national average for the number of cases 
submitted. No specific recommendations from NJR. 

National Lung Cancer Audit (NLCA) Organisational 
The report aims to reassess the provision of lung cancer services in secondary care across England and Wales, since the 
last audit period. The report also seeks to highlight any variation in diagnostics, treatment modalities and specialist 
staffing; provide information for national benchmarking. There were a number of areas of good practice including a 
recent uplift of Clinical Nurse Specialist numbers and an increase in Consultant Programmed Activities has made the 
Trust comparable in numbers of staff within the Respiratory department. The trust has had good multidisciplinary (MDT) 
attendances of all clinicians or representation from teams including medical oncologist and these MDT’s are completed 
within a two hour time period.  All diagnostic investigations are completed on site and the three day turnaround for 
small cell lung cancer has been met.  The Trust are achieving most molecular diagnosis within 10 days. Areas that require 
improvement include the number of Clinical Oncology and Radiology staff.  There are no members of the Palliative Care 
team in attendance at the MDT. Of further note only 5% of units who participated in the audit had adequate levels of 
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specialist staffing in all areas. The policy for the treatment of tobacco addiction and pharmacotherapy prescription also 
requires improvement.  
 
Clinical Audit 
The NLCA was developed in response to the finding in the late 1990s that outcomes for lung cancer patients in the UK 
were behind those in other westernised countries, and varied considerably between organisations within the UK. 
The Trust was identified as an outlier for surgical resection rate.  The Trust rate of surgically resected patients remains 
below the national average of 18% at 10%.  The previous NLCA audit published in January 2018 (2016 data) highlighted a 
few areas requiring improvement in terms of surgical and chemotherapy treated cases and identified the Trust as an 
outlier in 3 areas.  The Trust has a robust plan to improve surgical resection rate; this has been sent to the Royal College 
and National Lung Cancer Team.  The Trust has recently appointed two lung cancer specialist nurses, to improve the 
proportion of patients assessed by nurses.  There are ongoing meetings with the data processing team to improve data 
submission (data is being revised monthly before submission to the NLCA, to avoid duplication or missed data).  The 
Trust has demonstrated significant improvements with many aspects of the NLCA report. However, it is recognised that 
further work is required in the area of surgical resection rates. 
The Trust has been identified as a national model for improvement for lung cancer management by the National Lung 
Cancer Audit (NLCA). The Trust has implemented a new National Optimal Lung Cancer Pathway.  As part of this an 
additional CT scanner has been installed allowing more patients to be seen earlier and to help improve outcomes 
through early detection. 

National Maternity and Perinatal Audit 
(NMPA) 

The audit aims to evaluate a range of care processes and outcomes in order to identify good practice and areas for 
improvement in the care of women and babies looked after by NHS maternity services. The Trust maternity services 
supplies the NMPA team (based at the Royal College of Obstetricians and Gynaecologists (RCOG) with digital data for 
term pregnancies; they then provide the Trust with nationally benchmarked outcome data. The Trust also supplies the 
number of babies admitted to the Neonatal Intensive Care Unit in the specified cohort.  The service has been shown to 
have lower than national average in: Postpartum haemorrhage (PPH) of 500mls or more, Instrumental birth and 
induction of labour. The audit also shows that the trust is at a national average for spontaneous vaginal birth, vaginal 
birth after lower (uterine) segment Caesarean section (LSCS) and babies born at term with a five minute APGAR 
(Appearance, Pulse, Grimace, Activity, and Respiration) score of less than 7. There are areas that require improvements 
which include the Trust has been cited as an outlier 3 Standard Deviations  above the national rate for PPH 1500 mls or 
more.  As a result the maternity service has created an action plan which is being monitored by the Maternity 
Governance Forum. The PPH report and the resultant action plan (updated in November 2019) have been shared with 
the Commissioners, the RCOG audit Department and the Care Quality Commission. 

National Neonatal Audit Programme 
(NNAP) (Neonatal Intensive and Special 

The Trust achieved excellent results being at or above the national average for all areas of the audit. The Trust Neonatal 
Unit received a letter of congratulations on being ‘excellent’ for the thermal care of infants. There were a couple of areas 
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Care) of improvement that were noted including constantly monitoring broncho-pulmonary dysplasia (BPD) rates, keeping 
Mothers and babies together and striving to keep infants on the post natal ward. Additionally the neonatal team are 
aiming for 100% compliance with retinopathy of prematurity (ROP) screening. 

National Ophthalmology Audit The Trust results are within the limits for both posterior capsule rupture rate and visual loss rate, and are better than the 
national average for visual loss rate. Additionally, the Trust remains close to the national average for complication rates 
in cataract surgery.  

National Paediatrics Diabetes Audit (NPDA) The Trust median glycated haemoglobin (HbA1c) is the same as the national average at 64 mmol/mol. The Trust results 
are very similar to the previous audit year with no significant changes. 28.8% of Trust patients have an HbA1c 
<58mmol/mol (national = 28.6%) and 37.4% of Trust patients have an HbA1c >69 mmol/mol (national = 36.7 %).  49.6% 
of patients greater than twelve years old received all seven Health Care Processes, increased from 33.8% last year 
(national = 49.8%) 
35.6% of patients are now on an insulin pump (national = 35.7%). The trust has seen an improvement in the number of 
patients completing all seven care processes. An area requiring improvement is the number of patients with albuminuria 
and the level of albuminuria (mild/significantly raised). An annual review proforma is now being used and it is hoped that 
this will ensure a more robust documentation of the annual review care process.  

National Prostate Cancer Audit All aspects of the Trusts prostate cancer diagnostic and treatment service are in line with national trends. The Trust has a 
relatively high proportion of men with high risk disease compared with the national average. The Trust readmission rate 
after radical surgery is well below the national average (8.3% compared with 14.1%) and the Trust two year complication 
rate is only 1% compared with 8% nationally. The Trust is not over-treating those with low risk disease. A high proportion 
of patients with high risk or metastatic disease are being offered chemotherapy.  The Trust is offering Magnetic 
resonance imaging (MRI) and template biopsy to a high proportion of Trust patients (as per the recommendations). 
There are some areas that require improvement including improving the number of patients receiving hypo-fractionated 
radiotherapy, and to ensure high level of complete data entry (the move to a Somerset database should facilitate this).  
In order to maintain the service, the workforce and resources need to be increased in line with the increasing referrals 
and demand on service. The Trust outcomes compare favourably with the national data and in many areas the Trust is 
excelling, this is despite seeing a proportionally higher number of complex and advanced cases. 

National Smoking Cessation Audit The Trust participated in the National Smoking Cessation Audit and submitted 100%+ of the required cases. The areas of 
good practice are a higher than national average documentation of smoking status.  72% of smokers were offered advice 
which is better than the national average but below the level of expected target of 90% for the smoking standard. The 
area requiring improvement is the percentage of smokers offered smoking cessation in order to reach the target 
standard.  

Perioperative Quality Improvement 
Programme (PQIP) 

PQIP’s aim is to reduce the risk of complications after major surgery through ensuring that patients get the best possible 
care throughout their perioperative pathway. The mechanism for delivering these improvements is to measure, report, 
and support local teams to act on their own quality data. The Trust has participated in the PQIP’s audit and is currently 
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reviewing the recommendations that have been made from this audit report.   

Reducing the impact of serious infections 
(Antimicrobial Resistance and Sepsis) 
Antibiotic Consumption/ Antimicrobial 
Stewardship 

Part of the national Commissioning for Quality and Innovation (CQUIN) for NHS Acute Trusts in England for 2018/19. 
Data is collected and submitted on a quarterly basis to Public Health England.  The Trust reviews the trends in the data to 
highlight any areas of concern and an action plan is in place to improve the Trust outcomes. 

Sentinel Stroke National Audit Programme 
(SNNAP) 

The Sentinel Stroke National Audit Programme (SSNAP) measures both the processes of care (clinical audit) provided to 
stroke patients, as well as the structure of stroke services (organisational audit) against evidence based standards.  There 
are ten domains within the clinical audit, each of which are rated from A to E, with A being best performing. 
Organisational 
The SSNAP report provides an overview of the organisation of acute Stroke services and information on national 
performance against 10 key indicators of acute stroke care organisation.  It is based on data submitted by 183 acute 
stroke services. The Trust is scored against 10 key indicators and performance is compared against national averages. 
The Stroke service scored positively on 5 out of the 10 indicators and 18% of Trusts achieved a similar score to the Trust. 
The Trust is one of the busiest acute stroke centres in the Wessex region. There were areas that demonstrated good 
practice including the minimum establishment of band 6 and 7 nurses per 10 beds, the out of hour’s presence of a stroke 
specialist nurse and the minimum number of nurses on duty at 10am on a weekday. The access to specialist (stroke / 
neurological specific) early supported discharge team was also noted to be of good practice. The areas that need 
improvement include the presence of a qualified clinical psychologist, at least two types of therapy available seven days 
a week and a pre-alert to a relevant member of the stroke team. Additionally a formal survey undertaken seeking 
patient/career views on stroke services and using an MRI scan as the first line brain imaging in transient ischaemic attack 
(TIA) patients, were also areas for improvement.  
The Trust is not an outlier for stroke mortality with a crude mortality rate of 13% 
Clinical Audit 
The stroke service within the Trust is one of the busiest in Wessex and the third largest in England with 4,000+ stroke 
referrals during 2018/19 (1,572 stroke/2,377 non-stroke).   The service has been rated as performing to SSNAP standard 
B or C for the last two years following a period of development from being rated as achieving SSNAP standard D.  The 
Trust performs well in the areas of providing patients with a joint health and social care plan on discharge, providing a 
named person to contact on discharge, having a continence plan drawn up within three weeks of clock start and patients 
in Atrial Fibrillation on discharge are discharged with anticoagulants or with a plan to start anticoagulation.  Areas 
requiring improvement include scanning within one hour, admitting patient to the Stroke Unit within four hours and 
providing an adequate Speech and Language Therapy service.  The Stroke Service has a comprehensive improvement 
plan in place. 

Serious Hazards of Transfusion (SHOT): UK SHOT has been collecting and analysing anonymised information on adverse events and reactions in blood transfusion 
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National Haemovigilance Scheme from all healthcare organisations that are involved in the transfusion of blood and blood components in the United 
Kingdom. Where risks and problems are identified, SHOT produces recommendations to improve patient safety. The 
National report does not identify specific areas of good practice by individual NHS Trusts.  However, the Trust reports all 
transfusion-related incidents and Near Misses (where identified). The Trust reviews the recommendations from the 
report to see where lessons can be learned and where it can improve patient safety and practices.  

Society for Acute Medicine’s Benchmarking 
Audit (SAMBA) 

The Society for Acute Medicine Benchmarking Audit (SAMBA) provides a snapshot of care provided for acutely unwell 
medical patients over a 24-hour period on Thursday 27th June 2019. The SAMBA report is written for the benefit of 
everyone involved in acute medical care. The aims of the audit are to provide a national audit of the care delivered on 
the acute medical units (AMU) against the Clinical Quality Indicators (CQIs) for AMUs set by the Society for Acute 
Medicine in 2011. Also to enable individual AMUs to benchmark their performance against their peers, identify areas of 
good practice and/or areas where improvement is required. The Trust participated in the audit. The Trust is currently 
reviewing its performance and aims to highlight areas of good practice and areas that require improvement. An action 
plan will be created if needed.  

Surgical Site Infection (SSI) Surveillance 
Service 

The aim of the national surveillance program is to enhance the quality of patient care by encouraging hospitals to use 
data obtained from surveillance to compare their rates of SSI over time and against a national benchmark, and to use 
this information to review and guide clinical practice. The Trust uses the surgical site infection surveillance service to 
continually review and improve its performance and seeks to emulate the recommended best practices.  

UK Cystic Fibrosis Registry The Trust does not submit data directly to the UK Cystic Fibrosis Register. The data is submitted from the registered 
cystic fibrosis centres, which for this region is the Southampton Network.  Awaiting publication of the national 
report/results due August 2020. 

UK Parkinson’s Audit The Trust has participated in this audit and is currently awaiting a review of its performance and aims to highlight areas 
of good practice and areas that require improvement. An action plan will be created if needed.  

Mothers and Babies: Reducing Risk through 
Audits and Confidential Enquiries 
(MBRRACE) – Maternal, Infant and 
Perinatal Confidential Enquiry 

Maternal Mortality: 
The sixth MBRRACE-UK annual report of the Confidential Enquiry into Maternal Deaths and Morbidity includes 
surveillance data on women who died during or up to one year after pregnancy between 2015 and 2017 in the UK. The 
Trust has identified areas of good practice from the report which include the reporting of all maternal deaths to 
MBRRACE-UK and all cases being subjected to a root cause analysis investigation. Additionally all families had a duty of 
candour undertaken and final reports were shared with families and the staff involved. There were 46 national 
recommendations issued, with these recommendations sitting across a number of specialties within the organisation and 
maternity services, including the early pregnancy unit, cancer services, cardiology and critical care. Maternity services 
will be reviewing the recommendations using a self assessment gap analysis and will be requesting other services to populate 
and monitor their speciality recommendations. 
 
Perinatal Mortality -  
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The Perinatal Mortality Surveillance Report UK Perinatal Deaths for Births was published in October 2019 and had nine 
recommendations that were made. The Trust identified 11 areas of good practice including 6 of which were comparable 
to the recommendations made in the report. The Trust also highlighted areas for improvement and has implemented 
improvement projects against the recommendations in the report and has an action plan in place to ensure there is an 
improvement within the highlighted areas.  

Child Health Clinical Outcome Review 
Programme - Young People's Mental Health 
(NCEPOD) 

The aim of this study is to identify the remediable factors in the quality of care provided to young people treated for 
mental health disorders; with specific reference to: depression and anxiety, eating disorders, self harm.  This is an 
important age group as not only are people interacting with different services but likely to be transitioning between 
child and adult healthcare services.  The report highlighted key messages and recommendations for NHS Trusts.  There 
are no site specific data for comparing performance.  The Trust has reviewed the recommendations using a self 
assessment gap analysis. There are 16 recommendations from this study for all NHS Trusts to consider, eight of these 
recommendations have been indicated as met by the Trust and four have been indicated as partially met.  Five were 
indicated as not applicable to an Acute Trust.  Areas of good practice include; Staff are trained to take physical and 
mental health risk assessments. Good support from Child and Adolescent Mental Health Service (CAMHS) teams, with 
regular reviews on the ward, the Emergency Department (ED) have a clear process around child sexual exploitation 
(CSE), liaison with children services in line with best practice Local Safeguarding Children Board (LSCB), and individual 
mental health risk assessment made.  Further improvements have been indicated with ongoing difficulties in sharing 
patient records between mental health/community and inpatients. Ongoing delays in transferring patients to inpatient 
mental health hospitals, both due to bed shortages, and processes around finding the 'appropriate' bed, ongoing gaps 
with regards to timely assessment with a view to admission avoidance. 

Child Health Clinical Outcome Review 
Programme – Long-term ventilation in 
children, young people and young adults 
(National Confidential Enquiry into Patient 
Outcome and Death - NCEPOD) 

The aim of this study was to identify remediable factors in the care of patients before their 25th birthday who are 
receiving, or have received, long-term ventilation (LTV). The Trust’s paediatric team have outlined the areas of good 
practice and areas for improvement from the 12 recommendations that were made from this report. The paediatric 
team was partially compliant with two of the recommendations and met five of the recommendations, with four not 
applicable. The Trust is planning to meet one further recommendation.  The adult respiratory team have also reviewed 
the recommendations.  One was indicated as not applicable, five are partially met and five are fully met with one 
planning to meet. 

Medical and Surgical Clinical Outcome 
Review Programme – Dysphagia in 
Parkinson’s Disease (NCEPOD) 

To examine the pathway of care of patients with Parkinson’s disease (PD) who are admitted to hospital when acutely 
unwell. In particular, to identify and explore multidisciplinary care and review organisational factors in the process of 
identifying, screening, assessing, treating and monitoring the ability to swallow. Data will be collected on patients aged 
16 and older admitted to hospital with Parkinson’s Disease.  The Trust has participated in this study and the report is 
due Winter 2020.  

Medical and Surgical Clinical Outcome 
Review Programme – Acute Heart Failure 

This NCEPOD report highlights the process of care for patients aged 16 years or older who died in hospital following an 
admission with acute heart failure. The report takes a critical look at areas where the care of patients might have been 
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(NCEPOD) improved. Remediable factors have also been identified in the clinical and the organisational care of these patients. The 
Trust has reviewed the recommendations made in the report; An action plan has been developed to address areas 
highlighted for improvement.  The vast majority of patients are seen within 14 hours by the admitting consultant. 
However, not all patients with acute heart failure are discussed with a member of the heart failure multidisciplinary 
team.  Access to the heart failure multidisciplinary team is improving but requires further heart failure specialist team 
expansion. Additional training is being arranged for the cardiology ward pharmacist to gain expertise in specialist 
prescribing for heart failure. There are ongoing discussions with commissioners/primary care providers to drive forward 
an improved integrated Heart Failure Service. 

Medical and Surgical Clinical Outcome 
Review Programme – Cancer in Children, 
Teens and Young Adults (NCEPOD) 

This NCEPOD report highlights the quality of care for patients aged 0-25 years who died or were admitted to critical care 
within 60 days of receiving systemic anti-cancer therapy. The report takes a critical look at areas where the care of 
patients might have been improved. Remediable factors have also been identified in the clinical and the organisational 
care of these patients.  Learning points picked up from the study shall be fed back to staff to ensure the Trust is giving 
ongoing high standards of care to these patients and their families.  Oncology Multidisciplinary Team (MDT) members 
will be encouraged to increase attendance at the paediatric Morbidity and Mortality meetings. In addition, performance 
status for children receiving chemotherapy will now be documented on the electronic prescribing system (ARIA), using a 
Lansky score. In line with national guidance the Trust will perform ongoing monitoring of consultant review of oncology 
patients within 14 hours of admission.   

Medical and Surgical Clinical Outcome 
Review Programme – Peri-operative 
diabetes (NCEPOD) 

This NCEPOD report highlights the quality of diabetes care for patients aged 16 years or older who underwent a surgical 
procedure. The report takes a critical look at areas where the care of patients might have been improved. Remediable 
factors have also been identified in the clinical and the organisational care of these patients. The Trust is currently 
undertaking a gap analysis of the recommendations made in the report; an action plan will be developed to address any 
areas highlighted for improvement. 

Medical and Surgical Clinical Outcome 
Review Programme – Pulmonary embolism 
(NCEPOD) 

This study explored avoidable and remediable factors in the process of care for patients aged over 16 years old, with a 
new diagnosis of pulmonary embolism (PE).  There are 13 recommendations for NHS Trusts to consider.  Seven of these 
recommendations have been indicated as met by the Trust and two have been indicated as partially met.  A further four 
recommendations are indicated as requiring further actions; improvements include development of a new pathway to 
be disseminated with severity scoring using a Pulmonary Embolism Severity Index (PESI) or simplified PESI (sPESI).  To 
develop guidelines to improve access to echocardiography or point of care ultrasonography (POCUS).  To formalise 
pulmonary embolism treatment networks for access to catheter-directed thrombolysis, surgical embolectomy or 
mechanical thrombectomy for the treatment of patients with pulmonary embolism who either fail to improve or have 
absolute contraindications to systemic thrombolysis and to disseminate patient information leaflets to the Emergency 
Department (ED) and Medical Assessment Unit (MAU) once they are Trust approved. 

Medical and Surgical Clinical Outcome 
Review Programme - In-hospital 

The aim of this study is to investigate variation and remediable factors in the processes of care of patients admitted to 
hospital following an out of hospital cardiac arrest.  Awaiting publication of the national report/results, due date is 
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management of out-of-hospital cardiac 
arrest (NCEPOD) 

Summer 2020. 

Medical and Surgical Clinical Outcome 
Review Programme – Physical Health in 
Mental Health Hospitals (NCEPOD) 

The aim of this study is to identify and explore remediable factors in the physical healthcare of adult patients admitted 
to an inpatient mental health facility. To review the provision of services, organisational structures and the policies in 
place to facilitate the delivery of care to meet the physical health needs of this group of patients.  This study is ongoing 
with minimal requirement from an Acute Trust.  

Medical and Surgical Clinical Outcome 
Review Programme – Acute Bowel 
Obstruction (NCEPOD) 

The aim of this study is to identify remedial factors in the process of care of patients over the age of sixteen with both 
large and small intestinal obstruction. The Trust is currently undertaking a gap analysis of the recommendations made in 
the report; an action plan will be developed to address any areas highlighted for improvement. 
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Examples of local audits and the actions Portsmouth Hospitals NHS Trust intends to take to improve the quality of healthcare provided: 
 

LOCAL CLINICAL AUDITS 

Audit Title Comments and actions to improve quality of healthcare 
The Utilisation of the Play Specialist with 
Maxillofacial patients presenting to the 
Paediatric Emergency Department   

To examine if play therapy including distraction and preparation reduces the amount of general anaesthetics with children who are 
required to have sutures. To see if having a play specialist in the department for sutures with the maxillofacial team reduced the 
amount of children having a general anaesthetic. At present there are no national guidelines on the suitability of suturing in young 
people. 
The audit looked at children attending the department between 1st May 2017 and 1st May 2018, the criteria included children who had 
been referred to the maxillofacial team. The results of the audit showed that there was a reduction in the number of children who 
needed a general anaesthetic when there is a play specialist present within the department. The audit highlighted the good working 
relationship between departments and the benefit of having a play specialist within the emergency department. This has also 
highlighted that the patients receive the best possible care within the department when trying to deliver the best outcome for the 
child without causing distress.  
Going forward from this audit the emergency department is going to hold teaching sessions on the use of play for members of the 
MDT.  Additionally the Team will continue to monitor the input with the maxillofacial patients and audit a six month period to see if 
play specialist input is still reducing the number of general anaesthesia. 

Use of weight adjusted Clexane dosage for 
thrombo-prophylaxis  

Evidence based guidelines for Venous thromboembolism (VTE) prevention have been widely accepted to be safe and effective for over 
three decades. None the less, VTE remains to be a major burden disease. Between 2013 and 2014, there were 24,700 admissions for 
pulmonary embolism and 19,400 for Deep vein thrombosis (DVT)  in England; 50-60% of which were hospital-associated thrombosis. 
The purpose of this audit was to ensure that all patients admitted to the hospital receive the best evidence-based care consistent with 
NICE VTE Guidelines and Quality Standards; allowing healthcare professionals to select the appropriate therapy subsequently reducing 
VTE associated morbidity and mortality. This was a re-audit to see if improvements had been made in the accuracy of prescribing 
thromboprophylaxis.  The standard should be 100% of patients admitted into the hospital with decreased mobility and acute illness 
should receive the appropriate weight adjusted thromboprophylaxis unless contraindicated. This audit highlighted that two of the 
three groups of patients mostly had the correct dose of thromboprophylaxis and saw an improvement on the previous audit in 2018. 
However there is still room for improvement.  Recommendations as a result of this audit are ensuring every patient is weighed on 
admission, ensuring clinical staff are familiar with the hospital guidelines, adjustment to drug charts and collaboration with pharmacist 
to reconcile sooner regarding VTE prescriptions. An action plan has been created as a result of the recommendations.  

Improving the appropriate vetting of 
lumbar spine radiograph requests for 
chronic low back pain from primary care.  

Low back pain (LBP) is extremely common, accounting annually for 2.6 million GP consultations and £2.1 billion of NHS spending. 
Lumbar radiographs (LXR) have limited diagnostic value in chronic LBP.  To improve the appropriate use of lumbar spine radiographs 
for the investigation of chronic LBP the audit aimed to optimise In-house vetting of primary care LXR requests for this indication.  In-
house vetting of primary care LXR requests for LBP was assessed.  Indicators of performance were; the percentage of radiographs 
performed for LBP where clinical details suggest a specific cause, judged appropriate based on guidelines.  The percentage judged 
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inappropriate and the percentage performed despite insufficient clinical details to classify. The standard was 100% of LXRs performed 
judged appropriate and 0% inappropriate or lacking sufficient clinical information.  The results demonstrate that in-house vetting of 
LXR requests from primary care for LBP was at a good standard at baseline and that a brief and simple intervention, ensuring effective 
distribution of current NICE/RCR (i-refer) guidelines ( iRefer is the essential radiological investigation guidelines tool from The Royal 
College of Radiologists), can further improve vetting performance. With further time to allow for an increased post-intervention 
sample size the statistical significance of this improvement can be confirmed and it is  intended to re-audit after 100 vetted LXR 
primary care requests post-intervention.  

Fluid prescribing practice Fluid prescription charts were audited across the seven Medicines for Older Persons (MOP) wards (G1/2/3/4 and F1/2/3). The initial 
audit was carried out in February 2019. In the first audit cycle 33% (n = 167) of all fluid prescriptions were appropriate as per the NICE 
and Trust guidelines for maintenance fluid prescribing.  
Teaching/revision of fluid prescribing practice as per the NICE and Trust guidelines should be provided in all junior doctor MOP 
department induction days to ensure that good practice is continued.  Initial audit highlighted sub-optimal fluid prescribing practice 
across MOP wards.  
The audit findings were presented and delivered at a teaching session within the department to revise the NICE and PHT fluid 
prescribing guidelines and highlight the importance of correct fluid prescribing in the elderly population. A re-audit confirmed a 
significant improvement in prescribing practice leading to improved patient care. 

Protected Mealtimes service audit Protected mealtimes are periods of time during mealtimes when all non-urgent clinical activities are stopped, and patients are able to 
eat in peace. This time is beneficial for patients as it allows patients to eat in a calm and relaxing environment without being rushed or 
any interruption. This audit looked at observing ward adherence to protected mealtimes, ensuring patients are provided with an 
environment which promotes and encourages eating and drinking. The audit also aimed to look at ward level barriers to protected 
mealtimes and monitoring staffing at mealtimes to ensure appropriate staff are available and can deliver the food service delivery. The 
audit took place across 40 wards throughout the Trust. The wards were statistically analysed and ranked by performance. This was 
achieved by allocating points to areas of good, average and poor practice (green=5, orange=3 and red= 1) and deducting points (1.5) 
for each clinical/non-clinical interruption during protected mealtimes. These results were then correlated into a table to be analysed 
and reviewed. This highlighted which areas for improvement were required for individual wards as well as the trust as a whole. It also 
enabled the wards to see which parts of mealtimes where they performed well.   
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Committee: FINANCE AND INFRASTRUCTURE COMMITTEE 

Date of Meeting: 20TH OCTOBER 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 25TH OCTOBER 2020 

Chair: CHRISTINE SLAYMAKER 

Lead Officer: MARK ORCHARD – CHIEF FINANCIAL OFFICER 

Agenda Item 
Number: 

142.20 

Appendix 1: 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 122.20 in the feedback below. 

Agenda 
item 

Items of particular note: 

121.20 Lead Executive summary 

The Finance Team has made a series of appointments, with the Commercial Director joining 
the Trust on 1st October 2020. The Finance Director had reversed her decision to leave the 
Trust and would be working on projects (e.g. strategic partnership with Isle of Wight NHS Trust) 
whilst an Acting Director of Finance would be with the Trust until January 2021. 

Consideration of the Operating Plan 2021 – 22 was underway, with funding likely to be 
awarded at system level rather than directly to individual organisations or commissioners. 

The Commercial Strategy was on schedule to be presented to the Committee in January 2021 
prior to its presentation to Trust Board in March of the same year. 

122.20 Finance 

The temporary financial arrangements in place for the initial response to COVID-19 concluded 
at the end of month six 2020 – 21. As a result, the Trust would now be operating within a fixed 
envelope until notified otherwise. Whilst the Trust’s request for top up funding in the last month 
of the temporary arrangements had been the highest for the period, this was accounted for by 
inclusion of preparations for the restoration and recovery of services. It was also in line with 
other NHS organisations. 

The Workforce Finance Performance Group had been established to ensure appropriate 
oversight and control of pay, with its first meeting to be held in November 2020. 

Enclosure Number 

8 
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Agenda 
item 

Items of particular note: 

The funding for the Hampshire and Isle of Wight system to cover phase three of the response 
to the pandemic had been confirmed. The Trust’s share of this was also established; the 
deficits emerging from this at system and Trust level were calculated. The Finance Team were 
investigating the available mitigation to allow the Trust to meet its objective of returning a 
break-even position at the end of 2020 – 21.  

 

123.20 Investment 

The Contract Register was presented, having been developed to ensure that the Committee 
was aware of business cases which it would be considering at future meetings.   

 

124.20 Infrastructure 

The Procurement Improvement Plan was presented to the Committee; it intended to deliver 
£1.5 million in savings for 2020 – 21 and would be supported by a steering group. The 
Commercial Director would also support the process and help establish the required 
governance.  

 

125.20 Committee administation 

The potential for the addition of an entry to the risk register relating to annual leave for 2020 – 
21 being rolled into the following financial year was considered. However, it was unlikely that 
the sums involved would meet the required threshold for this. Nevertheless, the matter would 
be discussed as the next iteration of the Board Risk Register was developed. 

 

 
Agenda 
item 

Items for escalation to the Trust Board: 

121.20 The Commercial Strategy was scheduled for presentation at Trust Board on 31st March 2021. 

 
Agenda 
item 

Recommendations: 

 None on this occasion. 
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FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Tuesday 20th October 2020  
11.00am – 2.00pm  

Via Microsoft Teams 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

117.20 Welcome and Apologies Noting No 11.00 Chair 

118.20 Conflicts of interest Noting No 11.02 Chair 

119.20 Minutes from 23rd September 2020 Approval Yes 11.05 Chair 

120.20 Action Log from 23rd September 2020 Discussion/ 
decision 

Yes 11.10 Chair 

121.20 Lead Executive Summary Discussion/ 
Noting 

Yes 11.15 CFO 

122.20 Finance 
1. 2020/21 Month 6 Financial Performance
2. 2020/21 Phase 3 Financial Plan (final submission)

Discussion/ 
Noting 

Yes 
To follow 

11.35 
DDoF 
DDoF 

123.20 Investment 
1. Contract Register
2. Business Case Review Sub-Committee

Yes 
Yes 

12.25 
PD 
DCEO 

124.20 Infrastructure 
1. Procurement – quarterly update
2. Sub Committee feedback - for noting

• PFI Liaison Committee

• Capital Priorities Group

• Commercial Steering Group

Discussion/ 
Noting 

Yes 

Yes 
Yes 
Yes 

13.15 
PD 

DEF 
CFO 
CD 

125.20 Committee Administration 
1. Work plan – to be reviewed and consideration given

to the next agenda
2. Receipt of Board Risk Register

Decision/ 
Noting 

Yes 

Yes 

13.45 
CFO 

Chair 

126.20 Additions to the Board Assurance Framework and/or 
Risk Register,  and for referring to the Audit Committee 
– The Committee is asked to consider whether in light of matters

discussed at the meeting any further additions should be made to the 
Board Assurance Framework and/or Risk Register, and should any  items 
be referred to the Audit Committee 

Decision Yes 14.00 Chair 

127.20 Any Other Business Discussion No Chair 

128.20 Items to be raised with the Trust Board Decision No Chair 

129.20 Date of Next Meeting: 
Monday 16th November 2020 (1.30pm – 4.30pm), E Level 
Boardroom 

Noting No Chair 
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Committee: FINANCE AND INFRASTRUCTURE COMMITTEE 

Date of Meeting: 16TH NOVEMBER 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 25TH NOVEMBER 2020 

Chair: CHRISTINE SLAYMAKER 

Lead Officer: MARK ORCHARD 

Agenda Item 
Number: 

142.20 

 
 

Appendix 1: 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 135.20 in the feedback below. 
 

 
Agenda 
item 

Items of particular note: 

134.20 Lead Executive summary 

The financial aspects of the strategic partnership with Isle of Wight NHS Trust were being 
considered and being led by the Strategic Finance Director on behalf of Portsmouth Hospitals 
University NHS Trust. Meanwhile a settlement had been reached regarding access to Queen 
Alexandra Hospital via Sevenoaks Road as part of the construction of a new school in the 
surrounding area. 

 

135.20 Finance 

Month seven had been the first of 2020 – 21 in which the Trust had not been operating under 
the temporary financial arrangements to cover the response to COVID-19. Whilst the forecast 
deficit for the period had been £997,000, the final position had been a surplus of £33,000. The 
Trust’s formal forecast position for year end remained £9.1 million short of break-even. 
However, there was significant optimism that this would improve as the financial year 
progressed. 

The Trust had made its submission to the National Cost Collection for 2019 – 20. In addition, it 
had agreed to participate in a study which would analyse the impact of COVID-19 on spending 
within the NHS. It was hoped that both these exercises would bolster the analysis of the Trust’s 
use of resources over recent months. 

Three key areas for focus in the Financial Strategy for Improvement had been identified 
(workforce optimisation, information processes and the elimination of waste). Final proposals 
would return to the Committee in February 2021.  
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Agenda 
item 

Items of particular note: 

136.20 Investment 

The development of the Queen Alexandra Hospital site was considered and would continue to 
be reported to the Committee as matters progressed. Planning permission was being sought 
from Portsmouth City Council as required, with the additional bed capacity previously 
considered by Trust Board as part of the overall package. 

 

137.20 Strategy, performance and risk 

 
The first two years of the Digital Strategy had seen the Trust remain on schedule to attain 
HIMSS level two digital maturity within the intended timeline (with further progression within the 
HIMSS matrix subsequent to this). In addition, the Trust had won the 2020 Health Technical 
News Best Team of Year whilst the Digital Business Partners were embedded within divisions.  
 
A series of innovations (e.g. digital portal for patient information, interactive boards for all 
wards) had been implemented. In addition, progress in areas such as nursing assessments 
and digital medicines had been made. Digital outpatients had been approved with £1.6 million 
allocated to the patient portal across Hampshire and the Isle of Wight. 7,000 staff at the Trust 
had been migrated to Office 365. Finally, the cyber security strategy would be presented to 
Trust Board in early 2021. However, the imminent ending of the funding which had supported 
these improvements would prove to be a challenge for the service. Alternative sources were 
being sought. The IT service desk had also seen a rise in calls received from 5,000 to 7,000 
per month as pre-existing equipment had confronted problems with new systems and software.  
 
All areas of the implementation plan had either been achieved or remained on schedule. As a 
result, the plan was being revised to reflect the level of progress made and the potential to 
accelerate year three actions into year two. However, reporting on IT and digital in the 
Integrated Performance Report would be developed to ensure Trust Board received 
appropriate assurance. 
 
In terms of commercial activity, proposals for the outpatient pharmacy were making progress 
and may be presented to the Committee in December 2020.  

The Commercial Steering Group was being reviewed, with a focus on the risks surrounding the 
current commercial programme and providing a detailed assessment of the factors involved. 
This was intended to provide greater assurance to the Finance and Infrastructure Committee 
(and through this to Trust Board) on how these matters were being considered.  

 

 
Agenda 
item 

Items for escalation to the Trust Board: 

137.20 Cyber Security Strategy to be presented to Trust Board in early 2021. 

 
Agenda 
item 

Recommendations: 

 None on this occasion 
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FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Monday 16th November 2020  
1.30am – 4.30pm  

Via Microsoft Teams 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

130.20 Welcome and Apologies Noting No 1.30 Chair 

131.20 Conflicts of interest Noting No 1.32 Chair 

132.20 Minutes from 20th October 2020 Approval Yes 1.35 Chair 

133.20 Action Log from 20th October 2020 Discussion/ 
decision 

Yes 1.40 Chair 

134.20 Lead Executive Summary Discussion/ 
Noting 

Yes 1.45 CFO 

135.20 Finance 
1. 2020/21 Month 7 financial performance
2. Benchmarking data:

a. National Cost Collection 2019/20
b. Model Hospital

3. Financial Strategy for Improvement: update

Discussion/ 
Noting 

Yes 

Yes 
Yes 
Yes 

2.00 
DOF 

DOF 
DOF 
SFD 

136.20 Investment 
1. Business Case Review Sub-Committee
2. Blood gas analysers
3. QA @ Home
4. Entrance Developments Commercial Proposal

Yes 
Yes 
Yes 

2.50 
DCEO 
COO 
COO 
CFO/CD 

137.20 Strategy, Performance and Risk 
1. IT and Digital – quarterly update
2. Commercials – quarterly update

Yes 
Yes 

DCEO 
CD 

138.20 Sub Committee feedback - for noting 

• Workforce and Financial Performance Group

• Capital Priorities Group

• Estates and Facilities Committee

• Commercial Steering Group

Discussion/ 
Noting 

To follow 

Yes 
Yes 
Yes 

3.50 
DOF 
DOF 
DEF 
CD 

139.20 Committee Administration 
1. Work plan – to be reviewed and consideration given

to the next agenda

Decision/ 
Noting 

Yes 
4.20 

CFO 

140.20 Additions to the Board Assurance Framework and/or 
Risk Register,  and for referring to the Audit Committee 
– The Committee is asked to consider whether in light of matters

discussed at the meeting any further additions should be made to the 
Board Assurance Framework and/or Risk Register, and should any  items 
be referred to the Audit Committee 

Decision Yes 4.25 Chair 

141.20 Any Other Business Discussion No Chair 

142.20 Items to be raised with the Trust Board Decision No Chair 

143.20 Date of Next Meeting: 
Tuesday 22nd December 2020 (11.00am – 2.00pm), E Level 
Boardroom 

Noting No Chair 
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Committee: WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE 

Date of Meeting: 18TH NOVEMBER 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 25TH NOVEMBER 2020 

Chair: GARY HAY 

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

Agenda Item 
Number: 

144.20 

Appendix 1: 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 058.20 in the feedback below. 

Agenda 
item 

Items of particular note: 

057.20 Freedom to Speak Up 

The situation had limited the potential for physical contact with staff but reports were still being 
received at standard rates. 41 reports had been made in quarter two 2020 – 21 which was in 
line with previous periods. There had been an increase in anonymous concerns raised via 
Datix, from 18 in 2019 – 20 to 23 so far in 2019 -20. This had been a slight increase in patient 
safety concerns, with matters such as pathways and transfers raised. Reports of poor intra staff 
behaviour (e.g. inappropriate communications) had also risen, with operational pressure a 
significant factor in the rise here. As a result, a meeting had been held with the Chief 
Operational Officer to address the relevant issues. Information on the potential triggers for such 
behaviours was being shared. The Robertson-Cooper tool to measure resilience would also 
support the wellbeing of staff and provide individualised advice. 

Freedom to Speak Up Index scores had been submitted, with a score of 79% allocated (1% 
above national average, with highest for an acute of 84%). Training for all staff available, with 
an average rate of attendance approximately 93%.  

058.20 Integrated Performance Report 

The workforce establishment fell by seven in the period, however the overall workforce had 
increased due to the use of temporary staff during COVID-19. The majority were bank staff, 
with agency only having risen to 40. The turnover rate stood at approximately 9.7%. Sickness 
absences remained consistent at 4.4%, with the initial increase at the start of the second wave 
being managed. However, the level was showing signs of rising in the present context. 

The vacancy rate stood at 5.7%. Appraisal rates were not recovering and remained below 
target, with the current pressures being experienced likely to challenge improvement in this 
area. Appraisals for doctors had been amended to simplify the process, whilst wellbeing 
conversations for non-clinical staff were being promoted as a method for considering related 
matters; the recording of these was being developed. Training was being overhauled given the 
move away from face to face training in all areas except those with an absolute requirement for 

Enclosure Number 

9 

Page 247 of 315



Agenda 
item 

Items of particular note: 

the use of such techniques. 

059.20 Workforce Strategy 

The quarterly update had been produced within the context of the pandemic so some of the 
focus had changed in relation to the original workplan for the strategy. The national NHS 
People plan had been launched and the Trust had mapped the objectives of our strategy 
against the national plan as well as contributed to the system NHS People Plan. The work of 
the Culture Change Agents and development of the Leadership Behaviours Model 
underpinning efforts in this area. Workforce models had allowed agency use to remain low, and 
work on Workforce Transformation had begun with a focus on the learning taken from the 
pandemic.  

The Equality, Diversity and Inclusion Improvement Plan had been revisited in light of a series of 
staff meetings and events. Reverse mentoring has been introduced to support the 
understanding and sharing of lived experiences between senior managers and staff from 
minority backgrounds. Overseas recruitment had recommenced with 170 nurses scheduled to 
arrive at the Trust before the end of 2020/ 21. 239 mental health first aiders had been trained to 
support staff wellbeing. 

060.20 Leadership and talent management 

The Trust had considered the most relevant short-term support which could be provided given 
the context of COVID-19; this had led to the establishment of an ‘interim offer’ for employees. 
The second cohort of the ‘Beyond Boundaries’ had also commenced. 

061.20 Recruitment and retention 

A national nurse recruitment campaign (“We are the NHS”) had been launched on 11th 
November 2020, with the Trust linking in with this initiative as appropriate. Applications for 
support workers were being targeted as an area for growth.  Positions were being created with 
a long term view as to the development of the role  

062.20 Staff engagement 

The National Staff Survey would be monitored closely for signs of performance in key areas, 
particularly where employees would recommend the Trust as a place to work. The 
implementation of staff induction packs, designed with the input of employees at all stages, 
was also commended. 

063.20 Employee relations 

The staff and manager support lines remained in place and were receiving calls as appropriate. 
The current trends in sickness absence were being tracked and analysed. 

065.20 Flu vaccinations 

The Trust had been rated as ‘green’ in all areas of the vaccinations checklist. The remaining 
staff who had yet to receive the vaccine were being contacted, with particular messaging 
around the fact that a gap was required between any forthcoming COVID-19 jab and the flu 
one. 

Agenda 
item 

Items for escalation to the Trust Board: 

The report on flu vaccinations is reported to Trust Board given national guidance. 

Agenda 
item 

Recommendations: 

None on this occasion. 
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WORKFORCE & ORGANISATIONAL DEVELOPMENT COMMITTEE 
Wednesday 18th November 2020 

14:00 – 16:00 
Via Microsoft Teams 

A G E N D A    

Item 
No. 

Time Item Enclosure 
(Y/N) 

Presenter 

054.20 14:00 Welcome, Apologies and Conflicts of Interest N Chair 

055.20 14:02 Minutes of the last meeting – 26th August 2020 Y Chair 

056.20 14:05 Matters Arising/Summary of Agreed Actions Y Chair 

057.20 14:10 Freedom to Speak Up Y FTSUG 

058.20 14:20 
Workforce Integrated Performance Report and 
Metrics  

Y DWOD 

059.20 14:30 Workforce Strategy Y DDW 

060.20 14:50 Leadership and talent management Y HOD 

061.20 15:00 Recruitment and retention Y DDW 

062.20 15:10 Staff engagement and experience Y HOD 

063.20 15:20 Employee relations Y HOD 

064.20 15:30 Guardian of Safe Working Hours Y GSWH 

065.20 15:40 
Healthcare worker flu vaccination best practice 
checklist 

Y DWOD 

066.20 15:50 
Receipt of Board Assurance Framework and Board 
Risk Register 

Y Chair 

067.20 15:55 

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 

068.20 16:00 Items to be raised with Trust Board N 
Chair / 
DWOD 

069.20 Any Other Business N All 

Date of Next Meeting 
To note the date of the next meeting is scheduled for 
February 2021. Dates for next year require setting. 

N 
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c. 3a 3b 4   
Title of report FREEDOM TO SPEAK UP – QUARTERS 1 AND 2 2020 – 21 
Board / 
Committee 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT 
COMMITTEE – 18TH NOVEMBER 2020 

Agenda item 
number 

057.20 

Executive lead Lois Howell – Director of Governance and Risk 

Author Jenny Michael – Freedom to Speak Up Guardian 

Date report 
written 

October 2020 

Action required Discussion / Noting 

Executive 
summary 

This report will outline the progress, successes and challenges of Q1 & Q2 2020 in 
line with DATA submission for the national Guardians Office. A total of 41 
concerns were reported to FTSU during this period.  
 
Significant increase in the number of anonymous concerns reported via DATIX 
online portal, these past two quarters with 23 out of the total 41 being via this 
route. Poor and/or challenging behaviours being the most commonly reported 
theme. Whilst not in significantly high numbers there has been an Increase in the 
number of patient safety / quality concerns raised. 
 
Collective year end DATA for Q1 & 2 has only just completed submission by the 
National Guardians office and subsequently national DATA for this period is not 
available at the time of reporting. Included within this report is national DATA for 
2019/20 year end for information. 
 
FTSU index scores PHU at 79% which is above national average by 1% and above 
average for Acute Trusts by 2%. New guidance from National Guardians Office 
produced in respect of FTSU training for all health care staff. 
  
Freedom to Speak up background and PHT arrangement for FTSU are detailed in 
Appendix A. 
 

Appendices 
attached 

Appendix A – Freedom to Speak Up background and Trust arrangements 
 

Recommendations For the committee & board 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 training recommendations for all staff and roll out 
across PHU as required and available 

• Support a review of employee investigations to ensure that all 
investigations are undertaken within a timely manner and according to 
terms and conditions of the investigation 
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Next steps The following actions will be taken after consideration of this report: 
a) Referral to Trust Board on 25th November 2020 

 
 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 
 

✓ 
 

✓ 
 

✓ 
 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ 
 

✓ 
 

✓ ✓ 

Links to Board 
Assurance 
Framework 

Not applicable. 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

Not applicable. 

Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No equality implications. 
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Glossary 

1. FTSU Activities  

Since April, unfortunately, most regular FTSU activities have needed to be limited owing to 

COVID restrictions and the operational requirements of advocates within their divisions. 

However during this both the FTSU Guardian and Advocates continued to be available and 

provide support and guidance across the organisation to a variety of staff groups and teams.  

Essential training is currently being delivered virtually with FTSU remaining as part of the 

induction programme. 

FTSU guardian has remained in contact with all advocates and regional Guardians during 

this period. 

2. Speaking up DATA 

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

role as Guardian. This includes those that have raised concerns with advocates. Data is 

collected from the FTSUG’s on a quarterly basis, collated and publicised on the CQC 

website. 

 2.1 National DATA  

• Q1 & Q2 National DATA is yet to be published by the National Guardians Office 

Speaking up data report 2019/20 

2019/2020 Annual Speaking Up Data Report reflects on some of the trends and themes 

from the speaking up data for last year, from 1 April 2019 to 31 March 2020 

Key data: 

• Between 1 April 2019 to 31 March 2020, 16,199 speaking up cases were raised with 

Freedom to Speak Up Guardians. This was a 32 per cent increase compared with the 

previous year in which 12,244 speaking up cases were raised with Freedom to Speak Up 

Guardians. 

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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• Freedom to Speak Up Guardians supported speaking up in a range of organisations, 

including NHS trusts, primary care organisations, independent healthcare providers, clinical 

commissioning groups and non-departmental public bodies. 

• Among NHS trusts, Freedom to Speak Up Guardians in mental health, learning disability 

and community trusts and ambulance trusts, on average, dealt with more speaking up 

cases. 

• Freedom to Speak Up Guardians continued to support workers from all professional groups 

to speak up. Nurses continued to account for the biggest portion (28 per cent) of cases 

raised with Freedom to Speak Up Guardians. 

• Administrative and clerical workers accounted for the next biggest portion of cases raised 

with Freedom to Speak Up Guardians (19 per cent), up three percentage points on the 

previous year. 

• Twenty-three per cent (23%) of cases raised with Freedom to Speak Up Guardians 

included an element of patient safety/quality. Thirty-six per cent (36%) included an element 

of bullying/harassment. 

• Thirteen per cent (13%) of cases raised with Freedom to Speak Up Guardians were raised 

anonymously. 

• Detriment for speaking up was indicated in three per cent of cases raised with Freedom to 

Speak Up Guardians. This is lower compared to the previous year where detriment was 

indicated in five per cent of cases raised with Freedom to Speak Up Guardians. 

• Eighty-five per cent (85%) of workers who gave feedback said they would speak up again. 

Workers said they would not speak up again in three per cent of cases where feedback was 

received. 
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2.2 PHT DATA  

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

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

The figures detailed below are representative of those that have been recorded for the 

2019/20 financial year. 

A total of 41 concerns have been raised. There has been a significant increase in the 

number of concerns that were raised anonymously via the online reporting portal within 

DATIX  with 23 out of the total numbers being raised via this route for this period. 

For comparison over 2019/20 year end, only 18 anonymous concerns were raised. 

2.2 a) Cases by staff group 

 

2.2 b) Cases per division 
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Page 255 of 315



2.2 c) Anonymous cases per division 

Quarter 1 

 

 

Quarter 2 

 

 

 

0

0.5

1

1.5

2

2.5

3

3.5

Clinical Delivery
Division - Critical
Care, Theatres,
Anaesthetics &

HSDU

Medicine & Urgent
Care Division -

Medicine

Medicine and
Urgent Care

Division - Older
Persons Medicine

Surgical and
Outpatients

Division - MSK /
Head & Neck

Surgical and
Outpatients

Division - Surgery

Anonymous Concerns by Division & Care Group

Page 256 of 315



2.2 d) Cases by type 

 

 

2.2 e) Key themes  

Patient Safety / Quality 

• Lack of bed availability 

• Safe staffing / skill mix 

• Medication 

• Patient transfer 

• Patient in wrong pathway 

Other 

• Poor behaviours 

• Lack of support under pressures 

• Anxiety – COVID 

• Timeliness and process of investigations 

On review of all of the cases within the ‘other’ category – most of which were those that were 

reported anonymously via DATIX it was clear over the past few months that there was a significant 

increase in challenging and poor behaviour, particularly around times of increased clinical pressures. 

These concerns were not reported under the ‘bullying and harassment category’ figures submitted 

to the National Guardians office. 
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Through FTSU we are also seeing an increase in the number of staff raising concerns around formal 

investigation process, more commonly the duration of the investigation. 

2.2 f) Case status  

• We continue to see an 80% average rate per quarter of cases closed without need for 

escalation or further intervention 

3.0 Benchmarking  

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

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

• Some may have full time FTSUG’s 

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

• There are differences in number of sites FTSUG’s have to work across 

We know that from rough analysis of data through 2019/20 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. 

3.1 Freedom to Speak Up Index 

The freedom to Speak Up index helps Trusts to understand how their staff perceive the 

speaking up culture. Trusts can compare their scores to others, buddy up with those that 

have received higher scores index scores and promote learning and good practice. 

The results of the FTSU index are calculated and based on the mean average of results of 

the annual staff survey focusing on the following key questions: 

 

• % of staff responded "agreeing" or "strongly agreeing" that their organisation treats 
staff who are involved in an error, near miss or incident fairly (question 17a)  

• % of staff responded "agreeing" or "strongly agreeing" that their organisation 
encourages them to report errors, near misses or incidents (question 17b)  

• % of staff responded "agreeing" or "strongly agreeing" that if they were concerned 
about unsafe clinical practice, they would know how to report it (question 18a)  

• % of staff responded "agreeing" or "strongly agreeing" that they would feel secure 
raising concerns about unsafe clinical practice (question 18b)  
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PHU freedom to speak up index was scored at 79% as of 2018 staff survey results 

Indicator values 

 2015 2016 2017 2018 

PHU 79% 79% 78% 79% 

National 75% 77% 77% 78% 

Acute  75% 76% 76% 77% 

The highest scoring Acute Trust 84% - The Royal Bournemouth and Christchurch NHS 

Foundation Trust 

4.0 Recent publications for review from NHSi and national Guardians Office 

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

and NHSi: 

• 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 subsequent recommended actions required will form part of 

the ongoing FTSU action plan for the year. 

5.0 Key priorities for 2020 

• To continue to review and support the board to complete the updated FTSU self 

review tool 

• To analyse the FTSU index produced by the National Guardians office 

• To review the training recommendations as set out by NHS 

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

be encouraged and supported to raise concerns within the workplace 

• Continue triangulation of information between FTSU, HR, BAME, Aquilis, patient 

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

• Increase the number of FTSU Advocates across PHU with focus on: 

o Staff network groups 

o Medicine Division 

o Older persons Medicine 

o Maternity 

6.0 Challenges 

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

all FTSUG have include: 

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

membership for matters related to their employment. 

• Empowering staff to take forward concerns of poor behaviour 
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7.0 Feedback on the use of FTSU service 

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

responses to date. Examples of feedback include: 

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

• ‘I felt really well supported’ 

• ‘I feel more positive that our culture is changing’ 

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

• ‘I have been really well supported’ 

• ‘I was given confidence to take some actions forward’ 
 

“I felt very overwhelmed by my circumstances, I found trying to find out about my 

rights really difficult and I was under quite a lot of stress in my workplace. After 

speaking with Jenny it put my mind at ease and I felt so much more supported I was 

able to continue working as the stress nearly made me very ill”.  

 

8.0 Other progress to date 

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

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

the plan has remained well on target. 

8.1 FTSU training/awareness 

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

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

annual essential update. Where able to do so the FTSUG and advocates will continue to 

deliver awareness sessions to all staff groups within departments as requested, in line with 

current COVID safety requirements. FTSU is not yet included within junior doctors induction 

however the FTSUG attempts to attend as many of the induction days as possible to 

introduce herself and the team. 

PHT current compliance with FTSU is 93% 

8.2 Networking 

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

JCNC, trade union representatives, the BAME network group, culture change group and 

diversity & inclusion lead. 
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8.3 Access to FTSU 

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

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

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

concern anonymously. Concerns via DATIX are just starting to be raised with the majority of 

these being anonymous. 

8.4 Contribution to cultural change 

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

open and honest culture and as such the FTSUG and Advocates will continue to support and 

have input into the culture change programme. Many of the items that are brought to the 

FTSUG or Advocates are similar to those that were identified within phase 1 of the culture 

change programme EG: Work life balance, flexible working, HR policies and processes. 

8.5 Monitoring progress against best practice 

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

learn from best practice across other organisations. 

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

Trusts over the past year. 

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

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

requiring improvement or action. Further details of case reviews and outcomes can be seen 

on the NGO web pages 
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9.0  FTSU Action Plan 2020 

 

Action Target  
Date 

Measure of 
Success 

Update Nov 
2020 

Update  Update  

To review and 

support the 

board to 

complete the 

updated FTSU 

self review tool 

 

Jan 2021 Self review 
completed and 
actions identified 
form part of 
2019/2020 action 
plan 

Transfer of 
previous 
completed 
self review 
tool to new 
format in 
progress 

  

To analyse the 

FTSU index 

produced by the 

National 

Guardians office 

 

Jan 2021 Key 
recommendations 
identified and 
included within 
2020/21 action 
plan. 
Improvements 
within key staff 
survey questions 

This will be 
reviewed 
alongside 
2019/2020 
staff survey 
results  

  

Review National 

Guidelines for 

the delivery of 

FTSU training in 

the Health 

sector 

 

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

Training 
review is in 
progress 
awaiting 
training 
guidance to 
be published 
from NHSi – 
now 
published 

  

To continue to 
raise the profile 
of FTSU. working 
towards raising 
concerns being 
business as 
usual 
 

Continuous 
but 
reviewed 
alongside 
next staff 
survey 
results 

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

FTSU 
continues to 
be well 
promoted 
throughout 
the 
organisation 
with 
increased 
numbers of 
requests for 
department 
specific 
training for 
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both raising 
and 
responding 
to concerns 

To further 
review the 
Raising Concerns 
Policy  
 

November 
2020 

Reviewed & 
ratified policy 
available to all 
staff 

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

 As required 

Increase the 
number of FTSU 
Advocates in key 
areas 

Dec 2020     
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Appendix A 

FTSU Background 

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

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

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

quality of their treatment are the priority. For this to succeed there needs to be recognition of 

the contribution staff can make to patient care through speaking up. 

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

enable organisations to foster a culture of safety with openness and transparency, where 

staff are valued and their concerns are listened to and acted upon. To support this NHS 

trusts were required, as part of the NHS standard contract, to have Freedom to Speak up 

Guardians in post by October 2016. 

 

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

support the organisation in becoming a more open and transparent place to work, where all 

staff are actively encouraged and enabled to speak up safely. 

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

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

 

Freedom to Speak Up Guardians help: 

• Protect patient safety and the quality of care 

• Improve the experience of workers 

• Promote learning and improvement 

By ensuring that: 

• Workers are supported in Speaking up 

• Barriers to speaking up are addressed 

• A positive culture of speaking up is fostered 

• Issues raised are used as opportunities for learning and improvement 
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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.   

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. 

 

 

 

Freedom to 
Speak Up 
Guardian

Trust Chair

CEO

Director of integrated 
Governance

NED

Freedom to Speak up 
Advocates
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 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. 

• 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 

Enc. 3a 3b 4   

 
Title of report QUARTERLY REPORT ON SAFE WORKING HOURS: DOCTORS AND 

DENTISTS IN TRAINING 
Board / Committee WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE –  

18TH NOVEMBER 2020 
Agenda item 
number 

064.20 

Executive lead John Knighton – Medical Director 

Author Dr Philip Young – Guardian of Safe Working 

Date report written 22nd October 2020 

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 2; July, August, September 2020 

• Quarter 2 saw a slight rise in exception reports, but the numbers submitted 
are still very low compared to previous years. 

• Work has been undertaken to ensure all junior doctor rotas will have “self 
Development Time” within the rotas from December 2020. 

• ED SHO rota is non-compliant with 2019 rota rules.  Date for compliance 
agreed with Junior Doctors Executive Forum as August 2021. 

Appendices 
attached 

None 

Recommendations For Board  

Next steps The following actions will be taken after consideration of this report: 
a)  Guardian to use feedback from BMA representatives to look towards 

increasing exception reporting.   
b) Continue to monitor the non-compliant rotas and the progress to 

achieve compliance. 
c) Continue to monitor the impact of COVID on rota and junior doctors and 

provide the support when required. 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ ✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ ✓ 
Links to Board 
Assurance 
Framework 

Not applicable. 

Links to Corporate 
Risk Register 

Not applicable. 
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Compliance / 
Regulatory 
Implications 

The report concerns compliance with the terms and conditions of the contract 
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 reassure 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 (including Trust Doctors and GP trainees hosted by PHT):  
 

  598 posts (608.6 WTE)   
Deanery 492 (440.5 WTE) Trust 106 (133.0 WTE) 

       
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 16 
Working Hours 16 
Education 0 
 
Table 2:  By Grade 

Grade Number of reports raised 
FY1 5 
SHO 10 
SpR 1 
 

This represents an overall increase in 6 reports from the previous quarter, and 35 less than the same time 
last year.  There were no reports relating to education during this period.  

Table 3: By Specialty  

Specialty Q2 20/21 – 
reports raised 

Q1 20/21 – reports 
raised 

 

Acute (ITU) FY1 0 0  

AMU SHO 0 1  

Cardiology/Resp FY1* 0 3  

Cardiology SHO 0 0  

ED SHO 0 1  

ENT SHO 0 0  
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Gastroenterology FY1 0 0  

Gastroenterology SHO 0 0  

General Medicine/Diabetes FY1 0 0  

General Medicine/Diabetes SHO 0 0  

Haem/Onco SHO 5 0  

Older Persons Medicine FY1 3 2  

Older Persons Medicine SHO 5 0  

O&G SHO 0 0  

Paeds SpR 0 0  

Psych East Hants SHO 0 0  

Renal SHO 0 0  

Renal SpR 1 2  

SAU FY1 1 0  

Surgery FY1 1 0  

Surgery SHO 0 1  

Trauma and Orthopaedics FY1 0 0  

Trauma and Orthopaedics SHO 0 0  

Urology FY1 0 0  

Table 4: By Rota (5 highest reported) 
Rota Number of reports raised 
Haem/Onco SHO 5 

Older Persons Medicine SHO 5 

Older Persons Medicine FY1 3 

SAU FY1, Surgery SHO and Renal SPR All reported 1 each 

 
Work Schedule Reviews 
 
None required for Quarter 2 20/21 

 
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 

July 2020 1991 305 1067 222 1594 397 

August 2020 1545 418 685 227 1330 215 

September 2020 1488 391 613 217 1221 267 

 
     

 

  
*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 number of medical shifts sent to bank dropped in August, which coincides with the major intake of new 
junior doctors.  There will be an expectation that the number of shifts that need to be filled will increase in 
the coming months with the rise in COVID cases within the medical workforce and increase in locums in 
additional to normal rota gaps to support the hospital if COVID admissions increase. 
 
 

Page 270 of 315



Vacancy Report 
Summary     
Number and percentage of posts vacant during this period: 
 
 

Vacancy rate Jul-20 Aug-20 Sep-20 

Vacancy FTE 45.2 48.5 17.3 

Vacancy Rate % 6.7% 7.1% 2.5% 

 
 
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 were no fines issued during this quarter. 
 
 
Guardian Comments 
 
Work has been ongoing since July to ensure all junior doctor rotas across the Trust will have “Self 
Development Time” (SDT) incorporated into them by December 2020.  SDT can be implemented as a 
specialty feels best fits with their junior doctors and their service provision. The main ways SDT has been 
added to rotas: 

• Into the rota templates – specifying the exact time it will occur on the rota cycle 
• Placed within the day to day rota – as part of the day to day planning of a rota, for example looking 

at leave requests, other educational requirements, and rota days off. 
• Junior doctors will be paid for 2 hrs. a week SDT, and it will be the responsibility of the junior doctor 

to undertake SDT at a time of their choice. 
 
Some junior doctor rotas required funding for additional post to enable SDT to be achieved and still provide 
patient care.  Departments requiring additional funding are required to complete a case for change and the 
SDT Steering group review each request. 
 
There is concern about the lack of exception reports being submitted.  Work will be undertaken to work with 
the local BMA representatives to try and find the reason why and how junior doctors can be encouraged to 
complete exceptions.   
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report HEALTHCARE WORKER FLU VACCINATION BEST PRACTICE 

CHECKLIST 
Board / 
Committee 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT COMMITTEE 
– 18TH NOVEMBER 2020 

Agenda item 
number 

065.20 

Executive lead Nicole Cornelius – Director of Workforce and Organisational Development 

Author Nicola Carter – Head of Health Safety and Wellbeing 

Date report 
written 

22nd October 2020 

Action required Discussion / Referral to Trust Board 

Executive 
summary 

There is a national requirement for the Trust to complete and report the 
healthcare worker flu vaccination best practice checklist to the Trust Board. This 
is to provide public assurance that the Trust has in place a coordinated and 
appropriately managed system for providing immunization to their workforce. 
The challenges of COVID-19, and concerns over issues arising from its circulation 
at the same time as influenza, has led to Public Health England strengthening its 
message on the matter in 2020. 
 
The checklist examines the measures in place in four areas. These are: 
 

• Committed leadership 

• Communications plan 

• Flexible accessibility 

• Incentives 
 
Specific details for actions taken by the Trust for each of the categories within the 
four areas is provided in the report attached. The self-assessment summary is 
included as Appendix A; all areas are rated as ‘green’. 
 
Progress being made on flu vaccinations is also been reported to the Trust’s 
leadership team three times a week to ensure that oversight is maintained 
regularly.  
 
Public Health England have specified that the checklist should report via Trust 
Board to provide assurance and public transparency on the matter. As a result, it 
is recommended that this report should be included in the feedback to the Board 
at its meeting on 25th November 2020. 
 
 

Appendices 
attached 
 

Appendix A – Trust self-assessment against checklist 
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Recommendations That the Committee commend the report to Trust Board for consideration on 
25th November 2020. 

Next steps The following actions will be taken after consideration of this report: 
a) Referral of the matter to Trust Board in November 2020 

 
 

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 

Public Health England have specified that this matter be reported publically via 
Trust Board before the end of 2020. 

Quality Impact 
Assessment 

PATIENT SAFETY: Moderate Change – Positive 
Given the potential issues caused by flu and COVID-19 being contracted 
simultaneously, it is important to protect patients by immunising staff 
STAFF: Moderate Change – Positive 
Staff will also benefit directly from greater immunity during a pandemic 

Equality Impact 
Assessment 

No equality implications. 
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Healthcare worker flu vaccination best practice checklist 

Healthcare worker flu vaccination best practice management checklist – for public 
assurance via trust boards by December 2020 

 

A Committed leadership  
 
A1 Board record commitment to achieving the ambition of vaccinating all frontline 
healthcare workers 
The Trust Board recorded its commitment to achieve the ambition of 100% front line health 
care workers being vaccinated through CEO message to Trust Board. All staff are 
encouraged to be vaccinated through regular reminders in the weekly message from CEO, 
Covid updates, Trust Talk and other means encouraging all staff to ensure they are 
vaccinated and advising how to access vaccinations  
 
A2 Trust has ordered and provided the quadrivalent (QIV) flu vaccine for healthcare 
workers  
8500 quadrivalent vaccines were ordered and all were delivered by mid October 2020. In 
addition, 60 trivalent vaccines were delivered as they are recommended for any staff or 
volunteers over the age of 65. 
 
A3 Board receive an evaluation of the flu programme 2019/20, including data, 
successes, challenges and lessons learnt  
An evaluation of the flu programme including the flu CQUIN was reviewed at Board in 
January 2020 and at Gold and Trust Leadership Team in September 2020 
 
A4 Agree on a board champion for flu campaign  
Liz Rix Chief Nurse was identified as the Clinical Lead for 2020/21 campaign.  
 
A5 All board members receive flu vaccination and publicise this 
Board Executives were vaccinated, and this was publicised in October 2020. 
 
A6 Flu team formed with representatives from all directorates, staff groups and trade 
union representatives  
Team formed with all divisions and staff groups represented. Head of Health Safety and 
Wellbeing Service engages with and reports to the staff side forum regarding flu. Staff side 
representative is one of the Trusts workplace vaccinators for flu. 
 
A7 Flu team to meet regularly from September 2020  
Meetings held in September and October and planned for November 2020. Meetings are run 
regularly throughout the campaign. 
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B Communications Plan  

B1 Rationale for the flu vaccination programme and facts to be published – sponsored 
by senior clinical leaders and trades unions  

This information is being shared widely via a variety of communications channels, and 
includes articles, images, quotes from staff across the organisation and video content. 
Channels include:  

• Individual letter from Chief Executive for each staff member identifying how to obtain 
the vaccination  

• Videos from senior clinical leaders 
• Social media  
• Intranet  
• Posters designed printed and distributed to key areas and identified noticeboards 
• Chief Executive’s Covid briefings 
• Chief Executive’s weekly message  
• Trust Talk  
• Local media  
• Senior Leaders posted photos and supporting statements on social media or through 

the comms team 
• Atrium clinic stand in the main entrance from September 21 to November 2020 
• Sharing of myth busters 
• Flu clinics promoted on social media 
• Identified list of staff to approach for vaccination distributed to all core workplace 

vaccinators and an updated list sent during the campaign 

 
B2 Drop in clinics and mobile vaccination schedule to be published electronically, on 
social media and on paper  
Clinics, drop-in sessions and the named workplace vaccinators are being promoted via social 
media, on the intranet, in the Chief Executive’s weekly message and in Trust talk. Posters 
detailing information about flu and how to obtain a vaccination have been put up across the 
hospital.  

Personalised letter from Chief Executive to all staff identifying the named workplace 
vaccinator for their work area, clinic availability in the Atrium or to book an appointment in 
occupational health if preferred. 

A weekly flu update is included in Trust Talk to highlight the importance of getting the flu jab 
and to share progress in terms of uptake. 

 
B3 Board and senior managers having their vaccinations to be publicised  
The Trust Leadership Team paper September 2020 identified Divisional Leads to have 
photos promoting the campaign for their division.  
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Images and videos of Board members and senior leaders having their flu jabs and 
encouraging others to do so have been collated and promoted across communications 
channels to help maintain momentum for the campaign.  

 
B4 Flu vaccination programme and access to vaccination on induction programmes  
Health Safety and Wellbeing Service is scheduled to attend Basic Life Support training 
programmes for new staff from November to February. This is the only part of induction 
training that is now conducted face to face. New staff who don’t attend BLS are signposted to 
the Atrium clinic or an OH appointment  
 
B5 Programme to be publicised on screensavers, posters and social media  
The vaccination programme is publicised on posters and social media and on pop-up 
messages on log-ins.  
 
B6 Weekly feedback on percentage uptake for directorates, teams and professional 
groups  
A report is sent to each Gold (currently 3 times a week) 

A weekly report is sent to all workplace vaccinators and other senior managers from October 
to February which includes a breakdown by division/care group and staff group. 

Weekly uptake, including a breakdown by division, is being shared in Trust Talk. 

 
C Flexible Accessibility 
 
C1 Peer vaccinators, ideally at least one in each clinical area to be identified, trained, 
released to vaccinate and empowered  
115 Peer vaccinators have been trained across all divisions including the Chief Nurse and 7 
Allied Health Professionals, 81 of these are active. Senior leaders have given their 
commitment to support time to enable them to vaccinate staff 
 
C2 Schedule for easy access drop in clinics agreed  
Peer vaccinators’ names are publicised across work areas and on the intranet. Schedule of 
vaccination clinics covering earlies, lates and weekends continues to be promoted 
 
C3 Schedule for 24-hour mobile vaccinations to be agreed  
Peer vaccinators include night workers – part of the hospital at night team who cover the 
hospital. Schedule of vaccination clinics covering earlies, lates and weekends are promoted 
on the intranet in Trust Talk and within social media. 
 
D Incentives 
 
D1 Board to agree on incentives and how to publicise this 
Incentives including badges, pens, hand gels, lip balms were agreed and funded. 
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D2 Success to be celebrated weekly 
Weekly update to Trust leadership team and other senior leaders including successes. 
Weekly newsletter includes positive stories and successes. 

 

October 2020 
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Appendix A: Healthcare worker flu vaccination best practice 
management checklist 

For public assurance via trust boards by December 2020 

A Committed leadership Trust self- 
assessment 

A1 Board record commitment to achieving the ambition of vaccinating 
all frontline healthcare workers  

A2 Trust has ordered and provided a quadrivalent (QIV) flu vaccine for 
healthcare workers  

A3 Board receive an evaluation of the flu programme 2019/20, 
including data, successes, challenges and lessons learnt  

A4 Agree on a board champion for flu campaign 

A5 All board members receive flu vaccination and publicise this 

A6 Flu team formed with representatives from all directorates, staff 
groups and trade union representatives  

A7 Flu team to meet regularly from September 2020 

B Communications plan 

B1 Rationale for the flu vaccination programme and facts to be 
published – sponsored by senior clinical leaders and trades unions 

B2 Drop in clinics and mobile vaccination schedule to be published 
electronically, on social media and on paper  

B3 Board and senior managers having their vaccinations to be 
publicised  

B4 Flu vaccination programme and access to vaccination on induction 
programmes  

B5 Programme to be publicised on screensavers, posters and social 
media  

B6 Weekly feedback on percentage uptake for directorates, teams and 
professional groups  

C Flexible accessibility 

C1 Peer vaccinators, ideally at least one in each clinical area to be 
identified, trained, released to vaccinate and empowered  

C2 Schedule for easy access drop in clinics agreed 

C3 Schedule for 24 hour mobile vaccinations to be agreed 

D Incentives 

D1 Board to agree on incentives and how to publicise this 

D2 Success to be celebrated weekly 
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Committee: AUDIT COMMITTEE  

Date of Meeting: 12TH OCTOBER 2020 

Meeting Receiving 
Report: 

TRUST BOARD – 25TH NOVEMBER 2020 

Chair: DAVID PARFITT 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

146.20 

 
 

Appendix 1: Agenda 

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

 
Agenda 
item 

Items of particular note: 

090.20 Action log from 13th July 2020 

Given recent developments in the area, the Committee raised the issue of cyber security. The 
Director of Governance and Risk would revisit the current rating for the Board Risk Register 
entry relating to this, whilst a briefing on the subject would also be organised for Committee 
members. 

 

091.20 Internal audit – progress report 

Two audits had been completed; the subject were the Integrated Performance Report and the 
Trust’s appraisals process. Both were rated as ‘reasonable assurance’. Despite the delays 
caused by COVID-19, three further audits were on schedule to be reported to the Committee in 
January 2021. 

 

092.20 Internal audit – recommendations tracking 

Two recommendations relating to the Board Assurance Framework (covering ‘gaps in control’ 
and clarity of information) will be closed by the presentation of the document to this meeting of 
Trust Board. 

 

093.20 TIAA client briefing notices 

Further to the cyber security discussion under agenda item 090.20, details as to how Board 
assurance on the matter was provided. The Director of Governance and Risk confirmed that 
the IT Committee (reporting to Finance & Infrastructure Committee) and the Data Protection & 
Data Quality Committee (reporting to Quality & Performance Committee) were the route for 
this.  

094.20 

100.20 

The Committee would be undertaking reviews on the effectiveness of the counter fraud service 
and internal audit at its meeting on 11th January 2020. 

Enclosure Number 

10 
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Agenda 
item 

Items of particular note: 

095.20 Whistleblowing arrangements 

The Committee were mindful of the reporting by Freedom to Speak Up to Trust Board and the 
high profile of the service at the Trust. In addition, reporting via Datix and answers on pertinent 
questions in the National Staff Survey indicated that staff at the Trust were engaging with 
processes as appropriate.  

As a result, the Committee were satisfied that the Trust’s whistleblowing arrangements were 
satisfactory and fully operational. 

 

097.20 Clinical audit effectiveness review 

As reported to Quality and Performance Committee on 23rd September 2020, the Clinical 
Effectiveness Committee was currently reviewing its operation. This was with a view to 
increasing clinical engagement with the process; a report back to the Committee would be 
made once amendments had been made to this effect. 

 

098.20 Standards of Business Conduct – gifts and hospitality 

Following the temporary variation in this area of the Standards of Business Conduct Policy 
agreed on 7th April 2020 by the Board Major Incident Response Committee, Audit Committee 
reviewed the matter. Given the potential for a new wave of COVID-19 to increase pressures on 
the Trust, the Committee decided to request an extension for the whole Standards of Business 
Conduct Policy until 31st March 2021. This would also allow time for the Trust to benchmark its 
position against other comparable organisations and judge whether the permanent retention of 
some or all aspects of the temporary variation was desirable and standard practice within the 
NHS. 

099.20 Counter fraud – progress report 
 
The 2020 – 21 plan was 21% complete, with 75% of tasks in progress and the remaining 4% not 
having been due to start in the first two quarters of the year. A circular, issued by the NHS 
Counter Fraud Authority in July 2020, may have an impact on some of the details regarding 
Counter Fraud planning and reporting in 2021 - 22. The work in quarter two had focused primarily 
on investigations.  
 
The Committee discussed the Trust’s  medicines management policy; at present, work was 
ongoing with the Pharmacy Team on any potential revisions. The Trust’s policies had been 
benchmarked against comparable NHS bodies as part of this process and found to be largely in 
alignment.  

 
Agenda 
item 

Items for escalation to the Trust Board: 

090.19 The Committee wishes to notify the Board on the additional emphasis being placed on cyber 
security as an issue facing the Trust (and the NHS in general) at present. 

 
Agenda 
item 

Recommendations: 

 None on this occasion. 
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AUDIT COMMITTEE 

 
Monday 12th October 2020 

09:00 – 12:00  
via Microsoft Teams 

 

A G E N D A 
 

Item No. Time Item Enclosure  
No. 

Presented 
by 

 
 

087.20 09.00 

 
Welcome, apologies for absence, declaration of 
interests  
 

 
N 

 
Chair 

 
088.20 

 
09.02 

 
 

 
Any other business not raised in advance of the 
meeting 
 

 
N 

 
Chair 

089.20 09.05 
 
Minutes from 13th July 2020 
 

1 Chair 

090.20 09.10 
 
Action Log from 13th July 2020 
 

2 Chair 

091.20 09.20 Internal audit – progress report  3 TIAA 

092.20 09.30 Internal audit – recommendations tracking 4 DGR 

093.20 09.50 TIAA client briefing notices 5 HFA 

094.20 10.00 Review effectiveness of internal audit 6 DGR 

095.20 10.20 Whistleblowing arrangements 7 DGR 

096.20 10.30 Clinical audit progress reports 8 DGR 

097.20 10.40 Clinical audit effectiveness review N DGR 

098.20 10.50 
Standards of Business Conduct – Gifts and 
Hospitality 

9 DGR 

099.20 11.00 

 
Counter fraud – progress report (quarter 2  
2020 – 21) 
 

10 CFS 

100.20 11.10 Review effectiveness of counter fraud activity 11 DGR 

101.20 11.20 SFI compliance report 12 HFA 
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102.20 11.30 Debt update and write off 
 

13 
 

HFA 

103.20 11.40 Audit Committee terms of reference 14 DGR 

104.20 11.50 

 
Meeting administration 

1. Receipt of Board Assurance Framework 
and Board Risk Register 

2. Work programme 2020 – 21 
  

15 Chair 

105.20 11.55 

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

N All 

106.20  
Referrals from other committees and / or Trust 
Board 

N DGR 

 
107.20  

 
Any other business 
 

 
N 

 
Chair 

 
Date of next meeting: Monday 11th January 2021, 09:00, E Level Boardroom, Education Centre, Queen 
Alexandra Hospital 
 

  Meeting Close   

  Opportunity for private discussions with internal and external audit. 
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report CHIEF RESIDENT’S ANNUAL REPORT 2019-2020 
Board / 
Committee 

TRUST BOARD – 25TH NOVEMBER 2020 

Agenda item 
number 

147.20 

Executive lead Dr John Knighton – Medical Director 

Author Salema Khalid – Chief Resident 

Date report 
written 

8th November 2020 

Action required Noting 

Executive 
summary 

 

• Overview of the year of chief resident role at PHT 

• Importance of executive support for the Junior Doctors’ forum 

• Summary of projects led 

• Impact of having a Chief Resident during COVID-19 

• Recognition and thanks for excellent senior management support I have 
received in my roles 

 

Appendices 
attached 

There are no appendices to this report 
 

Recommendations Continuation of the initiatives already commenced and further consideration of 
new ones brought to us by junior doctors. Maintenance of a two-way 
communication channel by chief residents between junior doctors and senior 
management.  
 

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 

Not applicable 

Enclosure Number 

11 
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Links to Board Risk 
Register 

Not applicable 

Compliance / 
Regulatory 
Implications 

Not applicable 

Quality Impact 
Assessment 

No impact on quality 
 

Equality Impact 
Assessment 

No equality implications 
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Chief Resident Annual Report 2019-2020 

Trust Board November 2020 
 
 
 

Introduction 
 

The Chief Resident’s role as a bridge between the board and the junior doctor body has been 
recognised as an increasingly important post for Registrars in Hospital Trusts.  The Wessex Deanery is 
working with the Faculty of Medical Leadership and Management (FMLM) to deliver a bespoke 
leadership and management development programme, focusing on helping the chief residents 
understand themselves, their leadership styles and how they function in a team and organisational 
setting. The programme offers a unique opportunity to selected senior trainees to spend 12 months 
in a leadership development role, whilst maintaining 60% clinical training. My year as Chief Resident 
(CR) was the first year of this collaboration, which is now successfully in its second year.  

 
The CR role is to act as a voice for junior doctors and work to improve junior doctor engagement, working 
lives and morale. It also includes quality improvement and service redesign, patient safety and 
education. My year as CR was especially unique in that I had the opportunity to be chief resident during 
the COVID-19 crisis. 
 

 
Projects 
 
While my CR year began in October 2019 with lots of ideas to improve the working environment for junior 
doctors, many of them had to be put on hold due to the pandemic.  Below is a list of projects that I Ied: 
 

Junior Doctors’ Forum 
Robert Francis’s inquiry into failings at Mid Staffordshire NHS Foundation Trust said that junior doctors 
are the “eyes and ears” of the NHS. Therefore, monthly Junior Doctors’ Forums are held, allowing the 
junior doctors an opportunity to voice their concerns and speak directly to the Medical Director and 
other senior management. During COVID-19, these forums were held virtually. 

 
The forums are extremely productive. Several suggestions for quality improvement initiatives have 
arisen directly from JD forums. During COVID-19, they were particularly useful as they offered a virtual 
platform for the junior doctors to communicate directly with Dr John Knighton and Dr Aileen Sced 
(Director of Medical Education). 
 
Junior Doctor Executive Forum 
Each Trust is required to have a “Junior Doctor Executive Forum”  (JDEF) which is used to discuss rota 
compliance, where fines can be spent, review the Guardian for Safe Working Trust board reports and in this 
Trust, review and approve rota template changes within the Trust. 
I was chair of this group, which included junior doctor representative, Director of Medical Education, Guardian 
of Safe Working and HR. The group met regularly throughout the year to at approve the changes in junior 
doctor rotas and ensure the rotas were compliant. 
  

 
Junior Doctors Awards and Consultant Awards 
The Junior Doctor Awards and Consultant awards were set up in 2018 to recognise the dedication and hard 
work of our junior doctor and consultant workforce and the valuable contribution they make to high quality 
patient care. This year the awards were held virtually, in July 2020, due to COVID-19.  Award winners received Page 287 of 315



 

certificates and prizes. Everyone nominated received a certificate of recognition with their individualised 
comments on it.  
 
These awards were an excellent morale booster during a difficult and stressful time. 
 
 
Fatigue and Facilities 
In September 2018 the Secretary of State announced that he was making available to NHS trusts in England 
£10m, to be spent in agreement with junior doctors locally to improve working conditions for junior doctors.  
I liaised with the junior doctors to make a list of items that needed purchasing. This list is currently is in the 
procurement phase.  
 
 
A Smarter Ward Round 
A recurring issue reported by Junior Doctors at the JD Forum was that of lack of ‘Computer on Wheels 
(COWs)’ while doing ward rounds. I conducted a survey in January 2020 to identify how we could 
improve ward rounds for the juniors, thereby improving their working lives. Suggestions included 
electronic requesting of radiology (a project that was already underway before I joined as CR) and 
increased access to computers, both COWs and tablets. I liaised with IT leads to source iPads to be 
used for ward rounds. 
 
Patient safety 
I regularly attended the Incident Review Panel (IRP). I was also helping to organise the trust’s annual 
Patient Safety & Quality Conference and had already started receiving abstracts from Junior Doctors 
when we had to postpone it due to the pandemic. Another key aspect of our role has been focused 
on patient safety initiatives.  

 
Other work 
As CR I have been invited to attend or facilitate a wide variety of meetings and also been involved in 
several other projects, which has strengthened my work and improved awareness of the role around 
the trust. These include: 

• Monthly trust inductions for junior doctors 
• Senior managers’ team meeting 
• Clinical directors’ forum 
• Bullying and harassment external workshop 
• Bedview and Minestrone Forum 
• Meeting with HEE for study budget 
• Meeting health secretary for junior doctor welfare 
• Working on the development of Digital Passports 
• Tutorials for SpRs in Healthcare Management at PHT 
• Organising General Internal Medicine Training Days for SpRs at PHT 

 
 

Work during COVID-19 
 
There are not many people who can say that they were Chief Resident during COVID-19. Being CR during the 
COVID-19 crisis, and to have the opportunity to lead from the front, has to be the proudest moment of my 
medical career to date. Not only did this role give me a  chance to be the voice of the junior doctors, but to 
actually have that voice listened to, respected and actioned at all levels within the Trust, has been an 
extremely moving experience.  
 
I have listed the many roles I played during the pandemic: 
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1.     Helped write up the emergency junior doctor rota for the hospital 
 
2.    Was heavily involved in coordinating the junior doctors in Zone 2 (Covered by 
Rheumatology/Dermatology/Endocrinology/Ophthalmology and Surgeons). 
I made the rota for this zone from scratch and liaised with Dermatology, Ophthalmology and Surgical trainees, 
ensuring they felt well-supported during their work on the wards. 
 
3.    Raised patient safety concerns when they arose in our Zone. 
 
4.     Liaised with the board and Zone 2 leads to start de-escalation process once the peak had passed.  
 
5.     Organised and collated questions for a virtual Q&A session with the Medical Director. After the session, I 
wrote back to the juniors with all the answers as well. 
 
6.     Helped the QI team at PHT recruit juniors for several QI projects during the pandemic 
 
7.     Put together a master resource for all things COVID19- related, from clinical knowledge to useful contacts 
and SOPs 

 
8.    Contacted Headspace early on to add our hospital to the list for the free trial 
 
9.  Been a contact between the board and the juniors during this time for any queries/issues. 
 
10.  Been involved in discussions regarding de-escalating the junior doctor rota as a whole 
 
 

My Experience and reflection on the Chief year 

This year has been an eye-opening experience for me. My role as Chief Resident showed me that sometimes 
it's not that simple to just do what obviously needs to be done. "Leadership is more than just solving problems 
with good ideas. You have to understand your idea, be able to pitch it in five different ways, bring people with 
you, keep the vision big enough to get people excited but small enough that it seems doable, and sometimes 
you have to choose which ones to put your energy behind and which to sacrifice". This quote by an FMLM fellow 
really sums it up for me. 

 

I have learned quite a few things this year- both professionally and personally. This year has been like no other 
given the COVID-19 crisis.  I gained experience of major incident planning and action, implemented on a 
timescale not previously seen within the NHS. I saw examples of excellent leadership during these testing times. 
I learnt that to be a good leader, firstly you must listen. Secondly, it is of utmost importance to acknowledge- 
acknowledge concerns, acknowledge anger and frustration and acknowledge hard work and effort. Thirdly, it is 
important to be accountable.  As Arnold H Glasow said, “A good leader takes little more than his share of the 
blame and little less than his share of the credit.” No one ever won a leadership award for finding a scapegoat 
to blame for a system failure. 

And lastly, I learnt that as a leader, you cannot make everyone happy. All you can do is give it your most sincere 
and honest effort and hope for the best. 

 
I found the role of chief resident to be extremely rewarding and would highly recommend it to my 
colleagues. The CR role at Portsmouth Hospitals Trust provides is excellent in the way it is structured. 
I had ample opportunity to be involved in senior leadership meetings throughout the year. I received 
support from senior management and have learnt a lot from them this year.
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report RESEARCH AND INNOVATION – REPORTING TO TRUST BOARD 
Board / 
Committee 

TRUST BOARD – 25TH NOVEMBER 2020 

Agenda item 
number 

148.20 

Executive lead Anoop Chauhan – Director of Research 

Author Dave Gordon – Board Secretary 

Date report 
written 

4th November 2020 

Action required Noting 

Executive 
summary 

The research and innovation function has previously brought its reports to Trust 
Board on a quarterly basis. The last of these was on 29th July 2020, which covered 
the first quarter of 2020 – 21.  
 
A new Research and Innovation Committee is to be established at the Trust. As is 
the case with much of the Trust Board’s business since the implementation of 
recommendations arising from the Well-led Review, this will report to the Board 
via a Committee. In the case of this body, this will be undertaken by the Quality 
and Performance Committee. This should assist the Board in providing its 
assurance role (as specified in recommendation seven from the Well-led Review), 
with the Committee considering the issues raised at their meeting and providing 
feedback on them prior to Trust Board’s receipt of the report.  
 
However, the Board is requested to note that the date for the first of these 
reports is likely to be in March 2021. This is due to the Research and Innovation 
Board presently drawing up its terms of reference and membership. This initial 
report to the Board will include the second quarter of 2020 – 21 and any 
subsequent reporting periods that have taken place in the interim to ensure 
Trust Board is fully apprised on the matter. 
 
Given the above, the previous method of reporting via a stand-alone report to 
the Board will cease with immediate effect. 
 

Appendices 
attached 

There are no appendices to this report. 
 
 

Recommendations Trust Board is requested to note this report. 
 
 

Next steps The reporting process for research and innovation outlined above will be 
adopted. 
 
 

Enclosure Number 

12 
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Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

  

 
  ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

  
 

  ✓ 

Links to Board 
Assurance 
Framework 

Not applicable 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

Not applicable. 

Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No equality implications. 
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The Trut Enc. 3a 3b 4 

Enc. 3a 3b 4   

 
Title of report RISK MANAGEMENT STRATEGY 
Board / 
Committee 

TRUST BOARD – 25TH NOVEMBER 2020 

Agenda item 
number 

149.20 

Executive lead Lois Howell – Director of Governance & Risk 

Author Annie Green – Head of Risk Management 

Date report 
written 

16th November 2020 

Action required Discussion / Approval – Trust Board reviews revised process detailed in the 
updated Risk Management Strategy.  

Executive 
summary 

The Trust’s Risk Management Strategy describes the processes via which the 
divisional and Board risk registers are scrutinized and approved.   
 
Those processes have changed since the Strategy was last approved, as a result 
of streamlining governance arrangements in light of the pandemic.  The revised 
Strategy describes the alternative arrangements in place.  Essentially, these 
provide for divisional risk registers to be reviewed at the Quality Delivery Group, 
rather than at Performance & Accountability meetings. 
 
The opportunity of the review has also been taken to reinforce arrangements for 
risks identified by the individual corporate functions to be reviewed at 
Committee level. 
 

Appendices 
attached 

Appendix A – Revised Risk Management Strategy 
 

Recommendations That the Trust Board approves the revised Risk Management Strategy. 
 

Next steps All relevant Committee Chairs and Administrators to be informed and requested 
to include review of Risk Registers as a standing item on the meeting agenda. 
 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 
✓ ✓ ✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 
✓ ✓ ✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

Not applicable 

Links to Board Risk 
Register 

Not applicable 

Compliance / 
Regulatory 
Implications 

Not applicable 

Enclosure Number 

13 

 

Page 293 of 315



Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No equality implications. 
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RISK MANAGEMENT STRATEGY 

 2018 - 2021 
 
 
 
Version 3.3 

Name of responsible (ratifying) committee Trust Board 

Date ratified  

Document Manager (job title) Head of Risk Management 

Date issued  

Review date 02 September 2021 

Electronic location Corporate Strategies 

Related Procedural Documents Risk Assessment and Monitoring Policy 

Key words Risk Register, Strategy. 

 

 

 

 
Version Tracking  

VERSION 
DATE 

RATIFIED 
BRIEF SUMMARY OF CHANGES AUTHOR 

3.3  Update committee responsibilities to review 
Corporate Functions Risk Registers. 

Head of Risk 
Management 

3.2 19 August 2019 Removal of divisional risk register review at 
Quality & Performance Committee. 

Update Corporate Risk Register to Board Risk 
Register 

Head of Risk 
Management 

3.1 05 July 2018- Risk scoring matrix updated to mirror Datix 
version 

Head of Risk 
Management 

3 5 July 2018 Strategy rewritten, to replace 2015 – 2018 
Strategy 

Director of Governance 
and Risk 
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1. INTRODUCTION 
An understanding of the risks that face NHS Trusts is crucial to the delivery of healthcare 
services. The business of healthcare is, by its nature, a high-risk activity and the process of risk 
management is an essential control mechanism. Effective risk management processes are 
central to providing Portsmouth Hospitals NHS Trust’s Board of Directors with assurance that 
services are delivered safely, effectively and in line with corporate strategic objectives. 
 
The Trust Board recognises that complete risk control and/or avoidance is impossible, but that 
risks can be minimised by making sound judgments from a range of fully identified and assessed 
options. 
 
The Trust’s aim, therefore, is to promote a risk awareness culture in which all risks are identified, 
assessed, understood and proactively managed. This will promote a way of working that ensures 
risk management is embedded in the Trust’s culture and becomes an integral part of the Trust’s 
objectives, plans, practices and management systems.  
 
This strategy applies to all Trust staff, agency staff and contractors, engaged on Trust business 
in respect of any aspect of that work. It is recognized that actions contain inherent risks. 

 

2. STATEMENT OF INTENT 
The Trust Board is committed to leading the organisation forward to deliver a high quality, 
sustainable service, achieving excellent results and making the very best use of public funds.  
 
The Board recognises that to deliver these objectives there is a need for robust systems and 
processes to support continuous improvement, enabling staff to integrate risk management into 
their daily activities wherever possible and supporting better decision making through a good 
understanding of risks and their likely impact. 
 
This can only be achieved through an ‘open and just’ culture where risk management is 
everyone’s business and where risks, accidents, mistakes and ‘near misses’ are identified 
promptly and acted upon in a positive and constructive way. Staff are, therefore, encouraged 
and supported to share best practice in a way that creates a culture of learning and a drive to 
reduce future risk: these are cornerstones of building safer, effective, and efficient care for the 
future.  
 
The Trust uses a web based risk management system, Datix, for the recording, management 
and reporting of incidents and risks at caregroup, divisional, corporate and strategic levels. 
 
This Risk Management Strategy/Policy is underpinned by a suite of policies guiding staff on the 
day to day delivery of effective risk management processes. These linked policies are listed in 
section 12.  
 

3. WHOSE RESPONSIBILITY IS RISK MANAGEMENT? 
The success of the risk management programme is dependent on defined and demonstrated 
support and leadership offered by the Trust Board as a whole.  
 
However, the day-to-day management of risk is the responsibility of everyone in our organisation 
at every level, and the identification and management of risks requires the active engagement 
and involvement of staff at all levels.   Our staff are best placed to understand the risks relevant 
to their areas of work and must be enabled to manage these risks, within a structured risk 
management framework.    

 

4. AIMS AND OBJECTIVES 
The aim of this strategy is to strengthen the existing risk management framework, further embed 
risk management at a divisional and local level, and ensure appropriate escalation of the risks 
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through the organisation to the Board. In addition, greater local level ownership of risk, enhanced 
clarity regarding roles and responsibilities for risk management and strengthened governance 
arrangements will support delivery of improved risk management. The strategy is supported with 
an implementation plan, with objectives to support the achievement of the aims, as outlined 
below. Both the strategy and implementation plan will be monitored by the Quality & 
Performance Committee. 
 
The key objectives of the Risk Management Strategy are to: 

 
I. Embed risk management at all levels of the organisation 

II. Create a culture which supports risk management 
III. Provide the tools and training to support risk management 
IV. Embed the Trust’s risk appetite in decision making 
V. Measure the impact of implementation 

 

5. EMBED RISK MANAGEMENT AT ALL LEVELS OF THE ORGANISATION 
One of the key aims of this strategy is to ensure greater local ownership of risks. To achieve 
this, we will continue to strengthen risk registers at Divisional, Care Group and specialty level, 
supported by clear criteria and timeframes for escalation of risks.  
 
To support this greater local ownership of risks, the roles and responsibilities for risk 
identification, assessment, management and monitoring will be clarified and clearly articulated 
in relevant role and job descriptions in the Trust’s revised structure.  This will help to ensure 
clear escalation of risks between the different levels of the organisation, from ‘ward to board’.  

 
5.1 Wards and Departments 

 
Wards and clinical Departments will be required to identify, assess and monitor risks as they 
arise or are anticipated in accordance with the Risk Assessment Policy.  Risks may be identified 
as a result of  

• Incidents 

• Complaints 

• Claims 

• Serious Incidents Requiring Investigation and Never Events 

• Risk Assessments 

• External and internal reviews, inspections and assessments 

• External and internal audit activity  
All such risks will be referred to and recorded on Speciality Risk Registers, which will then be 
used to ensure the effective management of those risks. 

    
5.2 Specialty Risk Registers 

 
Specialty Risk Registers will be comprised of all risks identified in the wards and clinical 
departments included in that Specialty.  They will be reviewed at Specialty Governance 
Committee meetings. 

 
5.3 Care Group Risk Registers 

 
Care Groups will be required to maintain Risk Registers, comprised of all risks on the Specialty 
Risk Registers in that Care Group, plus such other risks as have been identified as relevant to 
the Care Group as a whole.  Speciality Risk Register risks may be amalgamated on the Care 
Group Risk Register if their management will be more effective when addressed at Care Group, 
rather than Speciality, level.  Care Group Risk Registers will be owned by, and reviewed at, Care 
Group Governance Committee meetings. 
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5.4 Divisional Risk Registers 
 

Each Division will have a Risk Register which reflects the risks it faces as a whole, plus the Care 
Group and Specialty level risks which require Divisional management, in accordance with the 
Trust Risk Appetite (see section 8 below).   Divisional Risk Registers will be owned by and 
reviewed by Divisional Specialty Governance Committees and the Quality Delivery Group.  

 
5.5 Corporate Services Risk Registers 

 
The Corporate services (Human Resources, Finance (including Estates), Integrated 
Governance, Corporate Nursing and Medical Director) will also be required to develop and 
maintain Risk Registers which reflect the risks relevant to their services which are not 
incorporated into any of the other Risk Registers identified at paras 5.2 to 5.4 above.   The 
Corporate Services Risk Registers will be owned by the Service Management teams and 
reviewed by the relevant committee e.g Finance and Infrastructure Committee, Estates 
Committee, IT Committee, Data Protection and Data Quality Committee, Workforce & 
Organisational Development Committee.    

 
5.6 The Board Risk Register 

 
The Board Risk Register will be comprised of all risks on the Divisional and Corporate Services 
Risk Registers which score 15 and above, plus other risks which are identified as likely to affect 
the organisation as a whole or as best managed at a Board level.  Divisional and Corporate 
Services Risk Register risks may be amalgamated on the Board Risk Register where appropriate 
for effective oversight and/or management. 
 
Lower scoring risks which occur across the Divisions or Corporate Services may also appear on 
the Board Risk Register if they are unlikely to be managed effectively if they are not addressed 
at a Board level. 
 
The draft Board Risk Register will be produced by the Integrated Governance Directorate for 
consideration by the Quality & Performance Committee on a quarterly basis.  The Committee 
will recommend the draft Board Risk Register, with amendments, as required, to the Board of 
Directors for adoption.    
 
Appendix 1 describes these arrangements in diagrammatic form.    

 

6.   CREATE A CULTURE WHICH SUPPORTS RISK MANAGEMENT 
 

6.1 Roles and responsibilities 
 
A key component of an effective and mature risk management framework is a culture of 
knowledge and understanding of risk management and leadership. This means that roles and 
responsibilities need to be clearly defined so that risk management is ‘owned’ by appropriate 
members of staff, and that all staff are encouraged to be more risk-aware through promotion of 
openness and support for local management of risk where possible. It also means visible and 
supportive leadership from the Board in ensuring effective systems and processes for the 
management and escalation of risks. 
 
The Trust has board level leadership for risk management and a clear committee structure that 
supports the aggregation and escalation of risk at Divisional level through the Performance & 
Accountability.  
We have already identified and strengthened the leadership within the risk management 
framework by aligning the management of operational and strategic risk under an Executive 
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Director (Director of Governance and Risk) and ensuring Non-Executive level input and 
challenge into the Quality & Performance Committee. 
 
Appendix 2 describes individual roles and responsibilities in connection with risk management. 
 
Divisional Risk Registers will be used by the Executive team to inform discussion at the Quality 
Delivery Group meetings to ensure that risk is considered collectively and holistically, along with 
financial and operational performance.   These meetings will be the mechanism by which 
Divisional Management Teams are held to account for the management of all aspects of the 
division, including the management of divisional risks. 
 
The Quality & Performance Committee will review the Board and Corporate Services risk 
registers on a quarterly basis to ensure that risks are being managed effectively and that lessons 
and risk information are being shared across the organisation.    These reviews will inform the 
Committee’s decisions in respect of the recommendation of the draft Board Risk Register to the 
Board for adoption. 
 
Other Board committees (see Appendix 3) play a role in risk management, as outlined in 
Appendix 1. 

 
6.2 Interface Between Board Risk Register and Board Assurance Framework (BAF) 

 
The BAF is a tool via which risks to the achievement of the Trust’s strategic objectives are 
managed and reported to the Board.  Risks recorded on the Board Risk Register may also 
appear on the BAF if they have the potential to compromise delivery of corporate strategic 
objectives.  Not every high scoring item of the Board Risk Register will appear on the BAF, and 
not all BAF entries will appear on the Board Risk Register, which is a tool for the management 
of operational risk.    
 
The Director of Governance and Risk produces the BAF and oversees the relationship 
between the BAF and the Board Risk Register.   

 
6.3 Board engagement in risk management 

 
As well as structure, a mature risk management culture requires risk management to be at the 
heart of board level discussion. To enhance the maturity of existing conversations at board level, 
one of the aims of this strategy is to create a clear link between assurance, risk management, 
corporate governance and regulation. Using the agreed risk appetite matrix, the Board can set 
out a framework within which all risk should be considered, linking objectives, business planning 
and risk appetite. This will also help to develop an approach that engenders risk forecasting. 
 
The Board will receive a quarterly Board Risk Register for consideration and adoption, as 
recommended by the Quality & Performance Committee.  The Board will also receive a 
quarterly Board Assurance Framework, proposed by the Director of Governance and Risk.  
The Board will use both of these documents to guide its agenda setting, further information 
and assurance requests and to inform key decision making, particularly about the allocation of 
financial and other resources. 

 
To this end, each adopted iteration of both the Board Risk Register and the BAF will be sent by 
the Board to  

• the Finance and Investment Committee to inform financial decision making and 
budget setting 

• the Audit Committee to inform the planning of audit activity 

• the Workforce and Organisational Development Committee to inform human 
resources and training and development decisions       

Page 300 of 315



 

7. PROVIDE THE TOOLS AND TRAINING TO SUPPORT RISK MANAGEMENT 
In order to develop a culture for risk management and to ensure successful implementation of 
this strategy, there needs to be a targeted training programme for staff to supplement existing 
training provision. 
 
Risk management training and awareness already occurs in a number of different methods. The 
Board will have a training and awareness raising session on risk management once a year as 
part of the board development programme, and risk, governance and quality feature in a number 
of leadership development programmes.  The training and development programmes for 
Divisional Management teams will include significant amounts of risk management training.      
 
We recognise that in order to implement this strategy successfully we will need to develop a 
more structured risk management training programme to increase staff knowledge and 
understanding of risk management for specific staff groups.  That training will help to embed a 
consistent language of risk management, including concepts such as controls, mitigations, 
assurances and target risk. This will enhance the quality of conversation and consistency of 
approach. We will therefore review the existing training programme and training materials to 
ensure appropriate knowledge and skills in risk management at different levels of the 
organisation. 
 
Management of risk at Operational levels is supported by Governance Leads. We aim to further 
standardise, develop and support these roles to ensure the delivery of this strategy. We will also 
create local ownership of risk management through involvement of staff in designing the tools to 
manage risk and training programmes.  

 
Increasing transparency of the Divisional, Care Group and Corporate Services risk registers will 
support all risk management activity, and will be achieved by utilising the risk register module 
within the DatixWeb incident reporting system.  This will allow for ease of transference of risks 
and enable incidents, claims and complaints to be linked to specific identified risks. 

 

8. EMBED THE TRUST’S RISK APPETITE IN DECISION MAKING 
Considered risk taking is encouraged in order to support innovation, research & development 
within authorised and defined limits. The priority is to mitigate those risks that impact on safety, 
and reduce our financial, operational and reputational risks. 

 
8.1  Acceptable Risk 
 

The Trust acknowledges that some of its activities may, unless properly controlled, create 
organisational risks, and/or risks to staff, patients and others. The Trust will therefore make all 
efforts to eliminate risk or ensure that risks are contained and controlled so that they are as low 
as reasonably practical. 
 
However it is not always possible to reduce or mitigate an identified risk completely and it may 
be necessary to make judgments about achieving the correct balance between benefit and risk. 
A balance needs to be struck between the costs of managing a risk and the benefits to be gained.   
A decision must therefore be made regarding the level at which a risk would be deemed 
tolerable. A risk is considered acceptable when there are adequate control measures in place 
and the risk has been managed as far as is considered to be reasonably practicable.  

 
Where a risk has been reduced to the point where the cost of further controls to reduce the risk 
outweigh the benefit they may provide, it may not be considered reasonably practicable to 
implement those controls. However, such position must be fully demonstrated before it can be 
accepted.  
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8.2  Risk Appetite.  

 
Risk appetite can be defined as the amount of risk, on a broad level, that an organisation is 
willing to accept in the pursuit of its strategic objectives. 
 
Risk appetite is a core consideration in any corporate risk management approach. No 
organisation, whether in the private, public or third sector can achieve its objectives without 
taking a risk. The question for the decision-makers is how much risk do they need, or are 
prepared, to take. 
 
The UK Corporate Governance Code states that “the board is responsible for determining the 
nature and extent of the significant risks it is willing to take in achieving its strategic decisions”. 
As well as meeting the requirements imposed by corporate governance standards, organisations 
are increasingly being asked to express clearly the extent of their willingness to take risk to meet 
their strategic objectives. 
 
Risk appetite, correctly defined, approached and implemented, should be a fundamental 
business concept that makes a difference to how organisations are run. The strategy will be to 
develop an approach to risk appetite that is practical and pragmatic, and that makes a difference 
to the quality of decision-making, so that decision-makers understand the risks in any proposal 
and the degree of risk to which they are permitted to expose the organisation while encouraging 
enterprise and innovation. 
 
The Trust’s risk appetite is expressed in two key ways.  Firstly, through the score attributed to 
particular risk impacts, and secondly through the approach to risks which have specific overall 
risk scores.    

 
8.3 Risk impact scores. 

 
The Trust uses a risk matrix which is common across the NHS and based on AS/NZS 4360:1999, 
a globally recognised standard for risk measurement and management. 

 

 
 

Describing the types of impact which attract each of the scores from 1 to 5 is another key way 
that the Trust can indicate its risk appetite.  A table of example risk impacts is set out at Appendix 
4 and will be included in the Risk Assessment Policy to ensure that staff are guided by the Trust’s 
Risk Appetite in attributing impact scores to reported risks.  
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  Very low and low risks (1-8) 

 
Most risks will be graded into these less serious categories and can normally be managed 
through local action by line managers and local risk registers. 

Risk Further Action By Whom 

Very low 
 

Score 1-3 

Acceptable 
 

• Inform all appropriate 
stakeholders 

• Take action to reduce risk 
where necessary and 
within authority 

• Maintain electronic 
records via Datix 

All staff 

Low 
 

Score 4-8 

Acceptable risk. As above 
plus: 

• Discuss whether any 
further action should be 
taken to reduce future 
risk 

• Report to local 
governance group for 
management 

Departmental 
Lead/Supervisor/Ward 
Manager/Team Leader 

 
Moderate risks 
 
Those risks classed as moderate will be addressed by a Clinical Director of the service area, 
Deputy Directors or Associate Directors. Where risks are complex, separate risk assessments 
and action plans must be recorded on Datix for all identified moderate risks to determine the 
most appropriate way of dealing with the risk. This will be reported to the appropriate group e.g. 
Divisional Governance Group and Quality Delivery Group meetings or Corporate Services 
committees. 

Risk Further Action By Whom 

Moderate 
 

Score 9-12 

Considerable risk 
 

• For complex risks, 
complete and record full 
risk assessment and 
action plan on Datix 

• Inform all appropriate 
stakeholders 

• Take action to reduce 
risk within authority 

• All risk updates recorded 
on Datix 

• Discuss further actions to 
be taken to reduce risk 

• Upload all supporting 
information to Datix e.g. 
reports, business cases 

• Report to Divisional 
Governance Group for 
management 

Clinical Directors 
Deputy Directors 

Associate Directors 
General Manager 
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High risks (15+) 
 
All high risks will be recorded on the Board risk register and reported 4 times per year by the 
Director of Governance and Risk to the Board to approve action plans and monitor progress. 

 
8.4  Risk Registers 

 
Speciality Risk Registers 
 
All specialities are required to maintain a risk register of identified risks; these can be proactive 
or reactive risks pertinent to the service or area and monitored at least monthly by the 
responsible team.  Risks scoring 10 or below can be managed at speciality level.   
 
Care Group Risk Registers 
 
These are held by each Care Group and monitored monthly by the responsible team. Speciality 
risk registers are reviewed regularly by the Care Group governance committee where high level 
risks (scoring 12 or above) identified at local level can be discussed and agreed for inclusion on 
the Care Group risk register. 
 
Divisional Risk Registers/Corporate Services Risk Registers 
 
These are held by each Division/Corporate service and monitored monthly by the responsible 
team. Any risk that the Care Group cannot manage, that has the potential to affect the Division 
as a whole, or scores 15 or above should be discussed and potentially be escalated to the 
Divisional risk register. 
 
 

• Place on to Specialty risk 
register and Divisional 
risk register if requires 
divisional management 

• Risk to be 
managed/monitored at 
specialty/divisional 
governance group 

• Risks to be discussed 
with the Divisional 
Management Team and 
at Quality Delivery Group 
or Corporate Services 
committees on a monthly 
basis 

Risk Further Action By Whom 

High 
 

Score 15-25 

Significant risk. As above 
plus: 
 

• Board risk register will be 
reviewed 4 times a year 
at Q&P Committee 

• Board risk register will be 
reviewed by the Trust 
Board 4 times a year. 

Executive Directors 
Divisional 

Directors/Management Team 
Deputy/Associate Directors 

Associate Director of 
Governance and Risk/Quality 
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Board Risk Register 
 
Divisional/Corporate Services Risk Registers will be appraised monthly at the Quality Delivery 
Group meetings or Corporate Service committees where management of risks will be assessed.  
Risks scored 15 or above will be discussed and consideration given to whether escalation to the 
draft Board Risk Register is required. 

 

9. MEASURE THE IMPACT OF IMPLEMENTATION OF THE RISK MANAGEMENT 
STRATEGY/POLICY 
There is a need to measure the impact of the strategy, to measure its effectiveness in developing 
the maturity of the Trust’s risk management framework. We will therefore review the strategy on 
an annual basis and its implementation plan on a quarterly basis, via the Quality & Performance 
Committee. 
 
In order to measure the impact of implementation of this strategy, we will complete an annual 
risk maturity assessment to evaluate performance and progress in  

• developing and maintaining effective risk management capability, and  

• assessing the impact on delivering effective risk handling and required/planned 
outcomes.  

 
Amongst the measures we will use to measure the impact of the implementation of the strategy 
are 

• Audit of Committee minutes to show risk is discussed 

• Audit of risk review dates to ensure timely review 

• Audit of whether risk scores change at appropriate rates and how quickly risks appear 
on, and are removed from, risk registers 

• The extent to which risk is cited in decision making at divisional and corporate levels 

• Audit of incidents and complaints to identify whether  
o they feed through into risk registers 
o the identification and management of a risk leads to a decrease in associated 

incident and complaints 

• Audit of whether learning about  / from risks is shared across divisions and specialties    

 
Tools to measure implementation of the strategy may vary from year to year to reflect other audit 
and governance activity in hand. 

 

10. EQUALITY IMPACT STATEMENT 
Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is reasonably 
practicable, the way we provide services to the public and the way we treat our staff reflects 
their individual needs and does not discriminate against individuals or groups on any grounds. 

 
This policy has been assessed accordingly 

 
Our values are the core of what Portsmouth Hospitals NHS Trust is and what we cherish.  
They are beliefs that manifest in the behaviours our employees display in the workplace.  
Our Values were developed after listening to our staff.  They bring the Trust closer to its vision 
to be the best hospital, providing the best care by the best people and ensure that our patients 
are at the centre of all we do. 
We are committed to promoting a culture founded on these values which form the ‘heart’ of our 
Trust: 
Respect and dignity 
Quality of care 
Working together 
Efficiency 
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This policy should be read and implemented with the Trust Values in mind at all times. 
 
 
 

11. MONITORING COMPLIANCE WITH THE RISK MANAGEMENT STRATEGY 
 

Element to be 
monitored 

Lead Tool Frequency 
Reporting 

arrangements 

Leads for 
Acting on 

Recommenda
tions 

Risk Management 
structure and 
committee 
functions are 
operating as per 
this Strategy 

Head of Risk 
Management 

• Internal 
Audit 

Annually Reported to: 

• Trust Board 

• Audit Committee 

• Quality & 
Performance 
Committee 

Head of Risk 
Management 

Local management 
of risk (risk 
registers) is 
operating as set 
out in this strategy 

Head of Risk 
Management 

• Internal 
Audit 

Annual Reported to: 

• Trust Board 

• Audit Committee 

• Quality & 
Performance 
Committee 

Divisional 
Management 
Teams 

 

12. ASSOCIATED DOCUMENTATION 
The following internal and external documents support the implementation of the Risk 
Management Strategy  

 
 

Internal – these can be found on the Trust’s Intranet site. 
 

• Duty of Candour and Being Open Policy 

• Claims Management Policy 

• Transformation Programme Development (Including Quality Impact Assessment) 

• Health and Safety Policy 

• Major Incident Response Policy 

• Maternity Risk Management Strategy  

• Safety Learning Event including Serious Incident Requiring Investigation Management 
Policy 

• Complaints Concerns Comments and Plaudits Management Policy 

• Risk Assessment and Monitoring Policy 

• Raising Concerns (Whistleblowing) Policy 

 
If, for any reason, a member of staff does not have access to the Trust Intranet a hard copy can 
be made available by their line manager or the Risk Management Department 

 
External: 
 

• An Organisation with a Memory: Department of Health 2000 www.dh.gov.uk 

• Building a Safer NHS: Department of Health (2002) www.dh.gov.uk 
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http://www.dh.gov.uk/
http://www.dh.gov.uk/


• Building a Memory: preventing harm, reducing risks and improving patient safety: 
National Patient Safety Agency (2005) www.npsa.nhs.uk 

• Being Open: National Patient Safety Agency (2005) www.npsa.nhs.uk 

• National Standards, Local Action, Health and Social Care Standards and Planning 
Framework: Department of Health (2004) www.dh.gov.uk 

• Assurance: The Board Agenda: Department of Health. (2002) www.dh.gov.uk 

• The Handbook to the NHS Constitution www.dh.gov.uk 

• Acute Hospitals: Provider Handbook www.cqc.org.uk 

• The NHS Outcomes Framework 2013/14 – DoH www.dh.gov.uk 

• Equity and Excellence: Liberating the NHS – DoH 2010 www.dh.gov.uk 

• Assurance: The Board Agenda – DoH 2002  

• Management of Risk: A Strategic Overview – HM Treasury 2000 

 

 

13. REVIEW 
This Strategy will be reviewed in 2021, unless requirements change.  
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APPENDIX 1: DIAGRAMMATIC REPRESENTATION OF ROUTE FROM WARD TO 
BOARD 
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APPENDIX 2: DUTY OF KEY INDIVIDUALS IN THE RISK MANAGEMENT FRAMEWORK 
 
Chief Executive: is the Accountable Officer for the Trust and has overall responsibility for the 
management of risk. The Chief Executive has delegated this responsibility to an Executive Lead for 
Risk Director of Governance and Risk The Executive Lead for Risk is responsible for reporting to the 
Trust Board on the development and progress of Risk Management, and for ensuring that the Risk 
Management Strategy is implemented and evaluated effectively. 
 

Executive and Non-Executive Directors: 
The Executive and Non-Executive Directors have a collective responsibility as a Trust Board to 
ensure that the Risk Management processes are providing them with adequate and appropriate 
information and assurances relating to risks against the Trust’s objectives. 
 

Non-Executive Directors: have a responsibility to scrutinise and, where necessary, challenge the 
robustness of systems and processes in place for the management of risk. 
 

Director of Governance and Risk: is the Executive lead for clinical and corporate governance, and 
operational and strategic risk. In partnership with the Medical Director and Chief Nurse, the post 
holder ensures organisational arrangements are in place, which satisfy legal requirements of the 
Trust with regard to the quality and safety arrangements for patients and staff; including delivery of 
processes to enable effective risk management and clinical standards.  The Director of Governance 
and Risk is also responsible for the work of the Board and its Committees and for ensuring integration 
of their activities with respect particularly to their governance and regulatory responsibilities, and for 
management of the Board Assurance Framework. 
 

Chief Operating Officer: has executive responsibilities, which include effective and safe delivery of 
clinical services through effective operational governance arrangements across the organisation. 
 

Chief Financial Officer: has executive responsibility for the financial governance arrangements 
throughout the organisation, including overseeing financial performance management at corporate 
and Directorate level 
 

Associate Director of Governance and Risk supports the Director of Governance and Risk, Chief 
Nurse and the Medical Director with regard to their safety and risk management responsibilities. This 
includes overseeing the risk management function, encompassing the Trust Risk Register, 
Statement on Internal Control and compliance with the requirements of the CQC standards. 
 
Risk Management Team: has responsibility for the operational delivery and implementation of the 
Risk Management Strategy/Policy and associated policies/processes. 
 
Divisional Management Teams: the teams comprise a Divisional Director (Clinical), Divisional 
Operational Director and Divisional Nursing / Medical Director, who have delegated authority and 
responsibility for: directing governance activity; managing risk and developing monitoring systems 
for providing assurance that activity is being carried out appropriately. This includes approving the 
provisional addition of new risks to the Divisional Risk Registers, prior to their formal consideration 
by Divisional Clinical Governance Committees.  The Teams are also responsible for escalating any 
issues up through the governance structure.  
 
Managers: have delegated responsibility and authority with regard to the management of quality, 
risk and performance within their specific spheres of activity included in their job descriptions. 
Managers are also responsible for escalating issues up through their designated governance 
structures.  
 
Governance Leads:  Governance Leads support the Divisional Management Teams in the day to 
day identification, assessment, management and reporting of risk.     
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All Staff: are responsible for their own and others health and safety within their immediate workplace 
and for participating in the wider governance, quality and risk management activities, as appropriate, 
and have these responsibilities included in their job descriptions. Staff are also responsible for 
escalating issues and risks up through their designated line management structures. 
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APPENDIX 3: ORGANISATIONAL COMMITTEE STRUCTURE 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Board of Directors 

Charitable 
Funds 

Committee 

Appointments & 
Remuneration 

Committee 

Data Protection and Data 

Security Committee 

Finance & 

Infrastructure 

Committee 

Workforce & 

Organisational 

Development 

Committee 

Audit 

Committee 

Quality & 

Performance 

Committee 

Trust Leadership 

Team 

Estates Committee 
Information 

Technology 

Committee 

Advisory Groups 

Quality Delivery 

Group 
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APPENDIX 4 – RISK IMPACT DESCRIPTORS 
 

Descriptor Insignificant Minor Moderate Major Extreme 

Score 1 2 3 4 5 

 

Impact on 
individual Patient/ 
Employee/Visitor 

Safety 

 

 
Minor injury not requiring first aid. 

 

No permanent injury 
(psychological, emotional, 

physical) Minor injury or illness, 
first aid treatment required. 

Semi-permanent injury 
(psychological, emotional, 

physical). increase in treatment for 
a patient i.e. return to surgery, an 

unplanned readmission 
RIDDOR/Agency reportable. 

 

Permanent injury, serious 
disability, reduced life expectancy 

(psychological, emotional, 
physical). 

 

 
Unexpected death. 

Patient Experience 
Unsatisfactory patient experience not 

directly related to patient care. 
Unsatisfactory patient experience 

readily resolvable. 
Mismanagement of patient care. 

Serious mismanagement of patient 
care. 

Totally unsatisfactory patient 
outcome or experience. 

 
Complaints/Claims 

 

Locally resolved complaint. 
Justified complaint peripheral to 

clinical care. 

Below excess claim. Justified 
complaint involving lack of 

appropriate care. 

Claim above excess level. Multiple 
justified complaints. 

Multiple claims or single major 
claim. 

Objectives/ 
Projects 

Insignificant cost increase/schedule 
slippage. Barely noticeable reduction 

in scope or quality. 

<5% over budget/schedule 
slippage. Minor reduction in 

quality/scope. 

5-10% over budget/schedule 
slippage. Reduction in scope or 

quality. 

10-25% over budget/schedule 
slippage. Doesn’t meet secondary 

objectives. 

>25% over budget/schedule 
slippage. Doesn’t meet primary 

objectives. 

Clinical Service/ 
Business 

Interruption 

 
Local interruption with back up. 

 
Local interruption. 

 
Loss/interruption > 1 hour. 

 
Loss/interruption > 8 hours. 

 
Loss/interruption > 24 hours. 

 

Staffing & 
Competence 

 

Short term low staff level temporarily 
reduces service quality (<1 day). 

 

On-going low staffing level 
reduces service quality. 

Late delivery of key objective/ 
service due to lack of staff. Minor 

error due to poor training. On- 
going unsafe staffing level. 

Uncertain delivery of key objective 
/service due to lack of staff. 

Serious error due to poor training. 

Non-delivery of key objective/ 
service due to lack of staff. Loss 
of key staff. Critical error due to 

insufficient training. 

Financial Less than £100. <£1000 but >£100. <£10,000 but >£1000. <£100,000 but >£10,000. <£100,000 to reduce the risk. 

 
Inspection/Audit 

Minor recommendations. Minor non- 
compliance with standards. 

Recommendations given. Non- 
compliance with standards. 

Reduced rating. Challenging 
recommendations. Non- 

compliance with core standards. 

Enforcement Action. Low rating. 
Critical report. Major non- 

compliance with core standards. 

Prosecution. Zero rating. 
Severely critical report. 

Adverse Publicity/ 
Reputation 

 

Rumours. 
Local media – short term. Minor 

effect on staff morale. 
Local media – long term. 

Significant effect on staff morale. 

 

National media < 3 days. 
National media >3 day. MP 
concern (Questions in the 

House). 

 

Counter Fraud 
Interception of non-recurring fraud 

with no losses. 

Small losses incurred from 
fraud/error but no evidence to 

support sanctions. 

Investigation leading to minor 
disciplinary sanction only. 

Criminal investigation and possible 
dismissal. Local press coverage. 

Criminal investigation. National 
press coverage. Poor systems 

exposed. 
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           EQUALITY IMPACT SCREENING TOOL 

To be completed and attached to any procedural document when submitted to the appropriate 
committee for consideration and approval for service and policy changes/amendments. 

 

Stage 1 -  Screening  

 
Title of Procedural Document: Trust Risk Management Strategy/Policy 
 

Date of Assessment 02.11.2020 Responsible 
Department 

Risk Department 

Name of person 
completing 
assessment 

Annie Green Job Title Head of Risk Management 

Does the policy/function affect one group less or more favourably than another on the basis 
of : 

 Yes/No Comments 

• Age No  

• Disability No  

• Gender reassignment No  

• Pregnancy and Maternity No  

• Race No  

• Sex No  

• Religion or Belief No  

• Sexual Orientation No  

• Marriage and Civil Partnership No  

If the answer to all of the above questions is NO, 
the EIA is complete. If YES, a full impact 
assessment is required: go on to stage 2, page 2 

 

  

More Information can be found be following the link 
below 

 

 

www.legislation.gov.uk/ukpga/2010/15/contents 
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Stage 2 – Full Impact Assessment 

What is the impact Level of 
Impact 

Mitigating Actions 

(what needs to be done to 
minimise / remove the 

impact) 

Responsible 
Officer 

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Monitoring of Actions 

The monitoring of actions to mitigate any impact will be undertaken at the appropriate level 

 

Specialty Procedural Document:  Specialty Governance Committee 

Clinical Service Centre Procedural Document: Clinical Service Centre Governance Committee 

Corporate Procedural Document: Relevant Corporate Committee 

 

All actions will be further monitored as part of reporting schedule to the Equality and Diversity 
Committee 
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Executive Directors

Mark Cubbon ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Anoop Chauhan ✓ ✓

Nicole Cornelius ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

John Knighton ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Liz Rix ✓ X ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Lois Howell ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Penny Emerit ✓ ✓ X ✓ ✓ ✓ ✓ ✓ ✓ ✓

Nigel Kee ✓ ✓ X ✓ ✓ ✓ ✓ ✓

Mark Orchard ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Helen Bray ✓ ✓ ✓

Non-Executive Directors

Melloney Poole ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Christine Slaymaker ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

David Parfitt ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Gary Hay ✓ ✓ X ✓ ✓ ✓ ✓ ✓ X ✓

Inga Kennedy ✓ X ✓ X ✓ X ✓ ✓ ✓ X

Martin Rolfe ✓ ✓ X ✓ ✓ ✓ ✓ ✓ ✓ ✓

Roger Burke-Hamilton X ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Graham Galbraith ✓ ✓

✓

X

Attended

Apologies given

TRUST BOARD ATTENDANCE RECORD
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