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TRUST BOARD MEETING IN PUBLIC 
 
 

Wednesday 28th July 2021  
09:30 – 13:00 

via Microsoft Teams 
 

A G E N D A 

 

 
Item No. Time Item Enclosure  

Y/N 
Presented 
by 

064.21 09.30 Welcome, apologies and declaration of interests 
(to ascertain whether any Member has a conflict of 
interest with any items on the Agenda) 

N Chair 

065.21 09.32 Minutes of the last meeting – 26th May 2021 1 Chair 

066.21 09.35 Matters arising/summary of agreed actions 2 Chair 

067.21 09.37 Notification of any other business N/A Chair 

068.21 09.40 Staff story N/A Chair 

069.21 10.10 Chair’s opening remarks N/A Chair 

070.21 10.20 Chief Executive’s report 3 CEO 

071.21 10.30 Operating context N COO 

STRATEGY 

072.21 10.40 
Building Better Emergency Care – Outline 
Business Case 

4 CFO 

073.21 11.00 Integrated Care System – design framework 5 DSP 

 
QUALITY, SAFETY AND PERFORMANCE 
 

074.21 11.30 

 
Quality and Performance Committee feedback 

• 21st June 2021 
o Care Quality Commission inspection – 

Maternity Services  
o Quality Accounts 2020 – 21 

• 19th July 2021  
o Safeguarding Annual Report 2020 – 21 
o Board Risk Register 

 

6 
Committee 
Chair 

075.21 11.40 

 
Safety, quality and operational performance 
report analysis 
 

N** 
MD / CN  
/ COO 

Page 3 of 253



 

 

 
FINANCE AND INFRASTRUCTURE 
 

076.21 12.00 

 
Finance and Infrastructure Committee feedback 

• 22nd June 2021 

• 20th July 2021 
 

7 
Committee 
Chair 

077.21 12.10 
 
Financial performance report analysis 
 

N** CFO 

 
WORKFORCE AND ORGANISATIONAL DEVELOPMENT 
 

078.21 12.20 

 
Workforce and organisational development 
performance report 
 

 
N** 

 
DWOD 

AUDIT AND GOVERNANCE 

079.21 12.30 

 
Audit Committee feedback 

• 7th June 2021 

• 12th July 2021 
 

8 

 
Committee 
Chair 
 

 
FOR NOTING / INFORMATION 

080.21 12.40 Record of attendance 
 
9 
 

Chair 

081.21 12.45 Any other business N Chair 

082.21 12.50 

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

N Chair 

 
083.21 

 
 

 

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

N Chair 

 
084.21 

 
 

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

 
N 

 
All 

 
Date of next meeting:  Wednesday 29th September 2021 
Royal Maritime Club, Queen Street, Portsea, Portsmouth PO1 3HS 
 

 
N 

 
Chair 

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

Held on Wednesday 26th May 2021 
Via Microsoft Teams 

 
MINUTES 

 
Present: Melloney Poole  Chairman  
 Roger Burke-Hamilton  Non-Executive Director  
 Graham Galbraith  Non-Executive Director 
 Gary Hay  Non-Executive Director 
 David Parfitt  Non-Executive Director  
 Martin Rolfe  Non-Executive Director  
 Christine Slaymaker  Non-Executive Director  
 Vivek Srivastava  Non-Executive Director 
 Aswinkumar Vasireddy  Non-Executive Director 
 Penny Emerit  Chief Executive Officer  
 Chris Evans  Chief Operating Officer 
 John Knighton  Medical Director  

 Mark Orchard  Chief Financial Officer  
 Liz Rix   Chief Nurse  

 
In Attendance:  Anoop Chauhan  Director of Research  
  Nicole Cornelius  Chief People Officer 
  Lois Howell   Director of Governance and Risk    
  Graham Terry  Director of Strategy and Performance  
 
  Lettie Barrable  Litigation Manager (for minute 044.21) 
  Dannie Honey  Named Midwife for Safeguarding (for minute 044.21) 
  Sarah Thompson  Head of Safeguarding (for minute 044.21) 
  
  Dave Gordon  Committee Clerk (minutes) 
 

Item No Minute 
 

040.21 Welcome, apologies and declarations of interest 
 
The Chairman welcomed all to the meeting. Apologies were received from Inga Kennedy 
(Non-Executive Director).  
  
No declarations of interest were made. 

  

041.21 Minutes of the last meeting – 31st March 2021 
 
The minutes of the meeting of 31st March 2021 were approved as a true and accurate 
record.  

  

042.21 Matters arising / summary of agreed actions 
 
The Board noted the summary of agreed actions.  

  

043.21 Notification of any other business 
 
No supplementary business was raised. 
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044.21 Patient story 
 
The Chief Nurse introduced the story, centring on a Court of Protection application for a 
patient.  The case had involved significant cooperation between clinical and corporate 
teams in the Trust.  The Judge in the matter had commended the Trust for its diligence in 
making the application. 
 
The Chairman referred to the number of vulnerable patients being treated by the Trust at 
present and asked whether the number of such cases was likely to rise. The Head of 
Safeguarding responded that Court of Protection applications remained rare; however, 
their complexity was increasing. The safeguarding team had also been strengthened with 
a more diverse skills base given the workload being experienced; this had allowed for a 
proactive approach to be taken and the establishment of multi-disciplinary working.  

  

045.21 Chairman’s opening remarks 
 
The Chairman observed the emphasis on strategy in the reports presented at this meeting, 
noting that this had been possible because of the de-escalation of pandemic related 
operational activity. However, the continued work on strategy during the pandemic, 
despite those operational pressures, had allowed matters such as Strategy Into Action 
and Delivering Excellence to be well prepared for implementation in coming weeks and 
months.  
 
The work being undertaken by the Research and Development team was also noted, with 
its support for effective management of COVID-19 appreciated. At present the team was 
involved in establishing a clear understanding of the profile of the local population, with a 
view to ensuring that health inequalities were considered in the restoration of elective 
services. 
 
The wellbeing of the Trust’s workforce is vital; the recent huge increases in demand for 
emergency services (as experienced generally across the NHS) were likely to cause 
increased pressure on staff. Given this, a firm focus on compassionate care would be 
required at all levels and supported by Trust Board as appropriate.  

  

046.21 Chief Executive’s Report 
 
The Chief Executive Officer reflected on the wide range of issues requiring consideration 
at present. These fell across many areas and included operational as well as strategic 
issues, often necessitating system-wide approaches and integrated care. She highlighted 
the following matters: 
 
COVID-19 response: Whilst activity relating to the pandemic had declined significantly, 
vigilance was being maintained. Over previous days the prevalence rate in Portsmouth 
had risen and was currently higher than the surrounding areas. As a result, the Trust would 
be maintaining a range of infection prevention and control measures. In addition, all 
patients (or their relatives) who had been identified as having contracted COVID-19 whilst 
at the hospital were being contacted. Finally, any potential future surges or requirements 
for booster vaccinations were being monitored and would be addressed as rapidly as 
possible.    
 
Elective recovery: The reinstatement of capacity to pre-pandemic levels was a key priority 
for the Trust and the wider NHS and would be addressed in depth in minute 047.21. The 
embedding of innovations brought in over the previous months would support the 
recovery. The Trust was committed to re-establishing baseline activity and had secured 
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some funding to achieve this. However, the risks arising from potential delays in treatment 
were acknowledged and had been added to the Board Assurance Framework (minute 
048.21). A clear clinical prioritisation process had been put in place, and the need to 
consider the impact on health inequalities as part of the recovery of elective services was 
acknowledged.  
 
Care Quality Commission (CQC): The CQC had undertaken a focused safety inspection 
of Maternity Services on 20th May 2021. The draft report had not yet been received from 
the Commission and would be reported to Trust Board through the Quality and 
Performance Committee in due course. Initial feedback had commended the teams 
involved on their engagement with the process; in particular, Inga Kennedy’s work as the 
Non-Executive Director overseeing the area was recognised. In addition, the Section 29a 
notice relating to the Emergency Department had been lifted by the CQC.  
 
COVID-19 vaccination programme: The Trust had built on the establishment of one of the 
first vaccine hubs in the region and had (at the time of reporting) achieved the highest rate 
of staff vaccination (93.1%) in the South East of England. Ongoing research in the area 
would be addressed in minute 055.21. The vaccination hub itself had been 
decommissioned given the proliferation of alternative sites in the area; the Surgery and 
Outpatients Division would provide a residual service for those staff who required it. 
 
The Chief Executive Officer referred to the risks relating to extended patient pathways, the 
rise in demand for non-elective services and pressures faced by staff. On the latter, 
support was being provided, shaped by the results of a recent staff questionnaire on 
personal resilience.  There would also be a focus on compassionate care to ensure this 
remained a prominent issue. In addition, financial control would need to be maintained 
given the cost pressures associated with COVID measures and increasing activity.  
 
The Board accepted the Chief Executive Officer’s report.     

  

047.21 Operating context  
 
The Chief Operating Officer outlined the current situation at the Trust, in terms of COVID-
19 and other activity. At the time of this meeting, there were 15 patients on site with a 
positive COVID diagnosis. One of these had remained in Intensive Care for over 21 days. 
Local prevalence had fluctuated at around 20 / 100,000 population in Portsmouth for some 
time.  
 
In terms of non-elective activity, walk in attendances had been increasing over recent 
weeks. The demand for this service was more than the figure for August 2020 for the first 
time in almost a year, indicating an imminent return to pre-COVID levels. This reflected 
national trends and had led to occupancy rates in the medical bed-base exceeding the 
standard baseline, peaking at 113% of capacity. Overall bed occupancy stood at 96.7%, 
above the upper limit of the target range (92%). Space was being reassigned to ensure 
coverage reflected the current profile of patients at the hospital.  
 
The restoration of elective care was progressing well, with the thresholds based on 2019 
– 20 activity levels currently being exceeded. There had been no cancellations of 
treatment on the day due to a lack of high care capacity, with the Intensive Care Unit 
supporting care for patients as required.  
 
The Board noted the report.  
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048.21 Corporate strategy – quarterly update 
 
The Director of Strategy and Performance outlined the continued delivery of the strategy 
and the momentum behind it, despite the challenges mentioned in previous discussions. 
The Strategy Into Action approach would be the means by which the strategic intent would 
be translated into deliverable actions. This would also focus on the embedding of the 
principles behind it and their application at all levels within the Trust. A key element of this 
was to make sure that all employees understood how their work had a direct impact on 
corporate objectives. The Board had considered the practical implications of this at a 
recent development session.  
 
In terms of the strategic aims, the fulfilment of the Trust’s responsibilities to the community 
it served would be bolstered by the development of the planned new Emergency 
Department. The business case for Building Better Emergency Care was being completed 
and scheduled for presentation to Trust Board on 28th July 2021. As part of this, the clinical 
model which would be in operation had been decided and aligned with system 
requirements as well as national guidance.  
 
Safe, high quality care had been demonstrated in the patient story taken under minute 
044.21 and was supported by the continued operation of the Incident Review Panel. The 
confirmation from the CQC that the Trust had complied with the requirements of the 
Section 29a notice provided external assurance as to the improvements being made. The 
delivery of a modest financial surplus in 2020 – 21 had been the second year in a row in 
which the Trust had lived within its means, demonstrating improved management of the 
organisation’s resources. Support for staff wellbeing had been prioritised and enhanced 
as a result of the pressures associated with the pandemic, whilst opportunities for personal 
development and career progression continued to be available.  
 
In addition, delivery of the corporate Trust strategy was being supported by delivery of a 
series of enabling strategies which were being presented to Trust Board. In terms of digital, 
the Trust’s maturity was rated as being at Level Two using a diagnostic tool widely 
employed across the NHS; this represented a significant degree of progress over a 
relatively short period. The commercial strategy was ensuring that revenue-raising 
activities were fully aligned with the provision of benefits for patients and the wider 
community.  
 
The Chairman sought clarification as to the main issues to be faced in delivering the 
strategy over the coming three months. The Director of Strategy and Performance 
identified the development of collaborative relationships across the Hampshire and Isle of 
Wight Integrated Care System as pivotal in delivering sustainable improvements. In 
addition, the potential need to balance service provision should any later peaks in COVID 
activity occur may require sensitive management.  
 
Gary Hay inquired as to the level of staff engagement with corporate strategy. The Director 
of Strategy and Performance would be working to ensure that Strategy Into Action was a 
deliverable approach, presented in ways meaningful to staff. As part of this, a series of 
metrics was being developed by which progress would be measured throughout the Trust. 
The Chief Executive Officer emphasised the role of ownership in providing a mature 
strategy with a measurable impact on performance. Trust values were reinforced in 
conversations as appropriate. 
 
Roger Burke-Hamilton referred to the improved quality of the information presented to 
Quality and Performance Committee and how this could be replicated across the local 
healthcare system. The Director of Strategy and Performance was engaged with the 
Hampshire and Isle of Wight footprint on reporting and how to improve its analytical focus. 
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It was intended that the development of key metrics as part of Strategy Into Action would 
assist with this.  
 
The Chief Executive Officer identified the quality of modelling that had allowed the Trust 
to prepare for the second peak of the pandemic and the future benefits this could generate 
for data analysis. Urgent care was also receiving richer information drawn from a variety 
of sources (including primary care and other external providers) which was helping with 
the development on non-elective provision and ambulance conveyances. The Medical 
Director would be focussing on developing the information which would identify local 
health inequalities and the actions required to address them. 
 
The Board noted the update 

  

049.21 Board Assurance Framework  
 
The Director of Governance and Risk summarised the proposed risk ratings for the entries 
on the latest version of the Board Assurance Framework (BAF). There had been an overall 
downward shift in the Trust’s risk profile. In many cases, this was an anticipated correction 
after the response to the pandemic and associated uncertainties had caused ratings to 
rise in many areas previously. In addition, there was greater insight into the potential 
impact of trends on service provision given the learning taken from the second wave of 
COVID-19.  
 
This reflected the Board Assurance Framework’s role as the repository for high level 
strategic risks, rather than the operational matters considered in the Board Risk Register. 
As a result, the overall trends that may be observed in the next iteration of the latter may 
differ from those being presented in this instance. As an example of this, BAF29 (delivery 
of strategic objectives and diversion of resources to manage COVID-19) had been revised 
downwards significantly. Whilst issues remained regarding the management of COVID-
19, their potential consequences for Trust strategy had been demonstrated to be limited.  
 
The downgrading of BAF7 (demand for capital exceeds sums available) had been 
mitigated by the capital prioritisation process which had been introduced. As well as this, 
the investment made during the pandemic had improved the Trust’s position regarding its 
infrastructure. Whilst BAF31 (break-even year-end financial position for 2020 – 21) had 
been nominated for removal as the target had been achieved, an equivalent entry for 2021 
– 22 may be added if appropriate. This was not yet proposed as uncertainties (e.g. lack of 
clarity on arrangements for the second half of the year) meant that the risk could not yet 
be articulated with sufficient clarity. BAF25 (exit from the European Union) was also 
proposed for removal as the matter had been monitored and no material issues to date 
had emerged. 
 
However, the Chairman queried the downward revision of the score for BAF1 (urgent care, 
quality, performance and patient flow) from 12 to nine. The Director of Governance and 
Risk responded that whilst the layout remained the same, the usage of the facilities and 
pathways involved had improved significantly. This had resolved the issues regarding 
bottlenecks that had been observed previously. As a result, the probability of incidents 
relating to patient safety had declined. Ambulance handover performance had improved, 
with the number of hours lost during patient transfers reducing dramatically. The Chief 
Executive Officer suggested that the wording of this entry may require revision as, at 
present, it may reflect the historical position rather than the current one. However, the 
proposed scoring reduction was deemed to be appropriate given the position regarding 
the Section 29a notice.  
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The Chief Operating Officer added that the confirmation that the Trust had complied 
adequately with the Section 29a notice provided additional external assurance on 
improvements made. Regarding BAF16 (physical environment of emergency floor) the 
use of the Emergency Department had been reviewed in light of the pandemic. The 
Building Better Emergency Care project would further improve the situation in the long 
term. However, it was acknowledged that it may be advisable to retain the rating at nine 
rather than reduce it to six until the Outline Business Case for BBEC was presented.  
 
David Parfitt referred to BAF7 and the potential for expenditure related to renovation of 
the Trust’s existing estate and investment in digital technology. Graham Galbraith placed 
this risk in the context of all organisations facing the question of capital prioritisation and 
whether it required rephrasing given this. The Chief Financial Officer acknowledged this 
observation, with the wording chosen to reflect the existence of significant commitments 
(e.g. additional bed capacity, development of Emergency Department). However, whilst 
potential demand would always exceed the available resources the prioritisation process 
had been introduced to manage this. Nevertheless, the views of all parties were welcomed 
on the matter.   
 
David Parfitt also raised BAF8 (demand for mental health services exceeds capacity) and 
its reference to a lack of pathways in the wider system as a concern. The Chief Executive 
Officer informed the meeting that provision in any updated Emergency Department was 
being considered in this context, with particular focus on capacity for children and 
adolescents. The current uncertainty on the long-term resolution of the gap between 
demand for, and provision of, such services was a major factor in the escalation of the risk 
rating.  
 
The Medical Director was holding regular discussions with system partners to ensure the 
matter was addressed. In addition, the Mental Health Co-ordinating Group had 
recommenced its work and was being attended by a wide range of key service providers 
and stakeholders. However, all parties were aware of the challenges likely to be posed by 
an increase in future demand for services.  
 
The Board approved and adopted the Board Assurance Framework, including the removal 
of BAF25 and BAF31. This was subject to the maintenance of BAF16’s rating at nine, and 
a review of the wording of BAF7 and BAF1. A risk relating to the year-end financial position 
for 2021 – 22 would be considered for the Board Assurance Framework to be presented 
on 28th July 2021.  

  

050.21 National Staff Survey 
 
The Director of Workforce and Organisational Development summarised the results of the 
survey which had been conducted in the autumn of 2020. 54% of staff had responded; a 
2% increase on the Trust’s rate in 2019, and above the average within the benchmarking 
group (consisting of 128 trusts) by 9%. For this year’s survey, the questions relating to 
appraisals had been removed and replaced with others centring on COVID-19.  
 
In terms of the ten themes in the questionnaire, health & wellbeing and safety culture had 
both improved significantly. Seven of the remaining areas had remained stable, with team 
working declining. At present, the directorate was undertaking analysis into the factors 
leading to this trend. One aspect that had been identified as a potential contributor had 
been redeployment during the pandemic, and the fact that this had led to many established 
teams being disaggregated. In terms of the benchmarking group, the Trust was in line with 
averages for five themes, above average in four, and underperforming against comparator 
organisations on ‘a safe environment free from violence’. Work on addressing this matter 
was ongoing, with staff supported in reporting any instances of unacceptable behaviour. 
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There had been a 3% increase in the proportion of staff who would recommend the Trust 
as a place to work, and a 4% increase in the proportion of staff who would be happy for 
relatives to receive care at the Trust.  Effective leadership & communication, the health & 
wellbeing offer, and infection prevention were identified as key elements in this positive 
trend. The Pulse survey had recommenced and reflected these observations.   
 
Divisions had received a report on their own areas, with support being tailored accordingly. 
Improvement plans were being compiled as appropriate and would be monitored by the 
Workforce and Organisational Development Committee. This would be complemented by 
the ongoing analysis of the recent survey into staff resilience. The Culture Change 
programme would also be providing relevant input. 
 
The Workforce Race Equality Standard (WRES) and Workforce Disability Equality 
Standard (WDES) had both indicated that staff from a black and minority ethnic group and 
staff with a disability reported a poorer experience than colleagues. This applied to two of 
the four domains in the WRES (bullying & harassment and career development), and all 
eight areas in the WDES (although two had improved). The Head of Equality, Diversity 
and Inclusion had recently taken up their post and was working with teams on the issues 
identified.  
 
The Board noted the report. 

  

051.21 Workforce and Organisational Development Committee feedback  
 
In addition to the points raised in minute 050.21, the Committee Chair (Gary Hay) raised 
the rise in reports of bullying by management from staff over the previous quarter. This 
matter would remain a key line of enquiry for the Committee. 
 
Other areas of performance had reported positive statistics to the meeting in May 2021. 
Sickness absence had increased (but only slightly) during the pandemic and was returning 
to previous levels, whilst the focus on recruitment and retention had seen vacancy rates 
at a historic low. However, the profile of the Freedom to Speak Up service required raising, 
as advocates had been unable to undertake their duties in the usual manner during 
COVID-19. The volume of work undertaken by the Learning and Development team to 
support the response to the pandemic was also commended.   
 
The Board noted the report. 

  

052.21 Workforce and organisational development performance report analysis  
 
The Director of Workforce and Organisational Development identified the key risk facing 
the service as the alignment of the workforce with the Trust’s financial position. This had 
arisen as a theme given the fact that, whilst the funded establishment had remained stable, 
the number of temporary staff engaged had risen to match the activity undertaken during 
the pandemic and in the initial phases of the recovery.  The health and wellbeing of staff 
remained an important focus for the service, with rising levels of both elective and non-
elective activity having the potential to place pressure on a workforce already experiencing 
fatigue. The final concern raised by the Director was compliance with the appraisal 
process, including wellbeing conversations. 
 
Aswinkumar Vasireddy referred to the impact of high levels of activity on staff safety and 
sought guidance on the factors involved. The Director of Workforce and Organisational 
Development attributed some of the rise in reported incidents of violence and aggression 
to the increased prominence given to reporting instances of verbal or physical intimidation. 
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As a result, staff who may have previously tolerated some behaviours were being 
encouraged to report the matter formally. Recording processes had also simplified the 
process; this may have led to an increased staff focus on staff safety. 
 
Vivek Srivastava asked how the views of the 46% of staff who had not responded to the 
National Staff Survey were being ascertained. The Director of Workforce and 
Organisational Development was identifying areas where engagement had been lower 
than others and would focus efforts on these in the interim. Trust Leadership Team also 
took an active role in encouraging participation in the survey and monitoring progress once 
the questionnaire had been issued. Twelve hot spot areas whose responses had been 
identified as sub-optimal were receiving additional support.   
 
The Board noted the report.  

  

053.21 Finance and Infrastructure Committee feedback  
 
The Committee Chair (Christine Slaymaker) stated that the focus the two meetings being 
reported upon were the year-end position for 2020 – 21, and preparations for undertaking 
the Committee’s duties in 2021 – 22. This involved developing an understanding of 
progress made on enabling strategies (e.g. digital, procurement), it was reported that the 
finance team are now delivering reporting on Day One, which enabled analysis and insight 
to be developed in a timely manner. The work behind this achievement had been 
commended by the Committee. 
 
The Board noted the report. 

  

054.21 Financial performance report analysis 
 
The Chief Financial Officer highlighted the financial results for 2020 – 21, the financial plan 
for the first half of 2021 – 22 and the results for month one of the current year. The Trust 
had delivered a modest surplus for the second successive year, although much of the cost 
arising from the pandemic was covered by the national incident response. The delivery of 
a break-even position had increased the level of autonomy under which the Trust was 
operating. The external audit of the financial results was well advanced and had not to 
date identified any material concerns.  
 
The framework for the first six months of 2021 – 22 was clear; however, this was not yet 
the case for the second half of the year. Furthermore, it was apparent that this may remain 
the case until September 2021. As a result, the Trust would have to operate on the basis 
of certain assumptions. In terms of the first half of the year, the situation which applied 
was broadly analogous with the last six months of 2020 – 21. This involved a fixed income, 
except for the Elective Recovery Fund. Under this, should the Trust reach thresholds 
based on 2019 – 20 activity levels it would receive additional income. This had been the 
case thus far and appeared to be an achievable ambition for the remainder of the period 
in question, albeit this was subject to the overall performance of the local Integrated Care 
System. In total, the Trust was operating on the basis that these top ups would total 
approximately £7.5 million. Efficiencies were required at the rate of 0.5% for the first half 
of 2021 – 22; the Cost Improvement Programme tended to deliver over 3% when fully 
operational.  
 
The funding would be allocated through the Integrated Care System and had been 
planned based on of delivering a break-even position for the first half of 2021 – 22. Any 
deficits which had been identified by member organisations were being offset by surpluses 
elsewhere within the system. However, the risks associated with this and the degree of 
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control exercised over it by the Trust were recognised.  
 
In month one of 2021 – 22, there was a small deficit of £33,000. Despite this, the Trust 
was still anticipating receipt of the Elective Recovery Fund given the activity which had 
been delivered. The workforce pay bill had seen an overspend against funding for reasons 
discussed under minute 052.21. Nevertheless, the need to realign workforce and finances 
was acknowledged. The re-establishment of financial grip and control was also a major 
priority given the atypical regime in operation during the pandemic and the autonomy this 
had provided on expenditure decision-making. The costs associated with COVID-19 had 
been estimated at £2 million for the month; this was being reviewed to ascertain any 
savings possible as the situation de-escalated.  
 
Divisional performance was broadly in line with trajectory, except for Medicine and Urgent 
Care. However, the workforce alignment issues mentioned above applied across all areas. 
Divisional performance meetings were providing a focus on the restoration of financial 
discipline.  
 
The main risks identified for finance were alignment of workforce and funding, limiting 
costs arising from COVID-19 and the delivery of cost improvements. The last of these 
necessitated culture change across the organisation and would be imperative in delivering 
the required position to allow planning for the second half of 2021 – 22 to be undertaken.  
 
The Board noted the update. 

  

055.21 Quality and Performance Committee feedback 
 
The Committee Chair (Martin Rolfe) summarised the diverse items covered in the previous 
two meetings. It was noted that the decreasing COVID related activity was 
counterbalanced by an increase in demand for emergency care. This was taking place 
against a backdrop of elective care restoration; the number of patients waiting longer than 
52-weeks had reduced and all nine cancer standards had been met in the month.  Given 
this, a future item on the NHS 111 First redirection initiative would be taken to establish 
the potential impact this may have on non-elective activity.  
 
As discussed under minute 049.21, the rising levels of mental health care activity had 
been a theme for consideration. This applied in particular to children and young people, 
where demand was at unprecedented levels. The reporting of safety learning incidents 
(particularly those resulting in no or low harm) had returned to the levels seen prior to the 
second wave of the pandemic, which indicated an open and healthy culture. Patient falls 
and pressure ulcers were also closer to performance levels observed before COVID-19.  
 
Midwifery Services had made progress, with the CQC inspection mentioned in minute 
046.21 to be reviewed by the Committee once the formal report had been received. 
Meanwhile, the 2019 – 20 Infection Prevention and Control Annual Report had been 
discussed by the Committee and was attached in the feedback presented to Trust Board. 
Whilst the limitations on the applicability of the document to the contemporary situation 
were recognised given its historic, pre-COVID nature, Board approval was sought for the 
report.  
 
Delegations of authority were sought for the approval of the submissions regarding the 
Clinical Negligence Scheme for Trusts and the Data Security and Protection Toolkit. If 
granted, these items would both be presented to the Committee on 21st June 2021.  
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Research and innovation had played a crucial role in supporting the response to the 
pandemic. The Director of Research reflected on the progress made by the service over 
the previous 12 months, with the recruitment of patients having been the highest amongst 
42 comparable acute trusts. This level of activity reflected trends which had been evident 
for some time, with this having been an area of considerable achievement over the 
previous five years. The Trust was in the top 20 trusts nationally for involvement in urgent 
public health studies, which had been particularly important in the context of the pandemic. 
 
The SIREN study regarding nosocomial infection had provided insight into the 
transmission of the virus within hospitals. Research into the efficacy of the vaccine within 
the staff and across the wider local population had been undertaken; given this, a bid for 
funding to support a research vaccine hub had been made. The hub would be located 
outside of the Trust in an area selected to help address health inequalities; this would be 
as part of a national initiative featuring 12 such centres. 
 
Work had also been reviewed to minimise the impact of the pandemic. This included the 
introduction of remote access and the modification of the trials. The partnership with the 
University had seen joint work being established, with a joint strategy to be compiled and 
joint academic chairs appointed.            
 
The Board approved the Infection Prevention and Control Annual Report 2020 – 21. 
 
The Board delegated authority for the approval of the submissions regarding the Clinical 
Negligence Scheme for Trusts and the Data Security and Protection Toolkit to the 
Committee. 

  

056.21 Safety, quality and operational performance report analysis 
 
The Medical Director highlighted the uncertainties regarding any future resurgence of 
COVID-19 and the potential for an increase in Respiratory Syncytial Virus (RSV) in 
children over coming months as risks being faced by the Trust. On the latter, 
correspondence had been issued nationally regarding the potential for a higher and earlier 
peak than may usually be encountered. This was predicted because of low levels of 
immunity arising from the social distancing and isolation that had taken place in 2020 – 
21. Combined with recent concerns relating to B1.617.2 and its potential to cause a spike 
in cases across the country, any possible impact on the Trust would require advance 
modelling and preparation.  
 
The Chief Nurse referred to the maintained focus on infection prevention and control. All 
associated learning was currently being gathered and used to establish a transformation 
programme for the area. Assessments of falls and pressure ulcers were also taking place 
to ensure greater standardisation and consistency. Meanwhile, the Trust’s innovative 
establishment of a patient experience lead had been recognised as an example of best 
practice and promoted nationally.  
 
The Chief Operating Officer identified risks arising from themes which had been 
addressed across all previous items. Increasing ambulance conveyance rates, rising 
demand for non-elective services, and the restoration of elective care would all combine 
to have a significant impact on operational pressure. The last of these would involve 
concerted effort over a considerable period and may include a rising number of patients 
waiting significant lengths of time for treatment. The mitigation of this would be central in 
Trust planning for the foreseeable future. 
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Christine Slaymaker emphasised the importance of taking a holistic approach to resolving 
the risks mentioned here and elsewhere during this Board meeting. The Chief Executive 
Officer concurred with this, with strategy being used to combine elements of the position 
and resolve them in a co-ordinated fashion. The Operational Plan for 2021 – 22 was also 
composed on this basis, whilst members of the executive team had reviewed their own 
objectives to identify interconnectivity.   
 
The Board noted the report. 

  

057.21 Audit Committee feedback 
 
The Committee Chair (David Parfitt) referred to the requirement for the Trust’s auditors to 
issue a letter to the Secretary of State for Health and Social Care under the Local Audit 
and Accountability Act 2014. This resulted from the organisation’s historical deficit and 
was not a response to financial performance in 2020 – 21. The Chief Financial Officer 
reminded the Board that such debts had been annulled as part of the initial response to 
the pandemic in 2020.    
 
The Board noted the report.  

  

058.21 Self-certification against provider licence 
 
The Director of Governance and Risk introduced the documentation, which was presented 
as a requirement of the Trust’s provider licence. This set out compliance with regulatory 
obligations and the governance arrangements in place to provide oversight of this.   
 
The Board approved the proposed submission for self-certification. 

  

059.21 Record of attendance  
 
The record of attendance was noted. 

  

060.21 Any other business  
  
No other business was raised. 

  

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

  

062.21 Conclusions on key messages from the meeting  
 
The Chairman wished to thank the members of the public present and anticipated a return 
to in person (rather than virtual) Board meetings once circumstances allowed.   

  

063.21 Additions to Board Assurance Framework and Risk Register 
 
This had been considered in depth under minute 049.21. 

  

 Date of Next Meeting: Wednesday 28th July 2021, 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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ROLLING ACTION POINTS FROM: Trust Board Meetings in Public                                                        
 

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

26th May 2021 

No actions arising 
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Enc. 3a 3b 44   

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

TRUST BOARD – 28TH JULY 2021 

Agenda item 
number 

070.21 

Executive lead Penny Emerit – Chief Executive 

Author Penny Emerit – Chief Executive  

Date report 
written 

20th July 2021 

Action required Noting 
 

Executive 
summary 

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

• Maintaining safe and effective services whilst under pressure from 
increasing non-elective demand; 

• Managing the potential impact of COVID-19 on key services (e.g. 
Emergency Department, Medicine and Urgent Care) as restrictions are 
relaxed in the context of rising case numbers; and 

• Uncertainty over accessing the Elective Recovery Fund in the second half 
of 2021 – 22 whilst also recovering expenditure related to COVID-19. 

 
 

Appendices 
attached 

Appendix A - CEO’s Board Report 
 
 

Recommendations There are no recommendations arising from this report. 

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

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ ✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ 
✓ 

Enclosure Number 

3 
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Links to Board 
Assurance 
Framework 

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

Links to Board Risk 
Register 

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

Compliance / 
Regulatory 
Implications 

There are no direct regulatory implications to this report. 

Quality Impact 
Assessment 

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

Equality Impact 
Assessment 

No equality implications identified. 
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Report from the Chief Executive 
 
Introduction 
 
1.1 My report to the Board this month is set in the context of an extremely busy period for 

the organisation and more widely across the NHS. We continue to regularly see more 
than 320 people a day attending our emergency department, with this rise in non-
elective demand replicated in many areas of the country. 
 

1.2 In this context, maintaining safe and effective services whilst under severe pressure 

from increasing non-elective demand remains a priority, alongside continuing our 

focus on the health and wellbeing of our colleagues across PHU.  

 

1.3 Notwithstanding these challenges, development work continues across our site at QA 

to ensure we can continue to deliver high quality services in efficient, well-maintained 

and well-designed buildings. This month’s agenda includes the outline business case 

for our new emergency department, for which we submitted an outline planning 

application to Portsmouth City Council for its planning committee on 21 July. 

 

1.4 Partnership working across the NHS remains a key priority for PHU and this 
meeting’s agenda gives us chance to reflect on the recently-published integrated 
care system design framework. Other examples include Portsmouth Research Hub 
being one of the sites running the ‘Cov-Boost’ trial, led by University Hospitals 
Southampton, into how existing vaccines could be used in a future booster 
programme. I also recently signed an updated Memorandum of Understanding for 
the provision of Organ Donation Services with NHS Blood and Transplant. Like its 
predecessor, the memorandum aims to foster effective working relationships 
between our two organisations. 

COVID-19 response and recovery  
 
2.1 In line with the rest of the country, we are seeing a rise in prevalence across 

Portsmouth and the surrounding areas and the number of inpatients we’re treating 
with COVID-19 has risen sharply in recent weeks. While the numbers of patients in 
intensive care remain low at time of writing, we are extremely conscious of those in 
our local communities who have not yet been fully vaccinated, and our duty to care 
for those who are immunosuppressed, vulnerable, or unable to have a COVID-19 
vaccination. 
 

2.2 As a result, and in line with other NHS organisations, the robust infection prevention 
and control measures we have in place at QA did not change when national 
restrictions were lifted on 19th July. Colleagues continue to wear face masks, perform 
lateral flow tests, social distance and maintain excellent hand hygiene. Patients and 
visitors must wear face coverings, and social distancing arrangements will remain in 
place throughout our sites, including in our coffee shop and canteen.  

 
2.3 Our visiting restrictions and rules for accompanying patients to appointments and ED 

also stay the same, with colleagues encouraged to use their judgement in 
exceptional circumstances to support compassionate care.  

 
2.4 We continue to follow national planning guidance in recovering our services affected 

during the most recent wave of COVID-19 and are currently exceeding the described 
thresholds to access funding from the national ‘elective recovery fund’. 
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2.5 As COVID-19 case numbers rise in our population, anticipating and managing the 
impact on key services, including ED, medicine and critical care remains a key 
concern.  
 
This may be amplified by the wave of respiratory syncytial virus (RSV) anticipated by 
Public Health England over the summer. As such, there remains potential for there to 
be further impact on provision of other elective and planned services, compounded 
by effects of staff absence through sickness or the requirement to self-isolate.  

 
2.6 At time of writing, the QA site is now operating at Opel 4 (since 19 June) reflecting 

pressures across the site. Increases in non-elective demand continue to challenge 
capacity and we are working with our partners across the system to address this. 

 
2.7 The importance of recognising the ongoing pressures and challenges our colleagues 

face each day cannot be underestimated, and we continue to do everything we can 
to support them. 

 
Strategic Items 
 

COVID-19 vaccination guidance 
 
3.1 NHS England and NHS Improvement published guidance on the COVID-19 

vaccination programme for autumn and winter in July. The guidance sets out the 
introduction of 1,000 new pharmacy sites for ‘booster’ vaccinations, that local 
systems should plan for between 40 and 75 per cent of vaccinations to be delivered 
through general practice and confirms that the government plans to start consulting 
on compulsory COVID-19 vaccinations for healthcare workers. 

3.2 As a result of social distancing, masks and other measures in place throughout 
society as a response to COVID-19, levels of flu were extremely low globally from 
2020 to 2021. As a result, a lower level of population immunity against flu is expected 
this winter. We also expect that this will be the first winter in the UK when seasonal 
influenza (and other respiratory viruses) will circulate alongside COVID-19. This has 
the potential to add substantially to the winter pressures usually faced by the NHS, 
particularly if infection waves from both viruses coincide. With this in mind, flu 
vaccination is therefore an important priority this autumn to prevent ill health and 
reduce hospitalisations during a time when the NHS and social care may be 
managing winter outbreaks of COVID-19. 

Integrated Care System Design Framework 

3.3 NHS England and NHS Improvement (NHSE/I) published the ICS Design Framework 
in June. This sets out the next steps for how they expect NHS organisations, working 
with system partners, to continue developing ICSs during 2021/22, in anticipation of 
establishing statutory ICS NHS bodies from April 2022. The framework sets out the 
core arrangements that NHSE/I will expect to see in each system, as well as some 
key elements of good practice. 

3.4 As set out in the first draft of the Health and Care Bill, which is currently at committee 
stage in the House of Commons following its second reading, ICSs will be made up 
of the ICS partnership, and the statutory ICS NHS body. NHSE/I expects the ICS 
partnership to be a committee, which will have a specific responsibility to develop an 
integrated care strategy, while the ICS NHS body will be a statutory body whose 
functions will include planning to meet population health needs, allocating resources, 
and overseeing delivery. 
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3.5 The design framework reiterates that all trusts providing acute and mental health 
services are expected to be part of one or more provider collaborative. It also 
confirms that providers will continue to be accountable for quality, safety, use of 
resources and compliance with standards, as well as the delivery of any services or 
functions delegated to them by an ICS NHS body. Executives of providers will remain 
accountable to their boards for the performance of functions for which their 
organisation is responsible. 

Quality and Operational Performance Items 

4.1 The Integrated Performance Report (IPR) and feedback from the Quality and 
Performance Committee provide the full detail on the performance and assurance 
provided to the Committee. The information below draws particular attention to the 
Trust’s performance in relation to avoidable harm and constitutional standard 
performance, noting the context under which the Trust was operating during the 
reported months. 

 
4.2 A never event was reported in June relating to an anaesthetist administering local 

anaesthetic into a sedated patient’s incorrect leg while preparing them for surgery. A 
healthcare support worker highlighted the error before the operation commenced. 
Awareness of the incident was widely shared within the service immediately, and the 
good practice of the healthcare support worker in speaking up was recognised. 
 
Avoidable Harm 

 

  Occurrences 

since last 

report (May & 

June) 

Two-monthly 

trajectory 

Year to date 

position 

Previously 

agreed 

2019/20 

threshold*   

C Difficile May – 5 

June – 5 

May – 5* 

June – 6* 

16 63 

MRSA May – 0 

June – 0 

0 0 0 

E. coli May - 7 

June - 13 

N/A 33 N/A 

Community and 

hospital 

acquired 

category 3 and 

4 pressure 

ulcers 

May – 8 

June - 6 

N/A 17  

57 

Falls which 

cause 

moderate, 

severe or 

catastrophic 

harm 

May - 11 

June - 1 

 

N/A 17  

35 

Never events May – 0 N/A 2 8 
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June - 1 

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

Constitutional standards 
 

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

 
4.4 All 9 of the key cancer standards were achieved for May, for June there is provisional 

achievement of 8 of the 9 key standards, with 62 day performance not yet achieved.  
 
4.5 There has been continued focus on treating cancer and urgent (P2 treatment < 4 

weeks) patients and a gradual increase in referrals has led to continued growth in the 
number of patients waiting for treatment. The waiting list has risen from 36,670 at the 
end of March to a provisional position of 39,191 at the end of June. The Trust has 
returned to normal capacity and is delivering an average of 224 theatre sessions per 
week. This has led to a continued reduction in the number of patients waiting >52 
weeks from 3,104 at the end of March to a provisional position of 1,618 at the end of 
June. 

 
4.6 Provisional performance against the six-week diagnostic standard performance for 

June is 96.3% against the 99% standard and ahead of the recovery trajectory. 
 
Engagement and Recognition 

Media coverage and social media focus 

5.1       We have seen a shift in media interest towards waiting times and the effect this is 
having on patient experience, as well as what work is being done to increase 
capacity of services.  
 
We have facilitated and promoted the work of PHU in numerous pieces of media 
coverage, including local print and radio to reinforce public health messaging on 
COVID-19 guidance, new developments across our sites (including the application 
for outline planning permission for our new emergency department) and celebrating 
achievements of our colleagues through positive patient stories. We received 
national TV (BBC) and online coverage around our participation in a series on the 
treatment of obesity and are progressing further coverage with regional outlets.  
 
We also began hosting Label1, the company behind BBC 2’s Hospital, for a UKTV 
series looking at the incredible work of our nursing colleagues across the Trust. This 
is a great opportunity for PHU and our colleagues and we look forward to sharing 
more in the coming months.  

5.2       We continue to work in partnership with local health and social care partners 
including Hampshire and Isle of Wight CCG and neighbouring NHS trusts to develop 
a campaign supporting the correct use of services during summer and beyond for 
both residents and visitors to the area. This includes messaging to raise awareness 
around NHS 111 online for urgent medical advice and support. 

Awards and recognition 
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5.3 I am very pleased to report that we relaunched our employee, team and volunteer of 
the month awards in June. I am also delighted that our colleagues continue to be 
recognised nationally and locally: 
 
HSJ Patient Safety Awards 
We were shortlisted, alongside partners, for a Health Service Journal (HSJ) Patient 
Safety award for ‘Best Use of Integrated Care and Partnership Working’. This 
recognises our work to create an innovative process via the ‘NHS 111 First’ model to 
ensure patients receive the right urgent care service to suits their needs. 
 
Queen’s Birthday Honours List 
Professor Anoop Chauhan, executive director of research and innovation has been 
awarded an MBE for his contribution to respiratory medicine, and Sergeant Jack 
Robson, an RAF biomedical scientist at Joint Hospital Group South, was recognised 
with a Commander UK strategic command commendation. 
 
Portsmouth City Council – Coronavirus Civic Award 
Our mortuary team at QA were presented with a Coronavirus Civic Award by 
Portsmouth City Council in May. The team were chosen by an independent panel of 
representatives and presented with a certificate and a medal from Lord Mayor, 
Councillor Frank Jonas. The awards focused on those who significantly contributed to 
the city during the pandemic. 
 
NHS Unsung Hero awards 
Three colleagues have also been nominated for the national NHS Unsung Hero 
Awards: Matthew Kalapurayil Mundakal, cleaner, Lauren Eyers, communications 
officer and  Emma Abdulaal, head of communications and engagement. 
 
MP briefings 
 
We have continued to work closely with our local MPs and held our most recent 
briefing with them in May. We met virtually to discuss the impact of COVID-19 as well 
as our role in the vaccination programme, our plans to recover our services and 
waiting lists, urgent care demand, the wellbeing of our colleagues, and improvements 
we are making across our estates. We remain grateful for the ongoing support of our 
local MPs. 

 
Risk and concerns 
 

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

 

• Maintaining safe and effective services while under severe pressure from increasing 
non-elective demand, noting the impact that sustained high volumes have on bed 
capacity, the efficient flow of patients through the hospital and the health and 
wellbeing of colleagues. 
 

• As COVID-19 case numbers are rising in our population, and with the recent 
relaxation of restrictions, anticipating and managing the impact on key services, 
including ED, medicine and critical care remains a key concern. This may be 
amplified by the wave of respiratory syncytial virus (RSV) anticipated by Public 
Health England over the summer. There is potential for there to be further impact on 
provision of other elective and planned services, compounded by effects of staff 
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absence through sickness or self-isolation.  
 

• There remains an element of uncertainty around the second half of the financial year 
in terms of accessing the ‘elective recovery fund’ and recovering the necessary 
expenditure associated with continuing to treat patients with COVID-19. Our 
operating context requires us to balance increasing urgent demand and our 
operational priorities (including recovering non-elective waiting times and treating 
cancer patients) with an uncertain financial regime for the second half of 2021-22.  
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#Enc. 3a 3b 4  
 

Title of report BUILDING BETTER EMERGENCY CARE: OUTLINE BUSINESS CASE 
Board / Committee TRUST BOARD – 28TH JULY 2021 
Agenda item number 072.21 

Executive lead Chris Evans – Chief Operating Officer (SRO) 

Author Mark Orchard – Chief Financial Officer 
Simon Wilson – Project Director 

Date report written 20th July 2021 

Action required The Trust Board is asked to approve the submission of the Outline Business Case 
(OBC) to NHS England and Improvement (NHSEI) and the Department of Health 
and Social Care (DHSC). 
 

Executive summary The current emergency department at the Queen Alexandra Hospital (QAH) is more 
than 40 years old and is constrained in both size and layout which limits the Trust’s 
ability to make improvements to the way care is delivered and implement best 
practice. The current physical estate condition does not provide a good enough 
experience for patients, visitors or staff. 
 
In recognition of these challenges, the Secretary of State for Health and Care 
announced a £58.3m capital investment for new emergency care facilities at QAH 
in December 2018, subject to a three-stage national business case approval process 
(strategic, outline and full business case stages). The Strategic Outline Case (SOC) 
was originally submitted for national consideration at the end of September 2019, 
and following a series of validation checks by NHSEI, the updated SOC was 
considered by the national investment committee in August 2020 and formally 
approved in writing in September 2020. 
 
Subject to Trust Board approval, the Outline Business Case (OBC) for the new 
emergency department is scheduled to be submitted to NHSEI and DHSC for a 
parallel review process by Friday 30 July 2021. The internal governance review 
process leading up to Trust Board has included: 
 

• The Building Better Emergency Care (BBEC) Programme Board 

• Business Case Review Committee (BCRC) 

• Trust Leadership Team (TLT) 

• Finance and Infrastructure Committee (FIC) 
 
Trust Board members have received regular briefings on this development, most 
recently at its Board Workshop on 30 June 2021. The Finance and Infrastructure 
Committee received the detailed OBC and supporting documents for review at its 
meeting held on 20 July 2021 and is recommending approval to the Trust Board. 
 
Subject to the subsequent timely national approval of the OBC, the Full Business 
Case (FBC) is scheduled to be presented to the Trust Board for approval in May 2022 
ahead of main construction works starting on site by November 2022. The new 
department is planned to be open for operational use by October 2024 in line with 
the timetable confirmed in the approved SOC. 
 

Enclosure Number 

4 
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The detailed OBC and supporting documents are available for review by all 
Members on request. An overview slide deck is attached to this paper, with key 
items for the attention of the Trust Board summarised below. 
 
Source of funds 
 
a) Capital financing 
 
The total capital investment requirement for this development is £63.3m, 
comprising: 

 

• £2m already expended in full to support the SOC and OBC stage developments; 

• £58.3m national investment award, subject to business case approvals; plus 

• A further anticipated £3m local Trust contribution, over two financial years 
2022/23 and 2023/24, in order that the Trust can achieve space efficiencies, 
embedded imaging requirements and estate links to the main hospital. 

 
Note: Funding for the FBC and detailed design relies on an early drawdown of £4.1m 
funds against the national £58.3m (£2.5m during 2021/22 and £1.6m during 
2022/23). The Trust will continue to proceed with FBC fees at risk from August 2021 
based on current and previous correspondence with the DHSC and NHSEI. This 
assumption was also formalised within the Trust’s 2021/22 capital programme. 
 
b) Annual revenue costs 
 
Pay: There is no requirement for additional workforce assumed as a direct result of 
the new capital development.  
 
Non-pay operating costs: All service charges have been calculated at OBC stage 
based on an average cost per m2. The overall floor area for the proposed new build 
will increase from 2,947m2 to 5,200m2 which would result in an annual additional 
revenue cost of £878k (£1,149k current department, increasing to £2,027k for the 
new department). 
 
Capital charges have also been estimated in line with DHSC accounting policy based 
on an assumed 60-year useful life for depreciation and public dividend interest 
(PDC) payment purposes, following an initial impairment when the asset is brought 
into use (circa £3m per annum). 
 
Note: 

• The increased annual non pay operating costs (£878k) and capital charges (circa 
£3m) outlined above will be offset by agreed growth with commissioners. 

• It is assumed that the vacated estate relating to the existing ED department on 
C level will either be mothballed or used for other purposes i.e. the current 
£1.149k non pay operating costs relating to the existing 2,947m2 estate 
footprint are assumed to either cease or be subject to a separate business case 
for an unrelated development to take on these costs. 

 
Management scrutiny and rigour of proposals 
 
In order to maintain both pace and change control relating to the OBC 
development, the full Project Team have meet at least weekly and includes two 
executive directors (Chris Evans as SRO and Mark Orchard as estate and finance 
lead), clinical leads, a dedicated project director and related support, professional 
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advisors and named leads for HR, IT, finance and estates. 
 
The latest draft OBC (version 8) was reviewed by the Finance and Infrastructure 
Committee on 20 July 2021. This followed a detailed review over the course of three 
meetings by the BCRC (version 7), each of which focused on specific aspects overall 
case: strategic, economic, commercial, financial, management and clinical quality. 
BCRC approached their review in the context of there being overall project 
oversight and management in place to support the programme and business case 
development, as well as testing assurance on detail where appropriate. BCRC 
concluded that, based on amendments pending, their support in recommending 
the OBC to FIC and Trust Board the submission in parallel to NHSEI and the DHSC by 
the end of July 2021. 
 
Compliance with procurement regulations and the Trust’s Standing Orders and 
Standing Financial Instructions 
 
The procurement strategy for this development was confirmed in September 2020 
and subsequently reported to Trust Board, which concluded with the national 
appointment of Integrated Health Partners (IHP, a partnership between Vinci 
Construction UK and Sir Robert McAlpine) as the chosen Principal Supply Chain 
Partner (PSCP) for this project. IHP have supported the OBC development working 
closely with the Trust’s professional advisors.  
 
The capital investment decision exceeds the Trust’s delegated £15m investment 
limit and therefore requires national approval.  
 
Compliance with Trust strategy and plans 
 
The Building Better Emergency Care (BBEC) programme is consistent both with the 
Trust’s overarching strategy, Working Together, as well as the underpinning Estate 
Strategy 2019-2024 approved by the Trust Board in January 2020. 
 
Workforce implications 
 
As already noted, there is no requirement for additional workforce assumed as a 
direct result of the new capital development. 
 
A baseline workforce position has been established and agreed recognising that the 
ED service has been through a period of expansion and change over recent years. 
There will however be changes with how the current workforce is deployed, used 
and configured in the lead up to the new building becoming operational from 
October 2024. This will enable efficiencies provided by the new additional estate 
footprint to be maximised and deliver new care models. These will be addressed 
through the Trust’s annual business planning processes as they will not be a direct 
consequence of the new build. 
 
Benefits realisation and implementation plan 
 
A series of project stage evaluations have been built into the programme timetable 
and are described within the OBC. These include: 
 

• Project Team lessons learnt workshops following the submission of SOC, OBC 
and FBC stages; 

• Post project evaluation following completion of the new build and handover to 
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operations; and 

• A full review of the programme two years after practical completion of the new 
build. 

 
Quality, safety and performance 
 
Clinicians have been closely involved in supporting the development of the 1:200 
scale plans working with the wider project team and professional advisors 
throughout. The design includes: 
 

• Adults and children will be treated in single rooms, improving privacy and 
dignity and enabling any patient with symptoms of Coronavirus or other 
respiratory conditions to be isolated quickly. 

• Doubling resus capacity from four adult bays to eight will provide additional 
capacity for patients needing treatment for critical conditions. 

• Two further paediatric resus bays will be provided for children. 

• A new CT scanner, located within the ED, will mean patients requiring a 
specialist scan will be able to have one without leaving the department. 

• The new department will also be energy-efficient, include easy-to-understand 
signage and wayfinding for visitors, and provide our staff team with dedicated 
rest areas to support their wellbeing. 

 
The key components of the new clinical model, developed jointly with the Trust’s 
Operational Delivery Group (ODG), will enable: 
 

• Improved patient care and safety  

• Combined Children’s Assessment Unit/ Paediatric Emergency Department 
model  

• Improved access to resus  

• Visibility of patients by nursing teams 

• Reduction in nosocomial infections  

• Remove bottlenecks in flow  

• Ambulance handovers within 15 minutes  

• Mean time in department less than 4 hours  

• Senior clinical decision maker review in 1 hour  

• Reduced transfer time to Radiology  

• Specialist Access standards 
 
Risks and mitigations 
 
A full analysis of risks and mitigations is provided for within the OBC. The following 
were fully discussed at FIC and are brought to the attention of the Trust Board at 
this stage: 
 
1. Outline planning consent: Following close engagement with the local planning 

officers, the Trust submitted an outline planning application for the new ED 
department to Portsmouth City Council in May 2021. The Planning Committee 
review date has been confirmed as 21 July 2021. 
 

2. Letter of OBC support from local commissioners and the Hampshire & Isle of 
Wight Integrated Care System (ICS) stakeholders: The Trust has actively 
engaged with all key stakeholders throughout the development of this 
programme. A letter of support has been drafted for ratification through 
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external governance and inclusion  within the Trust’s OBC submission by 30 July 
2021. 

 
3. Capital funding (as already noted): 

a) Funding for the FBC and detailed design from August 2021 assumes an early 
drawdown of £4.1m funds against the national £58.3m (£2.5m during 
2021/22 and £1.6m during 2022/23). 

b) The total capital investment decision assumes a £3m local Trust 
contribution, over two financial years 2022/23 and 2023/24, in order that 
the Trust can achieve space efficiencies, embedded imaging requirements 
and estate links to the main hospital. 
 

4. Workforce: As already noted, there is no requirement for additional workforce 
assumed as a direct result of the new capital development. Any operational 
changes required as a result of future care models will be addressed through 
the Trust’s annual business planning processes. 
 

5. Residual vacated estate: As already noted, it is assumed that the vacated estate 
relating to the existing ED department on C level will either be mothballed or 
subject to a separate business case for an unrelated development to take on 
these costs. 

 

Appendices attached An overview slide deck is attached to this paper. 
 
The detailed OBC and supporting documents were reviewed by the Trust’s Finance 
and Infrastructure Committee on 20 July 2020 and are available for review by all 
Members on request. 
 

Recommendation The Trust Board is asked to approve the submission of the Outline Business Case 
(OBC) to NHS England and Improvement (NHSEI) and the Department of Health 
and Social Care (DHSC). 
 

Next steps OBC governance next steps: 

• NHS England and Improvement 

• Department of Health and Social Care 
 
FBC detailed design will progress in tandem with the external OBC review process 
from August 2021 in order to maintain timetable. 
 

Links to Corporate Objectives (Please ✓) 

     
  ✓  ✓ 

CQC Domains (Please ) 

Safe Effective Caring Responsive Well-Led 
✓ ✓ ✓ ✓ ✓ 

Links to Board Assurance Framework BAF7 

Links to Corporate Risk Register Operational and financial delivery. 

Compliance / Regulatory Implications Financial Control Total and Use of Resources. 

Quality Impact Assessment No change. 

Equality Impact Assessment No change. 
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Building better 
emergency care

Trust Board, 28 July 2021
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Background
40 years old

Our ED was not designed for the numbers of 

patients we now see and the condition of the 

environment is not as we would like

In 2019/20, we saw 16,000 more people than 

we did five years previously, and demand is 

projected to continue rising by 3% each year

Ways of 

working

Our ability to implement new models of care 

and best practice are limited by the constraints 

of the estate

Rising 

demand
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Objectives

1
Develop and deliver a new clinical model to give the people of 

Portsmouth and South East Hampshire high quality emergency care

Provide capacity to meet current and future demand, enabling PHU to 

meet national urgent care quality and access standards 

2
Reconfigure urgent and emergency care to maximise efficiency, making 

sure patients receive timely care in ED and throughout the hospital 

3

Deliver modern facilities, meeting required standards and promoting 

positive patient experience and staff wellbeing 

4
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Investment The total capital investment requirement for this 
development is £63.3m, comprising:

• £2m already expended in full to support the SOC 
and OBC stage developments;

• £58.3m national investment award, subject to 
business case approvals; plus

• A further anticipated £3m local Trust contribution, 
over two financial years 2022/23 and 2023/24, in 
order that the Trust can achieve space efficiencies, 
embedded imaging requirements and estate links to 
the main hospital.
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Sep 2019

Roadmap Submit Strategic 

Outline Case 

(SOC)

Submit Outline 

Business Case 

(OBC)

Submit Full 

Business Case 

(FBC)

Construction 

Commencement

New facilities 

open to patients

● Identifies clinical need

● Identifies potential estate solutions

● Confirms high level viability

● Develops potential clinical needs

● Develops potential estate solutions

● Identifies preferred solution to outline design

● Confirms solution to full design  

(clinical, workforce, estate)

● Build solution

● New solution fully

operational

● Benefits realisation

We are here

Release of 

£58.3m by 

NHSEI/ HMT

Jul 2021

May 2022

Sept-Nov 

2022

Oct 2024
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Location 
Options Extension to the 

east of ED and 

refurb of existing 

ED footprint 

Use of east staff 

car park for new 

build or part new 

build/  part refurb

Re-provide 

emergency floor 

facilities on north 

public car park

1 2 3
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Preferred Location

New ED comprising three levels:

• Level A: staff car park 

(retaining 216 of the existing 

522 spaces)

• Level B: clinical facilities -

majors, urgent care, 

paediatrics, radiology and 

resus

• Level C: staff training, 

changing, offices, rest/ 

relaxation and wellbeing 

space
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Level B Level C
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Level B

Sketch Design
1:500 Scale
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Level B

Outline Design

1:200 Scale 
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Level C

Outline Design

1:200 Scale
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Level A

Min 216

Page 44 of 253



Page 13

Traffic Flow
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Ambulance 

Entrance 
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Walk in 
Entrance 
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Changing 
Places 
Facility

While most public places have a standard 

accessible toilet, many people with disabilities 

and their carers find that these do not meet their 

needs. 

Changing Places is a national organisation that 

accredits facilities that feature:

• a height-adjustable changing bench

• a hoist system, and

• an accessible shower
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Outline 
Design

Cooler, better air conditioning, less noisy, more airy and friendly 

waiting room, less of a maze

Experience
Info on arrival on what to expect and when, regular updates, 

space for dignity, bay not corridor for ambulance arrivals  

Facilities
Wheelchair friendly, area for children in waiting room, better 

seating and space for visitors in treatment rooms

Accessibility
More parking, disabled parking closer to ED, 30 min drop-off and 

collection point 

Services

The Trust submitted an outline planning application for the new ED to 
Portsmouth City Council in May 2021. The Planning Committee review date 
has been confirmed as 21 July 2021.

Clinicians have been closely involved in supporting the development of the 1:200 
scale plans working with our project architects and partners throughout. The 
design includes:

• Adults and children will be treated in single rooms, improving privacy and 
dignity and enabling any patient with symptoms of Coronavirus or other 
respiratory conditions to be isolated quickly.

• Doubling resus capacity from four adult bays to eight will provide additional 
capacity for patients needing treatment for critical conditions.

• Two further paediatric resus bays will be provided for children.

• A new CT scanner, located within the ED, will mean patients requiring a 
specialist scan will be able to have one without leaving the department.

• The new department will also be energy-efficient, include easy-to-understand 
signage and wayfinding for visitors, and provide our staff team with dedicated 
rest areas to support their wellbeing.
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Clinical 
Model

The key components of the new clinical model that the design will enable:

• Improved patient care and safety 

• Combined Children’s Assessment Unit/ Paediatric Emergency Department model 

• Improved access to resus 

• Visibility of patients by nursing teams

• Reduction in nosocomial infections 

• Remove bottlenecks in flow 

• Ambulance handovers within 15 minutes 

• Mean time in department less than 4 hours 

• Senior clinical decision maker review in 1 hour 

• Reduced transfer time to Radiology 

• Specialist Access standards 
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Clinical Benefits

Category No Benefit
Improved patient outcomes B01 Better able to recognising patient deterioration leading to improved clinical outcomes

B02 Fewer patients being treated in ambulances leading to improved clinical outcomes

B03 Reduction in pressure sores and frailty related illness

B04 Improved access to Same Day Emergency Care (SDEC)

Improved patient flow B05 Reduced time to treatment in Resus

B06 Reduced time to treatment in Majors

B07 Reduced time to treatment in ED overall

B08 Reduced time to be seen by a senior clinician

Efficiencies B09 Improved productivity as a result of better department flow

Economy B10 Reduced cost per patient attendance

Improved performance B11 Stroke pathway and access to CT scan times

B12 Access to radiology (reduction in travel time)

B13 Reduced ambulance handover times

Improved infection control B14 Reduction of nosocomial infection

B15 Improved isolation times for patients

Improved environment B16 Improved patient environment (Increased privacy and dignity, signposting, increase in relatives facilities)

Patient experience B17 Improved patient experience

Staff satisfaction B18 Improved staff wellbeing (leading to improved recruitment and retention rates)

The clinical principles have been aligned to the benefits of the capital programme, these were developed jointly 

at Operational Delivery Group. 
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Public and 
Patient 
Engagement

The new ED development will enhance the current provision 
of services, rather than changing their nature.

• Hampshire Health and Adult Social Care Committee, November 
2020 and June 2021

• Portsmouth Overview and Scrutiny Panel, November 2020 (and 
scheduled for September 2021)

• Healthwatch, March 2021

• Local MPs, May 2021

• The level of patient and public engagement has recently been 
limited due to Covid-19, however, wide ranging engagement 
activities are being restarted to inform the next stage of detailed 
design

• Join our mailing list and get involved: BBEC@porthosp.nhs.uk
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Feedback    
so far

1

Environment
Cooler, better air conditioning, less noisy, more airy and friendly 

waiting room, less of a maze

Experience
Info on arrival on what to expect and when, regular updates, 

space for dignity, bay not corridor for ambulance arrivals  

2
Facilities

Wheelchair friendly, area for children in waiting room, better 

seating and space for visitors in treatment rooms

3

5

Accessibility
More parking, disabled parking closer to ED, 30 min drop-off and 

collection point 

4

More triage teams, joined up IT with GPs and community, 

separate urgent care centre, patients with existing conditions 

admitted directly to specialtes

Services
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22 | 21/07/2021

Strategic Context:

Unscheduled Care Priorities

System 

Flow 

QI
Strategy 

Deployment 
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Methods & 
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Principles 
111 
First 
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Medical 
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New 
Emergency 
Dept
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2021

First 24 hrs
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Thank you
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c. 3a 3b 4  

Enc 3a 3b 4   
Title of report INTEGRATED CARE SYSTEMS – DESIGN FRAMEWORK 
Board / 
Committee 

TRUST BOARD – 28TH JULY 2021 

Agenda item 
number 

073.21 

Executive lead Graham Terry – Director of Strategy & Performance 
 

Author Graham Terry – Director of Strategy & Performance 
 

Date report 
written 

16th July 2021 

Action required Discussion / Noting 
 

Executive 
summary 

This paper provides Trust Board with a summary overview of the “Integrated Care 
Systems: Design Framework” publication on 16th June 2021, and the linkages with 
the “NHS System Oversight Framework 2021/22” published on 28th June 2021. 
 
In the context of the core purpose for ICSs to:  

1. improve outcomes in population health and healthcare  
2. tackle inequalities in outcomes, experience and access  
3. enhance productivity and value for money  
4. help the NHS support broader social and economic development  

 
The Framework outlines the establishment of an ICS Partnership (between the 
NHS and local government) and an ICS NHS Body (with the establishment of 
statutory Boards, across a defined geography / population). The paper covers in 
part the functions that will enable ICS to deliver against its core purposes in: 

• Developing & allocating resources to deliver a plan to meet the health 
needs of the population within their area, having regard to the 
Partnership’s strategy  

• Establishing joint working arrangements with partners that embed 
collaboration as the basis for delivery of joint priorities within the plan 

• Establishing governance arrangements to support collective accountability 
between partner organisations for whole-system delivery and 
performance  

• Leading system implementation of the People Plan by aligning partners 
across each ICS to develop and support the ‘one workforce’ 

• Leading system-wide action on data and digital: ICS NHS bodies will work 
with partners across the NHS and with local authorities to put in place 
smart digital and data foundations to connect health and care services 

• invest in local community organisations and infrastructure  

• Drive joint work on estates, procurement, supply chain and commercial 
strategies to maximise value for money across the system  

• Planning for, responding to and leading recovery from incidents  

Enclosure Number 

5 
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This is set alongside the introduction of the System Oversight Framework that 
looks to: 

• align the priorities of the ICS with the NHS organisations within them 

• identify where ICSs and NHS organisations may benefit from support to 
meet required standards in a sustainable way 

• provide an objective basis for decisions about when and how NHS E / I 
intervene where there are serious problems or risks to the quality of care 

 

Appendices 
attached 

Integrated Care Systems: Design Framework – Trust Board Briefing 

Recommendations To note the content of the paper 
 

Next steps The following actions will be taken after consideration of this report: 
a) Executive leads to continue to engage and participate with the HIOW ICS 
b) To provide Trust Board with ongoing updates via the regular Strategy 

updates 
 

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 direct impact on quality. 

Equality Impact 
Assessment 

No equality implications. 

 

 

Page 58 of 253



 
 

Integrated Care Systems: Design Framework 
Trust Board Briefing – 28th July 2021 
 
1. Purpose 
This paper provides Trust Board with a summary overview of the “Integrated Care Systems: Design 
Framework” publication on 16th June 2021, and the linkages with the “NHS System Oversight Framework 
2021/22” published on 28th June 2021. 
 
2. Context 
In November 2020 NHS England and NHS Improvement published “Integrating care: Next steps to building 
strong and effective integrated care systems across England”. It described the core purpose of an 
Integrated Care System (ICS) being to:  

i. improve outcomes in population health and healthcare  
ii. tackle inequalities in outcomes, experience and access  

iii. enhance productivity and value for money  
iv. help the NHS support broader social and economic development  

 
ICSs will be made of two components: ICS Partnership, and the statutory ICS NHS body (from April 2022). 
These are outlined in more detail below. 
 
3. The ICS Partnership 
Each ICS will have a Partnership at system level established by the NHS and local government as equal 
partners. The Partnership will operate as a forum to bring partners (local government, NHS and others) 
together across the ICS area to align purpose and ambitions with plans to integrate care and improve 
health and wellbeing outcomes. 
 
It is expected that the Partnership will develop an ‘integrated care strategy’ covering health and social 
care (both children’s and adult’s social care), and addressing the wider determinants of health and 
wellbeing, based on Joint Strategic Needs Assessments. These will be focused on improving health and 
care outcomes, reducing inequalities and addressing the consequences of the pandemic for communities. 
 
Formal guidance on ICS Partnerships will be developed jointly by the Department of Health and Social 
Care (DHSC), however the design framework provides an overview on form and role as follows: 
 

• Establishment and membership 
Members must include local authorities that are responsible for social care services in the ICS area, as 
well as the local NHS (represented at least by the ICS NHS body – see later section). Beyond this, 
members may be from Health and Wellbeing Boards, other statutory organisations, voluntary, 
community and social enterprise (VCSE) sector partners, social care providers and organisations with 
a relevant wider interest. 
 

• Leadership and accountability 
The ICS NHS body and local authorities will jointly select a Partnership chair. There is opportunity for 
systems to decide if they prefer separate or the same chairs to the ICS NHS body. It is expected that 
as part of the leadership public health experts will play a significant role. 

 

• Partnership principles 
Ten principles are outlined as part of the framework for the Partnership. These are: 
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1 Come together under a distributed leadership model and commit to working together equally.  

2 Use a collective model of decision-making that seeks to find consensus between system partners 
and make decisions based on unanimity as the norm, including working though difficult issues 
where appropriate.  

3 Operate a collective model of accountability, where partners hold each other mutually 
accountable for their shared and individual organisational contributions to shared objectives.  

4 Agree arrangements for transparency and local accountability, including meeting in public with 
minutes and papers available online. 

5 Focus on improving outcomes for people, including improved health and wellbeing, supporting 
people to live more independent lives, and reduced health inequalities.  

6 Champion co-production and inclusiveness throughout the ICS.  
7 Support the triple aim (better health for everyone, better care for all and efficient use of NHS 

resources), the legal duties on statutory bodies to co-operate and the principle of subsidiarity 
(that decision-making should happen at the most local appropriate level).  

8 Ensure place-based partnership arrangements are respected and supported, and have 
appropriate resource, capacity and autonomy to address community priorities, in line with the 
principle of subsidiarity.  

9 Draw on the experience and expertise of professional, clinical, political and community leaders 
and promote strong clinical and professional system leadership.  

10 Create a learning system, sharing evidence and insight across and beyond the ICS, crossing 
organisational and professional boundaries.  

 
 

4. The ICS NHS body 
ICS NHS bodies will be established as new organisations that bind partner organisations together in a new 
way with common purpose. The intention is for them to lead integration within the NHS, bringing together 
all those involved in planning and providing NHS services to take a collaborative approach to agreeing and 
delivering ambitions for the health of their population. They will aim to establish shared strategic priorities 
and provide connections to wider partnership arrangements at a system level, tackle population health 
challenges and enhance services between health and social care. 
 
As a consequence, all clinical commissioning group (CCG) functions and duties will transfer to an ICS NHS 
body when they are established in April 2022. 
 
4.1 Functions of the ICS NHS body 
The ICS NHS body will be a statutory organisation responsible for specific functions that enable it to deliver 
against its core purposes in: 

• Developing & allocating resources to deliver a plan to meet the health needs of the population 
within their area, having regard to the Partnership’s strategy  

• Establishing joint working arrangements with partners that embed collaboration as the basis for 
delivery of joint priorities within the plan 

• Establishing governance arrangements to support collective accountability between partner 
organisations for whole-system delivery and performance  

• Leading system implementation of the People Plan by aligning partners across each ICS to develop 
and support the ‘one workforce’ 
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• Leading system-wide action on data and digital: ICS NHS bodies will work with partners across the 
NHS and with local authorities to put in place smart digital and data foundations to connect health 
and care services 

• invest in local community organisations and infrastructure  

• Drive joint work on estates, procurement, supply chain and commercial strategies to maximise 
value for money across the system  

• Planning for, responding to and leading recovery from incidents  
 
4.2 People and culture 
ICS NHS bodies are expected to have specific responsibilities for delivering against the themes and actions 
set out in the NHS People Plan and the people priorities in operational planning guidance. Focusing on 
growing, developing, retaining and supporting the entire local health and care workforce. This will include:  

• Clear leadership and accountability for the organisation’s role in delivering agreed local and 
national people priorities, with a named SRO 

• Demonstrate how it is driving equality, diversity and inclusion. It should foster a culture of civility 
and respect, and develop a workforce and leadership that are representative of the population 
they serve 

 
4.3 ICS NHS board 
The ICS NHS body will have a unitary board. The board will be responsible for ensuring the body plays its 
role in achieving the four purposes of the wider ICS and be constituted to ensure focus on improving 
outcomes in population health and healthcare; tackling inequalities in outcomes, experience and access; 
enhancing productivity and value for money; and contributing to broader social and economic 
development. 
 
The statutory minimum membership of the board of each ICS NHS body will be confirmed in legislation, 
however it is expected to comprise of the following: 

• Independent non-executives: Chair plus a minimum of two other independent Non-Executive 
Directors. These individuals will normally not hold positions or offices in other health and care 
organisations within the ICS footprint.  

• Executive roles (employed by the body): Chief Executive (who will be the accountable officer for 
the funding allocated to the ICS NHS body), Director of Finance, Director of Nursing and Medical 
Director.  

• Partner members: a minimum of three additional board members, including at least:  
o one member drawn from NHS trusts and foundation trusts  
o one member drawn from the primary medical services (general practice) 
o one member drawn from the local authority, or authorities  

 
ICS NHS bodies will be able to supplement these minimum board positions as they develop their own ICS 
NHS body constitution, which will be subject to agreement with NHS E/I. NHS E/I will be publishing further 
guidance on the composition and operation of the board, including a draft model constitution. 
 

Locally the Hampshire and Isle of Wight ICS is in the process of being formed. At the present time the 
Board and governance structures are being established, with the Chair being recruited to through a 
national process 
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4.4 Place-based partnerships 
ICSs are to define its place-based partnership arrangements, agreed collaboratively between the NHS, 
local government and other system partners, working together in a locality or community. In order to 
coordinate and improve service planning and delivery, and as a forum to allow partners to collectively 
address wider determinants of health at place (rather than at an ICS level). 
 
The ICS NHS body will need to agree the membership and form of governance that place-based 
partnerships adopt, building on or complementing existing local configurations and arrangements such as 
Health and Wellbeing Boards. At a minimum, these partnerships should involve primary care provider 
leadership, local authorities, including Directors of public health, providers of acute, community and 
mental health services and representatives of people who access care and support. 
 

Both Portsmouth and South East Hampshire footprint remains key to ensuring care is delivered 
consistently, whilst continuing to recognise Portsmouth City patients and South East Hampshire 
patients.   

 
4.5 Provider collaboratives 
Additionally, from April 2022, Trusts providing acute and / or mental health services are expected to be 
part of one or more provider collaboratives. Community Trusts, Ambulance Trusts and non-NHS providers 
(e.g. community interest companies) should participate in provider collaboratives where this is beneficial 
for patients and makes sense for the providers and systems involved. 
 
The intent is to better enable members to work together to continuously improve quality, efficiency and 
outcomes, including proactively addressing unwarranted variation and inequalities in access and 
experience across different providers. Provider collaboratives will agree specific objectives with one or 
more ICS (depending on their catchment populations). 
 

For PHU we already have the IOW Acute Partnership established, and across HIOW ICS all Acute 
providers are in the process of assessing where opportunities exist to collaborate (building on areas 
already in progress around elective care and digital developments). 

 
4.6 Accountability and oversight 
As statutory organisations, the members of the unitary boards will have collective and corporate 
accountability for the performance of these organisations and will be responsible for ensuring its functions 
are discharged. NHS E / I through its regional teams, will agree the constitutions and plans of ICS NHS 
bodies and hold them to account for delivery through the Chair and Chief Executive. 
 
Providers of NHS services will continue to be accountable for:  

• quality, safety, use of resources and compliance with standards through the provider licence (or 
equivalent conditions in the case of NHS trusts) and CQC registration requirements  

• delivery of any services or functions commissioned from or delegated to them, including by an 
NHS ICS body, under the terms of an agreed contract and/or scheme of delegation.  

 
Executives of provider organisations will remain accountable to their boards for the performance of 
functions for which their organisation is responsible. 
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4.7 Approach to NHS oversight within ICSs 
The System Oversight Framework (SOF) published on 28th June outlines the way in which ICSs will be 
monitored and assessed in the future. The purpose of the SOF is to: 

• align the priorities of the ICS with the NHS organisations within them 

• identify where ICSs and NHS organisations may benefit from support to meet required standards 
in a sustainable way 

• provide an objective basis for decisions about when and how NHS E / I intervene where there are 
serious problems or risks to the quality of care 

 
To support the SOF this is built around five national themes linked to the ambitions of the NHS Long Term 
Plan that are applicable to all ICS NHS Organisations, plus the introduction of a sixth theme associated 
with the delivery of local strategic priorities. The figure below outlines their relationship and measures:  
 

 
 
This approach will place ICSs into one of four segments (as determined by NHS E/I regional teams), driven 
by the level of support required in each system. Appendix I provides a description of different segments 
and the nature of the support needs. Those in level four would require the most support, compared to 
level one with the least.  
 
This will be phased in through 2021/22 as way of introduction, with the anticipation several ICSs will 
initially be placed in segment 2. For an ICS this means on a development path but able to demonstrate 
characteristics of an effective self-standing ICS, with plans supported by system partners to address areas 
of challenge. The same inference is then given to Trusts in segment two, and that targeted support may 
be required to address specific issues identified. 
 
4.8 Financial allocations and funding flows 
At present systems are currently funded under the COVID financial regime through a system funding 
envelope for each ICS, which includes system top-up and COVID fixed allocation arrangements. In due 
course, system funding allocations will move back towards the population-based distribution and funding 
quantum allocated as part of the Long Term Plan funding settlement, taking account of subsequent 
funding allocations and the outcome of the Spending Review. 
 

• ICS allocations 
NHS E / I will make financial allocations to each ICS NHS body with funding continuing to be linked to 
population need. Allocations will be based on longstanding principles of supporting access for equal 
needs and contributing to the reduction of health inequalities. Allocations will be set in a way that 
avoids large swings in funding that would risk destabilising local health economies. 
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• Full capital allocations will be made to the ICS NHS body, based on:  
o the outcome of the 2022/23 capital settlement for operational capital, building on the 

arrangements initially implemented in 2020/21  
o capital budgets being a combination of system-level allocations (operational capital), nationally 

allocated funds (for large strategic projects) and other national programmes  
o the methodology is being kept under review to ensure available capital is best allocated against 

need.  With the intent for future allocations being set over a multi-year, subject to the outcome 
of the next Spending Review.  

 

• ICS NHS body will agree:  
o priorities and outcomes to be achieved in plans against NHS budget (with clinical advice and with 

regard to ICS Partnership plan)  
o the distribution of the NHS revenue allocation (both total financial value and service lines) to:  

o each place-based partnership as appropriate  
o each NHS provider (individually contracted or via a lead provider contract, including where 

operating as part of a provider collaborative)  
o contracts with other service providers 
o other collaboratives partnerships 

 
4.9 Data and digital standards and requirements 
The Framework outlines that from April 2022 ICS systems will need to have smart digital and data 
foundations in place. The way that these capabilities are developed and delivered will vary from system 
to system, and expected to include elements such as: 
 

• Have a renewed digital and data transformation plan that is embedded within the ICS NHS body 
plan and details the roadmap to achieve ‘What Good Looks Like’;  

• Have clear accountability for digital and data, with a named SRO  

• Invest in levelling-up and consolidation of infrastructure, linked to the future ICS reference target 
architecture and data model  

• Implement a shared care record 

• Ensure adherence by constituent partners to standards and processes that allow for 
interoperability across the ICS  

• Enable a single co-ordinated offer of digital channels 

• Cultivate a cross-system intelligence function to support operational and strategic conversations,  

• Agree a plan for embedding population health management capabilities  
 
5 Conclusion 
As is evident from the ICS design framework, this next stage of system development and working 
continues to emphasise the need to embed partnerships and collaborations across both health and social 
care. The intent to strengthen these and ensure alignment of strategic priorities exist at a system level 
will be crucial over the next few years. Implemented correctly, and with a proportionate oversight 
framework, will provide the structure and governance for tangible improvements to be delivered. The 
balance between ICS and place will be key, so as to focus on the right priorities at the right level in order 
to gain the most benefit for the local population. 
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Appendix I 
SOF - Support segments: description and nature of support needs Segment description 
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Support segments: segmentation approach 
 

 
 
 

Page 66 of 253



 
 

 
 

Page 67 of 253



Page 68 of 253



 

 

Committee: QUALITY AND PERFORMANCE COMMITTEE 

Date of Meeting: 21ST JUNE 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 28TH JULY 2021 

Chair: MARTIN ROLFE – NON-EXECUTIVE DIRECTOR 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

074.21 

  

Appendix A: Agenda 

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

 

Integrated Performance Report 

 
The Integrated Performance Report was considered by the Committee and noted in items 086.21 and 096.21.  

Site Update 

• Covid prevalence is up to 34 (national average is 40) per 100,00 of the population 

• Last week up to 15 patients on site Covid positive, now down to 10 on site 

• Non elective recovery-last week highest ever ED attendances across the system, consistent with national 
reporting. 

• Small increase in ambulance conveyance 

• Pilot to evolve 111 project; planned to start early July 
 

 
Agenda 
item 

Items of note: 

086.21 Quality elements of integrated performance report 

The Committee sought assurance that the Trust is contributing appropriately to strategic approaches to 
the management of changing patterns of need /demand/use of service across the system. Executives 
described their engagement in this development.  The importance of enabling and ensuring patient 
involvement was acknowledged. The Committee also sought assurance that appropriate focus is being 
directed to the timely resolution of responses to the central alerting system notifications. 

The IPR noted and the following highlighted: 

• CAS alert compliance improved-further work required, in progress 

• SLE’s increase-noted work re VTE’s; PU’s. Low or no harm the main areas of increase, positive 
reporting culture noted  

• No Covid outbreaks noted 

• Reduction in C.diff. reported numbers noted 

• Complaint process noted as improving 

• Mental health board reintroduced; good engagement from system providers. Shared 
recognition of the scale of the problem relating to mental health demands across the system 

• FFT responses-needs further promotion; volunteers to assist 

Enclosure Number 

6 
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Agenda 
item 

Items of note: 

• Real time feedback resumed in May. Nine dementia specific volunteers allocated to D6. 

• Fully recruited to chaplaincy team 

• Piloting future use of family liaison team to support future development of the role 

• Noted future collaboration with patients to support future developments to raise awareness to 
reduce footfall to ED, noting challenges faced across the system 

• Challenged to consider how to better manage some processes, reflecting possibility of 
automation and digital workstreams 
 

087.21 CQC Inspection-Maternity services 

The report is still awaited; however, areas highlighted during verbal feedback have been investigated 
and one concern has already been closed with no further action (regarding a theatre door) after the 
Trust was able to provide evidence to fully assure CQC. Letter from CQC also noted. 

088.21 Nursing and Midwifery strategy 2021-2024  

Draft strategy noted and feedback provided for the Chief Nurse to amend and update. It is intended to 
launch this strategy end of July 2021. 

It was noted that there was: 

• Good engagement from staff resulting in this strategy 

• Four main themes themes-development and career progression; leadership for excellence; 
quality improvement and innovation and professional identity and influence 

• This aligns with Trust objectives, working together and delivering excellence 

The Committee welcomed the commitment to identification of appropriate implementation on 
indicators in the final version of this strategy. 

 

089.21 Infection prevention and control-internal audit 

IPC team update received and the recent audit report produced by TIAA was noted and the reasonable 
assurance was welcomed.  

Assurance that improvement activities continues was provided by the Deputy Director of Infection 
Prevention and Control and the Chief Pathologist. 

 

090.21 Infection Prevention and control Transformation Programme 

The IPC report was noted by the Committee and the significant work in progress. 

It was noted that the Covid stock take was being undertaken as per national guidance. 

The following was highlighted: 

• POCT and Patient pathways: Learning from wave 2 aiding progress of this work and how to 
reduce transmission in our care. This will in addition support the Trust in how to create zones 
within the hospital 

• MDT collaboration noted 

• Positive outcome relating to POCT at the “front door”, 15 minutes to complete the test and 
good efficacy highlighted 

• Communication-internal and external, noted work on IPC strategy and methods of 
communication across the Trust to share information with patients and staff 

• Reporting and digital improvements-ward level and divisionally 
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Agenda 
item 

Items of note: 

• Education-review of induction and annual mandatory training. A competence framework also 
in development to support link nurses and wider workforce 

• Estates-review of cleaning standards and future to enhance IPC involvement 

The Committee took the opportunity to acknowledge the significant leadership that the IPC team has 
undertaken to excellent effect during the pandemic. The Committee thanked all team members. 

 

091.21 Quality report-patient experience 

The Committee welcomed the Patient Experience report. Accessibility of information and positive 
responses noted for FFT.  

The continued commitment to improving patient experience was evident and welcomed. 

093.21 Clinical Negligence Scheme for Trusts 

CNST-Maternity report discussed. 

The Board approved the evidence collected for submission thus far and commended those who had 
contributed to the improvements achieved. The Committee used its delegated authority to approve the 
submission of evidence collated to date. The Committee agreed to delegate approval of the final 
submission to the Chief Nurse with Inga Kennedy. 

On full review, evidence of completion of compliance with safety standard actions to enable application 
for incentive on track.  

A note of the outcome will be presented the Committee subsequently. 

 

094.21 Data security and Protection toolkit 

The Committee noted the significant volumes of evidence collated in support of the Trust’s declaration 
against the Toolkit standards. The reasonable assurance opinions issued by the Trust’s internal auditors 
on the evidence reviewed were welcomed. 

The Committee delegated authority to approve the small number of outstanding items to the Director 
of Governance and Risk. 

 

095.21 Quality Account 2020-2021  

The committee welcomed the final version of the Quality Account 2020-2021 and it was noted that 
feedback from internal and external stakeholders has now been included to update the final version of 
the account received (in the initial draft shared this was not available). 

The Committee delegated authority to approve the document for publication. 

 

096.21 Performance elements of the integrated performance report 

The Committee noted the increased demand in the urgent care pathway and associated challenges. 
Additional primary care pathways are being implemented with the support of system partners.  

The additional demand has had a detrimental impact on ambulance handover delays, as has an 
increased rate of bed occupancy, particularly medical beds, which has compromised flow through the 
hospital. 

Page 71 of 253



 
 

 

Agenda 
item 

Items of note: 

Cancer standards were met in April. One standard has been missed in May, but it is known that this 
arises from the need to support partner organisations. The committee noted that the cancer data 
provided is provisional. 

Elective recovery continues well, with more than 100% of pre Covid levels of activity delivered. 
Recovery in the diagnostic pathway is also ahead of trajectory. 

The committee commended continued improvements in stroke services. 

 

097.21 The report was noted and the following was highlighted: 

• Work with SCAS and system partners to try to reduce the negative impact of increased flow; 
discharge capacity, better utilisation of workforce and pilots e.g. the 111 pilot. 

• Occupancy in the Trust is high. On analysis of MOFFD, aim is to achieve a figure of 60-work in 
progress with system partners to realise this goal. 

• Cancer standards: April 9/9 achieved. In May 8/9 achieved, this is related to partner capacity 
not the Trust capacity. Work in progress to address this. 

• Elective capacity good progress noted in recovery. Improvements in those waiting over 52 
weeks highlighted. Work in progress to continue this work noting increase in demand as winter 
approaches. 

• Diagnostic improvement noted in recovery plans. 

 

092.21 

RR 

Board Risk Register 

The Committee noted that the Board Risk register presented had been drafted at the height of the last 
wave of the pandemic and reflected the challenges in that period. Several risk ratings likely to be 
reduced in the next presentation, unless the emerging third wave brings similar challenges. 

Committee agreed to receive an updated version at its next meeting, prior to recommendations to the 
Trust Board in July. 

098.21 Board Assurance Framework 

The committee accepted the updated BAF, noting that the committee’s discussions are closely aligned 
to the risks set out therein. 

 
 

Agenda 
item 

Items for escalation to the Trust Board: 

 • Increasing demand on ED and subsequent pressures in managing admissions as the Trust 
continue to work on the recovery plans and the elective pathways. This is reflected nationally 

• Mental health demand across the Trust and system partners continues to be a high priority and 
concern for all partners. This is reflected nationally 

 
Agenda 
item 

Recommendations: 

 Not on this occasion. 
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QUALITY AND PERFORMANCE COMMITTEE 

Monday 21st June 2021 
09:30 – 12.00  

Via Microsoft Teams 
A G E N D A 

 
Item No. Time Item Enclosure  

No. 
Presented 
By 

 
083.21 09.30 

 

Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

084.21 09.32 
 
Minutes of the last meeting – 17th May 2021 
 

1 Chair 

085.21 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

 
QUALITY 
 

086.21 09.35 
Quality elements of integrated performance 
report 

 
To follow 

 
MD/CN 

 
087.21 

 

 
10.00 CQC inspection – Maternity Services 

 
3 

 
CN / DGR 

088.21 10.10 Nursing and Midwifery Strategy 4 CN 

089.21 10.20 Infection prevention and control – internal audit 5 CN 

090.21 10.30 
Infection Prevention and Control 
Transformation Programme 

N CN 

091.21 10.40 Quality report – patient experience 6 CN 

092.21 10.50 Board Risk Register 7 DGR 

093.21 11.00 Clinical Negligence Scheme for Trusts 8 CN 

094.21 11.10 Data Security and Protection Toolkit 9 DGR 

095.21 11.20 Quality Accounts 2020 – 21 10 DGR 

PERFORMANCE 

096.21 11.30 
Performance elements of integrated 
performance report 

 
To follow 

 
COO 
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COMMITTEE FEEDBACK 
 

 
097.21 

 
11.40 

Committees report to the Quality and 
Performance Committee: 

• Quality Assurance Committee 

• Mortality Review Group 

• Emergency Preparedness Resilience and 
Response Committee 

• Data Protection and Data Quality Committee 
 

 
11 

 
Chair  
 

 
098.21 

 

 
11.50 Receipt of Board Assurance Framework 

 
12 

 
Chair 
 

 
099.21 

 
11.55 

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

 
N 

 
All 

 
100.21  

 
Any other business 
 

 
N 

 
Chair 

 
101.21  

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Monday 19th July 2021, 09:30, E Level Boardroom,  
Education Centre, Queen Alexandra Hospital 

 

 
Chair 
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c. 3a 3b 4  

 
Title of report CQC INSPECTION – MATERNITY SERVICES 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 21ST JUNE 2021 

Executive lead Liz Rix – Chief Nurse 
Lois Howell – Director of Governance and Risk 

Author Dave Gordon – Committee Secretary  
 

Date report 
written 

10th June 2021 

Action required Discussion / Noting 
 

Executive 
summary 

The Care Quality Commission (CQC) undertook a focused inspection of Maternity 
Services at Portsmouth Hospitals University NHS Trust on 20th May 2021. Once 
the CQC had concluded its observations, a meeting was held with Trust 
leadership to provide initial feedback. The letter attached to this cover sheet 
provides a summary of its findings. 
 
The observations are summarised in the middle of the letter; in summary, whilst 
areas for development were clearly understood by all parties, the culture of 
improvement was noted and is supported by effective governance. The co-
operation of staff and leaders with the process also drew comment. Members 
are also directed to the next item on the agenda for this meeting (088.21) which 
will outline the Nursing and Midwifery Strategy. This will allow for some further 
consideration of the future development of the area. 
 
The full report will be issued in due course. At present, it is scheduled for this to 
be taken at Quality and Performance Committee on 19th July 2021 and 
subsequently reported to Trust Board on 28th July. Should the report not be 
available by this date, then this document will be used to inform a Board 
discussion next month. 
 

Appendices 
attached 

There are no appendices to this report 
 

Recommendations The Committee is requested to note the report. 
 

Next steps Trust Board will consider the CQC inspection of Maternity Services on 28th July 
2021, preferably using the final report issued by CQC should that be available. 
 
 

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓ 
 

✓ ✓ ✓ 
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CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ 
 

✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

BAF32 – Embedding of enhanced maternity governance process 
 

 

Links to Board Risk 
Register 

Not applicable. 

Compliance / 
Regulatory 
Implications 

CQC focused inspections are part of its regulatory activity and reported fully to 
Trust Board to ensure appropriate oversight of any issues or concerns raised. 

Quality Impact 
Assessment 

Not applicable beyond the improvements to be made as a result of the 
inspection’s findings. 
 

Equality Impact 
Assessment 

No equality implications. 
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By email 
 
 
Our reference: RHU1386984422ENQ1-1386984 
Penny Emerit 
Chief Executive Officer 
Portsmouth Hospitals University NHS Trust 
Queen Alexandra Hospital 
Cosham 
Hampshire 
PO6 3LY 
 
 
Date: 24 May 2021 
 

CQC Reference Number: INS2-10717565561 
 
Dear Penny 
 
 
Re: CQC focused inspection of Maternity Services 
 
Following your feedback meeting with Keith Morris and Nigel Acheson on 20 May 
2021, I thought it would be helpful to confirm the feedback as given to you and your 
colleagues Liz Rix, Lois Howell, John Knighton and Chris Evans at the feedback 
meeting.  
 
This letter does not replace the draft report we will send to you, but simply confirms 
what we fed-back on 20 May 2021 and provides you with a basis to start considering 
what action is needed.  
 
We would encourage you to discuss the findings of our inspection at the public 
session of your next board meeting. If your next board meeting takes place prior to 
receiving a final or draft inspection report, this correspondence should be used to 
inform discussions with the board. When scheduling a discussion of this letter, or the 
draft report, please inform your CQC Regional Communications Manager, who is 
copied in to this letter. 
 
An overview of our feedback 
 
The feedback to you was: 
 

• The practice of midwife scrubbing for theatre is still in use at PHU although 
this has been updated elsewhere. 

• There were potential concerns with regard to privacy & diginity due to theatre 
doors opening onto the labour ward. 

Care Quality Commission 
Citygate 
Gallowgate 
Newcastle Upon Tyne 
NE1 4PA 
 
Telephone: 03000 616161 
Fax: 03000 616171 
 
www.cqc.org.uk 
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• In the maternity assessment unit – waiting times. Safety concerns were 
mitigated through triage process, however there was an impact on patient 
experience. 

• It was not clear that the allocation of resources and skill-mix of staff for high-
risk home births always kept patients and staff safe. 

• We observed a BadgerNet system outage but staff were not able to describe 
how they could access critical information in the community during an outage. 

• Governance structure as described to us appeared simple and effective. 

• We noted a clear desire with the local senior leadership team to improve and 
develop the service. 

• CTG training. The inspection team highlighted the improvements made with 
regard to CTG rates during the past year. 

• Most staffstaff we spoke with described an improving picture with the service 
and felt positive about the changes made or that were being implimented. 

 
A draft inspection report will be sent to you once we have completed our due 
processes and you will have the opportunity to check the factual accuracy of the 
report. 
 
Could I take this opportunity to thank you once again for the cooperation that we 
experienced from you and your staff.   
 
If you have any questions about this letter, please contact me through our National 
Customer Service Centre using the details below: 
 
Telephone:  03000 616161 
 
Write to: CQC  

Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 

 
If you do get in touch, please make sure you quote or have the reference number 
(above) to hand. It may cause delay if you are not able to give it to us. 
 
Yours sincerely 

 

 

Mandy Williams 

Head of Hospitals Inspection 

 

c.c. John Scott - CQC regional communications manager 
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Enc. 3a 3b 4  

Enc. 3a 3b 4   

 

Title of report QUALITY ACCOUNT 2020/2021 

Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 21ST JUNE 2021 

Executive lead Lois Howell – Director of Governance and Risk 

Author Tracey Stenning – Head of Governance and Quality 

Action required • Review and provide final approval to the 2020/2021 Quality Account 

Executive 
summary 

• Quality Accounts are reports from providers of NHS healthcare services about 
the quality of the services they provide; and are aimed at the public are 
required to be published annually 
 

• The Account is laid out in the format specified by the Quality Account 
Regulations and includes all the mandated statements 

 

• The draft Account, as presented to the Committee in May, was discussed at 
the Trust Board at its Private meeting in May and approved the delegation of 
authority to approve the Quality Accounts 2020 – 21 to the Quality and 
Performance Committee at its meeting on 21st June 2021 
 

• Following presentation of the Account in May in the following have been 
updated: 
- Statement on quality from the Chief Executive (page 4) 
- CCG commentary (pages 60 - 63) 
- Commentary from Healthwatch Portsmouth (pages 64 - 66), Portsmouth 

HOSP and Hampshire Healthwatch (page 67) have not provided any 
comments 

Appendices 
attached 

• Quality Account 2020/2021 (version 2) 

Recommendations 
On behalf of the Trust Board, the Quality and Performance Committee is 
requested to review and provide final approval of the 2020/2021 Quality Account 

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 30th June 

2021 

Links to Corporate Objectives (Please ✓) 
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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 

Providers of NHS healthcare are required to publish a quality account each year. 
These are required by the Health Act 2009, and in the terms set out in the 
National Health Service (Quality Accounts) Regulations 2010 as amended (‘the 
quality accounts regulations’) 

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 

I, on behalf of the Trust Board and all colleagues at Portsmouth Hospitals 
University NHS Trust (PHU), am pleased to introduce our Quality Account for 
2020/21, which highlights our continued dedication to improving all aspects of 
quality for patients and staff. 
 

The last twelve months have been like no other, however the importance that 
colleagues have placed on ensuring we continue deliver safe, compassionate, 
effective care and improved patient experience has been clear throughout. The 
contents of this report should be considered against the background of the 
continuing pandemic; however, we recognise there are areas of improvement 
and will continue working alongside health and social care partners to achieve 
these. 
 

Following the achievement of our good rating from the Care Quality 
Commission (CQC) in January 2020, we have continued working closely with 
health and social care partners across the Hampshire and Isle of Wight system 
to continue building on these improvements.  
 

We were delighted that this year the Care Quality Commission (CQC) 
recognised our improvements in urgent care and removed their requirement 
for us to report in relation to our Section 29A Warning Notice, which results 
from their 2019 inspection and how we triaged and cared for patients who self-
presented at our emergency department and the absence of sustainable 
improvements to reduce ambulance waiting times. We are committed to 
driving further improvements and ensure actions highlighted by the CQC’s most 
recent report are built into our ongoing quality improvement programme. 
 

Patient experience remains an integral part of our work around improvements, 
despite difficulties presented by the pandemic. Following feedback from 
patients and their loved ones, we introduced the Family Liaison Service, where 
employed staff and volunteers work alongside each other to support the 
relationship between patients and their families and the Trust. This service has 
been key in the positive experience of our patients across PHU, particularly 

during times of restricted movement, as well as for staff who have been freed 
up to focus on other areas of work. 
 

The emphasis we have put on high-quality sustainable improvements across 
the Trust were highlighted in our most recent national Staff Survey results 
where 74 per cent of our colleagues said they would recommend PHU as a 
provider of care to their family and friends, an increase of four per cent from 
the previous year. While we also scored higher than average in staff reporting 
we treat staff involved in errors, near misses or incidents fairly, as well as 
encouraging the reporting of errors, near misses and incidents. A clear indicator 
on the focus we put on learning and education. 
 

Our priorities for 2021/22 show an increased emphasis on involving and gaining 
further insight into the views of both patients and our staff in driving 
improvements. We continue focusing on our objectives to support safe, high-
quality patient focused care while supporting the improvements needed to 
ensure we have created a service which provides for 
the communities we serve both now and in the 
future. As services increase capacity, we must 
manage the clinical risk associated with extended 
waiting times, waiting list sizes and the additional 
support patients and our staff may need in 
addressing this demand. 
 

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.  

Penny Emerit, 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: Penny.Emerit@porthosp.nhs.uk  
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QUALITY IMPROVEMENT PRIORITIES 2021 / 2022 

 

During 2019/2020 the NHS faced unprecedented levels of pressure from the COVID-19 pandemic.  In response, the Quality Account Regulations were amended to 

remove the previously fixed deadline for publication, and replace it with a recommendation for a December 2020 publication date.   

 

During the pandemic the Trust prioritised work to support quality and safety in clinical areas.  This led to the Quality Account improvement priorities being agreed 

in October 2020, with the Account being published in December 2020. 

 

Due to the re-prioritisation of work and staff, some of the work relating to the priorities was paused.  The priorities have been re-visited by key members of the 

Trust staff who lead on quality matters, who propose that these are still relevant in the current climate.   

  

These priorities will ensure that the Trust is able to maintain focus on the strategic objectives by supporting safe, high-quality patient focused care, taking  

responsibility for the delivery of care now and in the future and continuing to invest in the capability of staff to deliver on the Trust vision.  

 

The Trust will continue to report progress against these improvement priorities to the Trust Board and the Quality and Performance Committee on a monthly and 

quarterly basis through the Integrated Performance Report (IPR) and patient safety, experience and effectiveness reports. 

 

This Quality Account and associated priorities focuses on the three domains of quality; patient safety, patient experience and clinical effectiveness which are 

integral to the Trust’s vision, strategic aims and values. 
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Page 86 of 253



QUALITY ACCOUNTS 2020 / 2021 

Quality improvement priorities 2020 / 2021 – our achievements 
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QUALITY IMPROVEMENT PRIORITIES 2020 / 2021 – OUR ACHIEVEMENTS 

The Quality Account published in December 2020 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 2020/2021 Portsmouth Hospitals University 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 University 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 2020/2021 represents 

99.7% of the total income generated from the provision of NHS services by 

Portsmouth Hospitals NHS Trust for 2020/2021.  

 

Participation in clinical audits 
During 2020/2021 39 national clinical audits and 9 national confidential 

enquiries covered NHS services that Portsmouth Hospitals University NHS 

Trust provides. 
 

During that period Portsmouth Hospitals University Hospitals NHS Trust 

participated in 100% (36/36) national clinical audits (three were excluded as 

they were delayed/postponed nationally due to the pandemic) and 100% 

(7/7) national confidential enquiries of those it was eligible to participate in 

(two were excluded as they are still under development). 

 

 

The national clinical audits and national confidential enquiries that 

Portsmouth Hospitals University NHS Trust participated in, and for which data 

collection was completed during 2020/2021, 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 2020/2021 

and some reports that were published from data supplied in 2019/2020) were 

reviewed by the provider in 2020/2021.  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 

Antenatal and New-born National Audit Protocol 
2019 - 2020 

KPI data ✓ 100% 

British Association of Urological Surgeons (BAUS) Urethroplasty ✓ 85% 

BAUS Cystectomy Audit 
✓ 112.6% 

BAUS Female Stress Urinary Incontinence Audit Not applicable Not applicable 

BAUS Nephrectomy Audit ✓ 76% 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

BAUS Percutaneous Nephrolithotomy  ✓ 100% 

BAUS Radical Prostatectomy Audit ✓ 94.57% 

British Spine Registry Audit Not applicable Not applicable 

Case Mix Programme (CMP) - Intensive Care 
National Audit and Research Centre (ICNARC) 

Audit 
✓ 100% 

Cleft Registry and Audit Network (CRANE) Audit Not applicable Not applicable 

Elective Surgery (National PROMs Programme) Pre-operative questionnaires 
✓ 14.5% 

Post-operative questionnaires  
✓ 70.9% 

Emergency Medicine Quality Improvement Project 
(QIPs) 

Care of Children in the Emergency Department  
✓ 100% 

Assessing for Cognitive Impairment in Older People 
in the Emergency Department 

✓ 100% 

Falls and Fragility Fracture Audit Programme Fracture Liaison Service Database  
✓ 43.4% 

Hip Fracture Database 
✓ 100% 

Inpatient Falls Audit  
✓ 14 cases submitted 

Inflammatory Bowel Disease Programme (IBD 
Programme) 

Inflammatory Bowel Disease Registry ✓ 162 cases submitted 

Learning Disability Mortality Review Programme 
(LeDeR) 

Audit ✓ 100% 

Mandatory Surveillance of Healthcare Acquired 
Infections (HCAI) 

Audit ✓ 100% 

National Asthma and COPD Audit Programme COPD ✓ 100% 

Asthma in Children ✓ 100% 

Asthma in Adults ✓ 94 cases 

Pulmonary Rehabilitation Not applicable Not applicable 

National Audit of Breast Cancer in Older People 
(NABCOP) 

Audit   100% 

National Audit of Cardiac Rehabilitation (NACR) Audit ✓ 100% 

National Audit of Care at the End of Life (NACEL) Audit  ✓ 95% 

National Audit of Dementia Audit  Delayed due to COVID-19 Delayed due to COVID-19 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

National Audit of Pulmonary Hypertension (NAPH) Audit Not applicable Not applicable 

National Audit of Seizures and Epilepsies in 
Children and Young People (Epilepsy 12) 

Organisational Audit ✓ 100% 

National Bariatric Surgery Register (NBSR) Audit ✓ 100% 

National Cardiac Arrest Audit (NCAA) – ICNARC Audit ✓ 100% 

National Cardiac Audit Programme (NCAP) National Adult Cardiac Surgery Audit  Not applicable Not applicable 

National Audit for Adult Percutaneous Coronary 
Interventions 

✓ 100% 

National Audit of Cardiac Rhythm Management  ✓ 100% 

National Congenital Heart Disease Audit Not applicable Not applicable 

National Heart Failure Audit  ✓ 114% 

Myocardial Ischaemia National Audit Programme  ✓ >100% 

National Clinical Audit of Anxiety and Depression 
(NCAA) 

Audit Not applicable Not applicable 

National Clinical Audit of Psychosis Audit Not applicable Not applicable 

National Comparative Audit of Blood Transfusion 
programme-2020 Audit of the management of 
paediatric anaemia   

Audit Postponed due to COVID-
19 

Postponed 
due to 

COVID-19 

National Diabetes Audit – Adults Diabetes in Pregnancy ✓ 100% 

Inpatient Audit 
✓ 98% 

Foot Care 
✓ 95 cases submitted (2015-2018) 

Harms  
✓ 100% 

National Early Inflammatory Arthritis Audit (NEIAA)  Audit  
✓ 100% 

National Emergency Laparotomy Audit (NELA) Audit 
✓ 70% 

National Gastro-Intestinal Cancer Programme National Bowel Cancer Audit  
✓ 104% 

National Oesophago-Gastric Cancer  
✓ 74-84% 

National Joint Registry (NJR) Audit 
✓ 97% 

National Lung Cancer Audit (NLCA) Audit 
✓ 100% 
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NATIONAL CLINICAL AUDITS 

Audit title Details Participation 
% cases 

submitted 

National Maternity and Perinatal Audit (NMPA) Audit 
✓ 100% 

National Neonatal Audit Programme (NNAP) Audit 
✓ 100% 

National Ophthalmology Audit – NOD Audit 
✓ 98% 

National Paediatric Diabetes Audit (NPDA) Patient and Parent Reported Experience Measures 
✓ 162 responses 

Audit 
✓ 100% 

National Prostate Cancer Audit Audit 
✓ 100% 

National Vascular Registry Audit Not applicable Not applicable 

Neurosurgical National Audit Programme Audit Not applicable Not applicable 

NHS provider interventions with 
suspected/confirmed carbapenemase producing 
Gram negative colonisations/infections 

Not applicable  Project closed due to 
COVID-19 

Project closed due to COVID-19 

Out-of-Hospital Cardiac Arrest Outcomes (OHCAO) Audit Not applicable Not applicable 

Paediatric Intensive Care Audit Network (PICANet) Audit Not applicable Not applicable 

Perioperative Quality Improvement Programme 
(PQIP) 

Audit ✓ 0.8% 

Prescribing Observatory for Mental Health (POMH-
UK) 

Audit Not applicable Not applicable 

Sentinel Stroke National Audit Programme (SSNAP) Audit ✓ 100% 

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 
✓ >100% 

The Trauma Audit & Research Network (TARN) Audit 
✓ 100% 

UK Cystic Fibrosis Registry Audit Not applicable Not applicable 

UK Registry of Endocrine and Thyroid Surgery Surgical Outcomes 
✓ 100% 

UK Renal Registry National Acute Kidney Injury 
Programme 

Audit ✓ 100% 
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NATIONAL CONFIDENTIAL ENQUIRIES 

Audit title Details Participation 
% cases 

submitted 

Child Health Clinical Outcome Review 
Programme 

Transition from Child to adult health services (NCEPOD) Study currently under 
development 

Study currently under development 

Maternal and Newborn Infant Clinical 
Outcome Review Programme 

Perinatal Mortality Surveillance Report ✓ 100% 

Saving Lives, Improving Mother’s Care 
✓ 100% 

Perinatal Confidential Enquiry, Stillbirths and Neonatal Deaths in 
Twin Pregnancies 

✓ 100% 

Perinatal Mortality Review Tool ✓ 100% 

Medical and Surgical Clinical Outcome 
Review Programme (NCEPOD) 

Dysphagia in Parkinson’s Disease ✓ 66.7% 

In Hospital Management of Out-of-hospital cardiac arrest ✓ 91% 

Physical Health in Mental Health Hospitals ✓ 100% 

Epilepsy Study currently under 
development 

Study currently under development 

Mental Health Clinical Outcome Review 
Programme 

National Confidential Inquiry into Suicide and Safety in Mental 

Health (NCISH) 
Not applicable Not applicable 

 

The reports of 14 local clinical audits were reviewed by the provider in 2020/2021.  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. 

 

Research: participation in clinical research 

Commitment to research as a driver for improving the quality of care and patient experience 

Portsmouth Hospitals University NHS Trust recruited 8713 research 

participants into clinical research studies during 2020/21. Of these patients, 

4,694 were recruited into 12 Urgent Public Health (UPH) studies, prioritised 

nationally as part of the government’s response to the Covid-19 pandemic.  

 

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; for example Dexamethasone is now 

offered to Covid-19 patients as standard care.  
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Clinical research is an important tool for improving hospital performance. A 

growing body of evidence highlights that treatment in Trusts with sustained 

high participation in interventional clinical research is independently 

associated with better outcomes. Other wider advantages as a result of 

enhanced research activity within the workforce have also been reported, 

including benefits to infrastructure, the learning and skill development of 

clinicians as well as quicker uptake of new treatments. 

 

In 2020/21, 27 clinical departments participated in research approved by a 

research ethics committee, covering a number of specialities and clinical 

support departments.

 

 

Goals agreed with Commissioners 

Portsmouth Hospitals University NHS Trust income in 2020/21 was not 

conditional on achieving quality improvement and innovation goals agreed 

through the Commissioning for Quality and Innovation (CQUIN) payment 

framework, as emergency payment arrangements that excluded CQUIN 

processes and payments were in pace for the duration of the contract year 

covering all commissioners. 

 

 

 

 

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. 

 

Trust was subject to a full CQC inspection in October and November 2019, 

following which the Trust rating improved from ‘Requires Improvement’ to 

‘Good’. In September 2019, the Trust was also inspected under the ‘Use of 

Resources’ framework, resulting in a ‘Good’ rating. 

 
 
The Trust worked with the CQC during 2020/21 to provide evidence of its 

compliance with a Notice served on the Trust after the 2019 inspection under 

section 29A concerning practice in the Emergency Department (ED), focussed 

principally on: 

Page 93 of 253



 QUALITY ACCOUNTS 2020 / 2021 

Statements of assurance from the Board 

Portsmouth Hospitals University NHS Trust  
Quality Accounts 2020-2021 
Page 14 of 83 

• Reducing delays to the handover to the Trust of patients brought to the ED 
by ambulance 

• Improving the oversight of self-presenting patients in the ED waiting areas 
 

The Trust is very pleased to confirm that the Commission confirmed in a letter 

dated 1st April 2021 that the requirements have been delivered in full.   

 

The CQC conducted a brief focused inspection on medicine safety in July 

2020.  The inspection had a broadly positive outcome, and there was no 

impact on any of the Trust’s ratings. 

 

There is regular liaison with the Care Quality Commission regarding delivery 

of improvements. This has included the introduction in February 2021 of 

specific quality assurance metrics pertaining to the Emergency Department as 

part of the weekly reporting on Non-Elective Flow and Transformation to the 

Trust Leadership Team.  

 

The Trust continues to work on a range of projects to ensure that the 

improvements delivered during 2020/21 are sustained. The revised approach 

to quality governance, developed in partnership with the CCGs, continued 

during 2020/21. This helped to promote an open and transparent governance 

structure and to balance compliance activities with the pursuit of aspirational 

and ambitious improvement. 

 

 

 

 

Data quality 

Portsmouth Hospitals University NHS Trust submitted records during 

2020/2021 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 (2020-2021, up to 

month 11 April 2020 to February 2021) show the following data quality 

scores: 

 

Included the patient’s valid NHS number:  

• 99.9% for admitted patient care (national average 99.5%) 

• 100% for outpatient care (national average 99.7%) 

• 99.6% for accident and emergency care (national average 98.0%) 
 

Included the patient’s valid General Medical Practice Code:  

• 96.6% for admitted patient care (national average 99.8%) 

• 97.9% for out-patient care (national average 99.7%) 

• 94.0% for accident and emergency care (national average 98.8%) 
 

Portsmouth Hospitals University NHS Trust will be taking the following actions 

to improve data quality: 

• Continue development of the Data Quality Working Group 

• Comply with the national opt out scheme and ensure all processes are up 

to date to reflect this 

• Promote compliance to Data Quality within the Trust and getting the data 

right at point of entry 

• Establishing a report review group to ensure national returns are regularly 

reviewed and accurate against the national guidance  

• Create new Data Quality dashboards to show both good compliance and 

areas of improvement 

• Encourage good Data Quality beyond our usual KPIs, this includes audits 

into additional information such as Ethnicity 
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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 96.0%) 

• 99.6% for out-patient care (national average 93.6%) 

• 98.2% for accident and emergency care (national average 93.1%) 

 

Included the patient’s primary diagnosis:  

• 99.3% for admitted patient care (national average 97.8%) 

• 100% for accident and emergency care (national average 75.5%) 

 

 

              

 

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 University NHS DSP Toolkit Report for 2020/2021 has 

not been submitted as the deadline for submission has been moved to 30th 

June 2021 due to the impact of the Coronavirus on Health Services.  The Trust 

anticipates that it will submit the toolkit on time, but several assertions will 

be incomplete.  This will give the Trust a ‘Standards Not Met’ rating.  

Improvement Plans for the outstanding mandatory evidence items will be 

submitted for evaluation by NHS Digital.  If the action plans are agreed by 

NHS Digital, the Trust’s status would change to ‘Standards Not Met – Plan 

agreed.’    Depending on the deadlines set by NHS Digital for the completion 

of the action plans, the Trust may be able to achieve ‘Standards Met’ if the 

work is completed by the end of 2021. 
 

 

Learning from deaths 

• During 2020/2021 2,647 of Portsmouth Hospitals University NHS Trust 

inpatients (PHUT) / Emergency department (ED) patients died. This 

comprised the following number of deaths which occurred in each quarter 

of that reporting period:  

- 562 patients died in Q1   

- 499 patients died in Q2  

- 641 patients died in Q3  

- 947 patients died in Q4  
 

• The number of deaths in each quarter for which a case record review was 

carried out at the Mortality Review Panel (MRP) by the Medical Examiner 

(ME) was: 
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- Q1 524 

- Q2 458  

- Q3 639 

- Q4 945 
 

• By 31st March 2021, 2566 case record reviews had been carried out. This 

figure includes all inpatient deaths, with the exception of 81 cases. Of those 

81 cases, 4 were neonates (investigated externally, as per regional 

guidance) and 77 were ED deaths. In Q1 and Q2, the ME’s completed a 

notes review of all patient deaths in ED, and they were able to provide 

guidance and support both to the ED Medical team and Coroners 

department as a result of their review. From September 2020 all patient 

deaths in ED were presented and discussed as part of the MRP.  This change 

in process accounts for the 81 cases that were not reviewed via the MRP 

in Q1 and Q2. 
 

• The number of deaths in each quarter for which an investigation1  was 

carried out was: 

- Q1 20 

- Q2 25 

- Q3 35 

- Q4 31 
 

• 111 investigations1 have been carried out in relation to 2,647 of the deaths 

included in first bullet point. 13 of these were requested at coroner’s 

inquest (some cover deaths occurred in Q4 2019/20) 

 

• This data reflects completed investigations only, those still ongoing, 

particularly from quarter 3 and 4, are not included in the numbers above. 

The reduced numbers of investigations completed were significantly 

 

 
1 This considers review by the relevant morbidity and mortality meeting as well as coroner’s inquest where an 
investigation has been completed. 

impacted directly as a result of COVID-19, where investigations have been 

delayed due to a focus on clinical facing duties. 
 

• 3 cases (1 in Q1, 1 in Q2 and 1 in Q4), representing 0.1% 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. 

All 3 cases received further investigation both internally via departmental 

Mortality and Morbidity meeting an externally via Coroners review. 
 

• Four cases were subject to a Serious Incident investigation (from Q1-Q4 

2020/21). Two of the cases have been deemed unavoidable, one case was 

felt to have slight evidence of avoidability, and one case was deemed been 

possibly avoidable but not very likely. In relation to each quarter, this 

consisted of: 

- One, representing 0.2% of the total deaths for the first quarter 

- One, representing 0.2% of the total deaths for the third quarter 

- Two, representing 0.2% of the total deaths for the fourth quarter (still 

ongoing investigation) 
 

• These numbers have been derived from case reviews at mortality review 

panels, in-depth reviews by Mortality & Morbidity groups (M&M), Serious 

Incident Investigation and Coroner’s Inquest. 
 

• The Medical Examiner’s office undertakes a 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.  
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• The following the key patient care and treatment themes were identified 

from the reviews described above. There needs to be greater emphasis on 

the importance of reviewing the falls risk for patients as their clinical 

condition and/or environment changes. There needs to be emphasis on 

earlier senior review in treating deteriorating patients. On a positive note 

there has been increasing evidence of earlier discussions with patients 

about their wishes, treatment escalation plans, resuscitation status and 

improved documentation of these discussions. However, it is noteworthy 

that this does not occur consistently and is continually reviewed at MRP 

and M&Ms are requested where there is any cause for concern. 

Communication with family could be improved to ensure that they are 

involved in the decision-making process of treatment and care where 

appropriate to do so. Documentation as whole across the multidisciplinary 

team could be improved.  

 

• 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, as well as internally amongst care groups.  
 

• Mortality review group meets regularly to monitor the trust status in 

relation to peer and national data and explore areas of good practice and 

learning themes. 
 

• The Trust is committed to learning from deaths and as such a post for a 

learning from deaths manager has been approved to support 

organisational learning. 
 

 

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. 

 
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. 
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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.  

 

Portsmouth Hospitals University NHS Trust plans to complete and update 7-

day service internal audit within the 2021/2022 financial year.  

 
 

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 concerns surrounding patient safety and quality and 

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. 

 

The Guardian is supported by a number of FTSU Advocates across the 

Organisation. Advocates champion the FTSU agenda and provide a direct link 

between individuals, departments and the FTSU Guardian. We have ensured 

that our team of Advocates represent a broad sector of the workforce. 

 

Staff can raise concerns to the Guardian via a number of routes and over the 

past year the further development of an online reporting portal via DATIX has 

proven to be beneficial. The online portal allows staff to raise concerns that 

will go directly to the Guardian and can be raised anonymously if required. 
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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. We continue to receive positive feedback on the use of the service, with 

staff feeling that they are supported and that their concerns are listened to 

and valued. On average 80% of all concerns raised with the Guardian are able 

to be resolved at a local level without a requirement to escalate further. 
 

 

Page 99 of 253



QUALITY ACCOUNTS 2020 / 2021 

National quality priorities 

Portsmouth Hospitals University NHS Trust  
Quality Accounts 2020-2021 
Page 20 of 83 

NATIONAL QUALITY PRIORITIES 

The following are a core set of indicators which are to be included in the 2020/21 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 

Oct. 17 - Sep. 18 Oct. 18 - Sep. 19 Oct. 19 - Sep. 20 

PHU 
National 

Average 
PHU 

National 

Average 
PHU 

National 

Average 

The value of the summary hospital-level mortality indicator 

(“SHMI”) for the Trust. 
1.0212 1 1.0423 1 0.975 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) 

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 

29.20% 33.60% 40.00% 36.00% 40.00% 36.00% 

Trust statement 

Portsmouth Hospitals University 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. 

• The Medical Examiner Service, as per national guidelines, provides an 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. 
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• All deaths of a patient with known Learning Disabilities undergo an internal Structured Judgement Review to ensure learning is identified at the earliest opportunity. In 

addition all deaths are reported nationally using the LeDeR referral form (Learning Disabilities Mortality Review); a national 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. 17 - Mar. 18 Apr. 18 - Mar. 19 Apr. 19 – Mar. 19 

PHU 
National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest 

Groin hernia surgery 0.108 0.089 0.13 0.029 N/A N/A N/A N/A N/A N/A N/A N/A 

Varicose vein surgery * 0.095 0.134 0.034 N/A N/A N/A N/A N/A N/A N/A N/A 

Hip replacement surgery  
(primary) 

0.463 0.458 0.566 0.376 0.469 0.465 0.557 0.348 0.553 0.453 0.529 0.344 

Knee replacement surgery 
(primary) 

0.318 0.338 0.416 0.233 0.304 0.338 0.405 0.265 0.372 0.355 0.419 0.215 

Trust statement 

Portsmouth Hospitals University 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 17 - Mar.18 Apr. 18 - Mar. 19 Apr. 19 - Mar. 20 

PHU 
National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest 

Based on the average score of five 

questions from the National 

Inpatient Survey 

65.9 68.6 85 60.5 67.3 67.2 85 58.9 65.3 67.1 86.2 54.4 

Trust statement 

Portsmouth Hospitals University 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: 

• Pilot of a real time digital feedback methodology for patients, enabling Wards and Departments to respond to patient feedback within real time (data is collated and made 

available to the leadership teams within 24 hours) in nine clinical areas 

• The nine pilot areas received multiple data captures collected by the Family Liaison service (FLO’s) prior to a necessary pause in collection to allow the FLO’s to prioritise 

supporting patients due Covid-19.  Collection of feedback is expected to recommence in May 2021 following a review of the pilot  

• Patient feedback mechanisms will be further tailored in response to COVID -19 (NHS Think 111/Attend anywhere) 

• We plan to continue to use our family liaison service as a means of increasing 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. 17 - Mar. 18 Apr. 18 - Mar. 19 Apr. 19 - Mar. 20 

PHU 
National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest 

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 

68% 70% 87 41% 68% 70% 87 41% 70% 71% 93 29% 

Trust statement 

Portsmouth Hospitals University 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:  

• Delivering the objectives set out within the Workforce and Organisational Development Strategy 

• Continuation of our 3-year Culture Change programme (currently in phase 3) 

• Implementation of a new ‘Delivering Excellence’ operating model  

• Targeted work to reduce inequalities and protect staff whilst at work 

• Continued focus of the Prevention of Violence at Work initiative 

• Delivering continued improvements in supporting staff health and wellbeing with a focus on recovery of staff   

• 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 

To note: The 2020 National NHS Staff Survey published in March 2021 demonstrated a 4% increase in this measure 
 

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 PHU England PHU England PHU England PHU England PHU 

No data reported over the last year 
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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 PHU England PHU England PHU England PHU England PHU 

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% 

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% 

Trust statement 

Portsmouth Hospitals University 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: 

• Pilot of a real time digital feedback methodology for patients, enabling Wards and Departments to respond to patient feedback within real time (data is collated and made 

available to the leadership teams within 24 hours) in nine clinical areas 

• The nine pilot areas received multiple data captures collected by the Family Liaison service (FLO’s) prior to a necessary pause in collection to allow the FLO’s to prioritise 

supporting patients due Covid-19.  Collection of feedback is expected to recommence in May 2021 following a review of the pilot  

• Patient feedback mechanisms will be further tailored in response to COVID -19 (NHS Think 111/Attend anywhere) 

• We plan to continue to use our family liaison service as a means of increasing 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 - 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 PHU England PHU England PHU England PHU England PHU 

No data reported over the last year 

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% 

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% 

Trust statement 

Portsmouth Hospitals University 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: 

• Pilot of a real time digital feedback methodology for patients, enabling Wards and Departments to respond to patient feedback within real time (data is collated and made 

available to the leadership teams within 24 hours) in nine clinical areas 

• The nine pilot areas received multiple data captures collected by the Family Liaison service (FLO’s) prior to a necessary pause in collection to allow the FLO’s to prioritise 

supporting patients due Covid-19.  Collection of feedback is expected to recommence in May 2021 following a review of the pilot  

• Patient feedback mechanisms will be further tailored in response to COVID -19 (NHS Think 111/Attend anywhere) 

• We plan to continue to use our family liaison service as a means of increasing 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 

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 
PHU National Average Highest Lowest 

No data reported over the last year 

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% 

Trust statement 

Portsmouth Hospitals University 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:   

• Commissioning an Electronic Medication/Prescribing platform which will evidence number of patients receiving VTE prophylaxis treatment. 

• VTE assessment will be a mandatory field within Bed view (IT platform repository for patient’s clinical assessments and treatments) 

• Recruitment of a VTE Patient Safety Practitioner role 

 

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. 17 - Mar. 18 Apr. 18 - Mar. 19 Apr. 19 - Mar. 20 

PHU 
National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest 

Rate per 100,000 bed days 

of c.Difficile infection 

amongst patients aged 2 or 

over 

13.9 15.1 95.5 0 8.9 13.5 90.2 0 11.6 14.9 64.6 0 

Trust statement 
Portsmouth Hospitals University NHS Trust considers that this data is as described as it is taken from the national dataset using data provided by the Trust.  

 

N.B: Previous year’s data has been updated to reflect changes in the attribution algorithm that were implemented in 2019/20.  Rates displayed for Hospital-Onset, Healthcare 

Associated cases. 
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The rate of C.difficile attributed to the Trust increased slightly in 2020/21, although a reduction in cases attributed to the trust was noted. This was because of an overall reduction 

in activity, while the trust managed the COVID-19 pandemic. National rates of C.difficile also increased in 2020/21, reflecting the complexity of patients being cared for during this 

time.  

Although the management of the COVID-19 pandemic was the main focus in 2020/21, the Trust has taken the following actions to improve this rate, and so the quality of its 

services, by:   

• 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) 

Oct. 18 - Mar. 19 Apr. 19 - Sept. 19 Oct. 19 – Mar. 20 

PHU 
National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest 

Number of patient safety 

incidents 
8050 5841 22048 1278 9591 6275 21685 1392 9195 6501 22340 1271 

Rate of patient safety 

incidents 
44.5 46.1 95.9 17 52.9 49 103 26.3 51.1 50 110 16 

Number of patient safety 

incidents that resulted in 

severe harm or death 

35 19 72 1 10 19 95 0 12 20 93 0 

% of patient safety 

incidents that resulted in 

severe harm or death 

0.19% 0.15% 0.49% 0.01% 0.06% 0.16% 0.67% 0.00% 0.07% 0.15% 0.52% 0.00% 
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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) 

Oct. 18 - Mar. 19 Apr. 19 - Sept. 19 Oct. 19 – Mar. 20 

PHU 
National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest PHU 

National 

Average 
Highest Lowest 

Trust statement 

Portsmouth Hospitals University 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:   

• Training clinical staff to undertake investigations (where able) to ensure learning occurs and opportunities to influence a safety culture are maximised. 

• Improving the cascade of lessons learned from incidents across the organisation via various methods, including Watch Out posters, safety huddles, patient safety newsletters. 

• Working in collaboration with clinical leaders to support teams in developing safety awareness. Emphasis is placed upon the impact Human Factors have on incidents of patient 

harm events. 

• Trust Incident Management Process has improved and this has resulted in more timely investigations and an increase in the quality of 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 2020/2021.  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 via the Integrated 

Performance Report and quarterly reports analysing performance. 
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Patient Safety 

 
Ensuring our patients receive safe, high quality care is at the centre of all that 
we do. 
  
To ensure continuous improvement and support for staff the Trust has 
established a dedicated Patient Safety Team. Supported by the Trust Medical 
Director and Chief Nurse, the team have been working with colleagues to 
change the Trust approach to the management of incidents to maximise 
learning opportunities. 
  
In such a high risk working environment it is important that all staff are able to 
recognise when patients may come to harm, feel safe to raise their concerns 
and when things do go wrong know that it is important to report these 
incidents so that any learning can be identified and shared. 
  
The Trust Incident Review multi-disciplinary panel is held weekly to review 
moderate and above harm incidents as well as those events that are suggestive 
of system or process issues within the Trust. Membership of the panel includes 
a representative from the CCG, Safeguarding team, Medical Examiner’s Office, 
Pharmacy, Patient Safety Team, Governance and Risk team.  This is a 
collaborative process where the teams involved outline the events so that 
early actions can be taken to minimise further harm occurring. As a result of 
this process, serious incidents are recognised promptly, terms of reference for 
investigations are created and duty of candour is reliably initiated with patients 
from the outset of the investigation.   
 
The Patient Safety team is also involved in facilitating quality improvement 
work linked to learning from themes that arise from incidents across the 
organisation in order to share learning with staff and improve patient 
outcomes and their overall experience of care.  
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In order to reduce avoidable harm to patients in our care we will be using learning themes from incident reporting, mortality 
reviews and complaints to engage with staff to improve outcomes. The intention is that this will lead to: 

 

Reduction in Never Events (procedure related incidents in particular) - Achieved 

• The Trust has seen a reduction in the number of ‘Never Events’ reported 

during April 2020 to March 2021, from nine during the previous year 

2019/2020 to three during the financial year 2020/2021 

 

Learning from Never Events 

• The theatre safety team was introduced to provide oversight of practice 

and procedures and ensure ongoing education programmes is delivered. 

The Safer Surgery Forum has become established and continues to trial, 

modify and improve upon several theatre Local Safety Standards for 

Invasive Procedures (LocSSips).  The Safer Surgery Checklist is now 

included within simulation training provided to staff  

• The Theatre Safety Matron has recently completed several investigations 

for other Divisions with regards to invasive procedures and is currently 

addressing all outstanding actions that have been delayed due to the 

COVID-19 pandemic 

• Two of the never events (August and November 2020) have been related 

to clinical activity undertaken routinely at night.  Learning has been 

shared with the teams involved and some minor adjustments made to 

processes to minimise the risk of further occurrence. It is notable 

however that in both cases there were variations in the ‘normal’ process 

due to patient factors which then impacted on the clinicians’ actions, 

emphasising the importance of Human Factors awareness for all staff 

 
Reduction in the number of moderate/severe harm and death incidents - Partial Progress 

• There has been a gradual increase in the number of moderate and severe 

incidents reported over the year, which is reflective of activity during the 

COVID-19 pandemic.  However, it is reassuring that incident reporting for 

adjusted bed days has returned to the mean, despite the increased 

operational pressures associated with late autumn and winter, as well as 

the rise in COVID-19 activity in December 2020  

• All reported Incidents graded as moderate harm or above are reviewed at 

the weekly Trust Incident Triage. Cases are selected for discussion at a 

weekly incident review panel (IRP) and the team involved in the incident 

and the potential for learning is identified. In addition, an avoidability 

learning score is calculated as well as the risk grading. Those incidents 

confirmed as serious are reported externally and an investigation is 

undertaken to provide learning which can be translated into action by the 

teams involved and where appropriate be shared more widely across the 

organisation and/or system
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Reduction in Health Care Associated Infections - Partial Progress 

• During 2020/2021, the NHS saw unprecedented challenges due to the 

COVID-19 pandemic; therefore, the major focus for the Trust was the 

management of the pandemic 

• Throughout the year the Trust has needed to be agile in its approach to 

the pandemic with significant changes needing to be made in different 

clinical areas and more widely throughout the organisation dependent on 

the patients admitted with COVID-19 

• The Trust was part of the NHS approach to the pandemic which involved 

all organisations with the local system and beyond. This approach focused 

on the safety of patients and effective care delivery 

• The Trust continued to report on all alert organisms as per national 

requirements, although no new objectives were published by NHS 

Improvement and planned changes to the apportioning algorithms were 

delayed 

• Daily and weekly infection prevent dashboard were developed to provide 

oversight, in addition to weekly completion of the Trust-wide prevention 

precautions audit tool 

• During the pandemic the Trust monitored the COVID-19 position; holding 

daily COVID-19 outbreak meetings attended by Senior Lead Nurses / 

Matrons / Clinicians of affected areas to share key messages and learning 

• The national Infection Prevention and Control Board Assurance 

Framework was updated and aligned with the 10 key actions required 

with regular reporting to the Trust Gold Command 

• The previous year’s C.difficile objective was rolled over to 2020/2021, and 

the Trust successfully achieved this, with 63 cases against an objective of 

the same value 

• Infection Prevention will continue to be a focus for the Trust in 

2021/2022, need to learn from the COVID-19 pandemic and to transform 

the Trusts approach to Infection Prevention and Control so as to embed a 

robust Trust-wide approach 

• To provide greater focus the Trust has established an Executive lead 

Infection Prevention and Control Transformation Programme.  This group 

will meet weekly to ensure the required continued focus 

 

 

 
Increased level of low harm and near miss reporting which provides the opportunity to learn and intervene in advance of potential harm occurring 

- Partial Progress  

• Incident reporting for adjusted bed days has remained at a stable level. 

This is despite the increased operational pressures associated with 

winter, and the significant increase in COVID activity during 2020/21. The 

coronavirus pandemic has led to a surge in operational activity described 

as two waves. This has had a significant impact upon achieving the 

objective of demonstrating increasing safety this year as the reporting of 

moderate and severe harm incidents has risen, with pressure ulcers a 

common factor in many of these incidents 
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In addition, the patient safety team will continue to work with colleagues in tissue viability, VTE and falls services to reduce in- patient harm. 

Tissue viability 

• All hospital-acquired pressure ulcers (PU’s) are deemed to be those that 

are identified more than six hours after a patient has been admitted to 

hospital and validated by the Tissue Viability Nurse (TVN) team. Reducing 

the number of hospital-acquired pressure ulcers and the harm they cause 

to patients is imperative 

• Historically, every category 3, 4 and unstageable pressure ulcer has been 

investigated by the Division and supported by the TVN team to determine 

any learning for quality improvement. Due to increased ward pressures 

during the COVID-19 pandemic, the TVN team have been undertaking 

investigations on behalf of some of the wards to reduce any delays to 

learning.  The TVN team have shared the learning from these reports with 

senior nurses and supported the respective leaders to produce thematic 

divisional action plans for local ownership and delivery of the 

recommended actions 

• Compared to quarter 4 last year there has been a 48% increase in the 

number of, and a 51% increase in the severity (category 3, 4 and 

unstageable) of reported PU’s. The number of category 2 PU’s has also 

reduced by 57%. During quarter 4, 44 patients who had developed 

pressure ulcers tested positive for COVID-19. This data indicates the 

acuity, frailty and immobility of inpatients cared for at the Trust 

• Two category 4 sacral pressure ulcers were externally reported during 

202/21; both wounds developed from a suspected deep tissue injuries. 

Prior to this there had been a period of 15 months without a category 4 

pressure ulcer occurring at the Trust 

VTE 

• Compliance with recording early VTE risk assessment has decreased from 

December 2019 to the present date with a significant decrease during 

quarter 4 (77%) against the required threshold of 95%. Problems with IT 

systems and the capture of VTE assessments continue to affect accuracy 

of reporting of compliance.  

• A newly recruited VTE Specialist Nurse commenced in post 1st March 

2021 and has begun to make a significant impact in understanding the 

service delivery challenges contributing to the deteriorating performance 

against VTE compliance  

Falls 

• Reducing the level of harm from inpatient falls is a key aim at the Trust. 

Unwitnessed falls have increased in part because vulnerable, confused 

patients have had to be nursed in unobservable bed spaces within 

contact bays or cubicles due to COVID-19. The practicalities of ‘donning 

and doffing PPE’ has also created a delay in staff’s ability to respond in 

the moment when confused patients identified at high risk of falling begin 

to walk unaided 

• Despite the continued rise in reported falls, 74% of falls remain no harm 

incidents. This is an improvement when compared to quarter 4 

(2019/2020) where 70% and quarter 3 (2020/2021) where 69% were no 

harm incidents 
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• In quarter 4 the Trust implemented the National Inpatient Falls and 

Fracture pilot, falls investigation template. This involves an immediate 

review of factors that may have contributed to the fall and supports 

identifying any immediate actions required to maintain the patient’s 

safety (falls hot debrief). This is followed by a falls’ after-action 

multidisciplinary meeting with the aim to identify good practice, 

implement timely interventions and identify learning themes where 

appropriate 
 

Learning themes related to medication incidents will be addressed in collaboration with the medication safety team -specific work related to 

medication on discharge, oxygen use and insulin is underway 

• The reporting rates of medication safety learning events have been 

affected by COVID-19. Prior to COVID-19 there had been regularly over 

250 medication safety learning events (SLE) reported per month 

• It is encouraging to see an increase in March’s total number of SLEs at 

295 as staffing levels improve and the volume of inpatients receiving 

treatment for COVID-19 declines 

• There has been a reduction in the percentage of medication SLEs 

resulting in harm to patients. Overall the percentage of reported harm 

remained at 19% during Q3 and Q4 

• There is a continual encouragement to report SLEs including no harm and 

near miss events to enable identification of emerging themes and a 

positive impact on safety from valuable feedback and learning. During the 

surge of coronavirus during the winter there has been a reduction in 

reporting of no harm / near miss events. However, staff continue to 

report general concerns regarding medication safety issues and delays, 

particularly in relation to intravenous medication.  

• The Electronic Prescribing and Medicines Administration (EPMA) project 

has been launched. The EPMA team is producing standard electronic drug 

profiles which will help to prevent prescribing errors related to chart 

selection, unclear handwriting, or transcribing from drug chart to TTO 

when rewriting a drug chart. EPMA is also expected to lead to a reduction 

in missed doses, by flagging the medication that is due.  

• Insulin prescriptions and administration errors remain a common theme 

and are often multi-factorial. It is anticipated that the roll out of EPMA 

could potentially prevent 46% of insulin events by enabling easier 

oversight of inpatients prescribed insulin and providing prescription 

guidance real-time to doctors. Greater input is required to provide 

support and education to staff in the use of insulin 

• Overall the number of reported events related to oxygen remained the 

same (18) during quarter 3 and quarter 4, although there was a reduction 

from 50% harm in quarter 3 to 39% in quarter 4. Oxygen usage has 

reduced since January 2021. Further review of the transfer policy and 

training concerning transfer of patients on oxygen is planned to ensure 

that patients are transferred and accompanied by the correct level of 

trained nursing staff 

• The Trust has invested in a substantive transfer team which will provide 

opportunities for training to occur which will help to reduce patterns of 

error occurring repeatedly 
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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 Trust Clinical Effectiveness Committee has been paused due to COVID-19 and is currently undergoing a review to ensure it meets the requirements of the 

Clinical Effectiveness agenda.  
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To provide patients with the best possible clinical outcomes for their individual circumstances by: 
 

Adhering to evidence, guidelines and standards to identify and implement best practice  
demonstrated through National audit reports, Getting it Right First Time (GIRFT) reports, compliance with NICE guidance and external reviews 

and/or accreditation visits outcome - Achieved 

• The Trust has not been identified as a national outlier for any of the 

published national audit reports.  There are a number of areas within the 

reports where the Trust is noted as performing well and a number 

requiring further improvement (full details available in the Clinical 

Effectiveness quarterly report)  

• There is an increasing number of published NICE guidance each month.  

Despite this, the Trust compliance rate remains high with no non-

compliant guidelines  

• Work continues to ensure all external visits are appropriately captured.  

The majority of visits have been postponed due to COVID-19 restrictions 

• Due to COVID-19 the GIRFT programme was temporarily paused to allow 

Acute hospitals to focus on direct clinical care. Some reviews have been 

stepped back up with the Paediatric Trauma GIRFT review having been 

held in March 2021.  Revisits and re-engagement will commence from 

April 2021 onward 

 

 

Using quality improvement tools (such as clinical audit) to review and improve treatments and services (demonstrated through delivery and 

outcomes of our annual clinical audit plan, National audits, PROMS and activities to seek patients/service users’ views and act on them) - Achieved  
• As stated above the Trust has not been identified as a national outlier for 

any of the published national audit reports, with a number of report 

noting good performance; examples of outcomes and actions to improve 

the quality of healthcare can be found at Appendix A of this Account 

• Validated PROMS outcome data for replacement hip and knee surgery is 

reported annually.  Provisional figures were published by NHS Digital in 

August 2020 for the period April 2019 to March 2020.  The Trust is similar 

to the national average for hip replacements and just below the national 

average for knee replacements; both are within control limits 

 

Influence future developments by identifying areas of care that need further research (evidenced by our research portfolio and delivery) - Achieved  
• Research at the Trust continues to meet national and local performance 

targets, with over eight thousand participants recruited into trials in 

2020/21 

• Over 170 studies are currently open to recruitment and the Trust 

maintains a strong position nationally year on year 

• At the end of year 2020/21, when compared to 42 Large Acute Trusts, the 

Trust was ranked first in terms of patient recruitment into research 

studies. Nationally, when compared to all Trusts (n=742), the Trust was 

ranked 18th in terms of patient recruitment 

• Following the onset of Covid-19, recruitment into most research studies 

was paused nationally and attention turned to supporting Urgent Public 

Health (UPH) studies. The Trust has recruited into a complex portfolio of 

12 UPH Covid-19 research studies, several of which are multi-arm and 

interventional. The Trust was the ninth highest recruiter nationally into 
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the Recovery trial and eighth nationally for the ICU Remap Cap Trial. 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. Overall, 4694 

participants were enrolled into UPH studies at the Trust in 2020/21, 

placing the organisation in 20th position nationally for UPH activity 

• Following the announcement that the Trust was awarded University 

Hospital status, the Research department started 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
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Patient Experience 
 

 

Ensuring patients have the best possible experience when they come into the 
Trust is an absolute priority.  
 
The Trust is committed to listening to patients, families and carers to 
understand what matters most and responding by using their feedback to 
improve services. 
 
It is important that the organisation knows when things have gone well so that 
this can be fed back to teams and share good practice across the organisation. 
It is also important to know when things have not gone well so areas for 
improvement can be identified. 
 
The Patient Experience Team will: 

• Listen and respond to comments, concerns and complaints, helping the 
organisation to understand what matters to our patients, families and 
carers, what can be done better and what is done well 

• Work with people in local communities including patients, families and 
carers to co-design, develop and deliver services 

• Support wards and departments to support patients and families through 
the volunteer roles and volunteer recruitment programme 

• Provide pastoral, spiritual and practical support to you, your family, carers 
and staff and support bereaved families with the process of certification 
after death 
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Real Time Feedback
 

Implement digital feedback methodology for our patients, enabling  Wards and Departments to respond to patient  feedback  within real time 
In line with feedback from National Inpatient Survey 2019, improve feedback related to: 
* Access to own medicines if brought into hospital * Noise at night * Time spent waiting for a bed on a ward 

- Partial Progress 

• This year has seen the pilot of a digital real time feedback methodology 

for patients, enabling Wards and Departments to respond to patient 

feedback within real time (data is collated and made available to the 

leadership teams within 24 hours) 

• The Trust has worked in partnership with Northumbria NHS Trust to 

devise personalised patient experience surveys for nine pilot areas; which 

include a combination of adult wards, endoscopy and maternity 

• The nine pilot areas have received multiple data captures of real time 

feedback in October, November and December 2020, collected by the 

Family Liaison service (FLO’s) prior to a necessary pause in collection to 

allow the FLO’s to prioritise supporting patients. Both positive comments 

and concerns are fed back to the wards/depts in real time to ensure rapid 

response  

• The most recent collection shows that overall satisfaction score is 8.46/10 

for October/November 2020 

• Real time feedback pilot data has demonstrated similar results to 

National Inpatient Survey 2019 highlighting the need for support at 

mealtimes and noise at night 

• Scores reported via feedback demonstrate that patients feel they are 

treated with compassion, with an overall score of 9.6/10 

• Collection of feedback is expected to recommence in May 2021 following 

a review of the pilot results 

Family Liaison Service

Establish a substantive Family Liaison Service which supports the connection between patients and loved ones, both during and beyond COVID19  

- Partial Progress 

• The Family Liaison Officer (FLO) Team were actively supporting the 

Realtime Feedback pilot across 9 clinical areas using dedicated iPad until 

coming to a pause in Dec 2020 to allow the FLO’s to prioritise patient and 

loved one communication   

• The service is evolving and integrating with the wider Trust Patient 

Experience teams such as Patient Collaborative 

• The FLO service is fundamental to the Quality Team and is developing 

internal and external links to further strengthen the team and service 

• This innovative team has received some great feedback from staff, 

patients, relatives, carers and presented the patient/carer story at the 

Trust Board meeting in September 2020. The service has been highlighted 

as an example of “inspiring initiative” by the CQC and the team won the 

Chief Executive’s Award in the Pride of Portsmouth Awards 2020 

• A business case to both expand the service and for it to become a 

substantive service us currently underway 
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• The FLO service completed over 2000 video calls from September 2020 - 

January 2021 and were able to provide cover across bank holidays 

including Christmas and New Year, with over 50 calls on Christmas Day 

• Recent operational pressures has resulted in increased support being 

requested from Ward areas where FLO’s have been asked to provide and 

facilitate final conversations between patients and their loved ones at the 

end of their lives 

 

Accessible Information standard 
 

Develop and implement a plan to meet the requirements of this standard - Partial Progress 

• The Trust is committed to developing and sustaining an effective and 

meaningful Accessible Information infrastructure; consistently identifying 

the needs of patients, service users, carers and parents’ information and 

communication needs, whether they relate to a disability, impairment or 

sensory loss.  The Trust is also dedicated to improving the methods of 

recording the needs for the community which the Trust serves 

• The Quality Team organised a successful Deaf Awareness training in 

October 2020 for Trust staff, which was facilitated by a trained British 

Sign Language interpreter and Southsea Rotary Club. This was well 

received by staff and following feedback, further sessions will be arranged 

for Summer 2021 

• The team is also working in partnership with IT to enable patients with 

accessibility needs to be flagged on our electronic records systems and 

exploring all patients’ letters being available in either digital format or in 

large font/easy read format 

• There is ongoing work within the team to develop the Trust’s Accessible 

Information Policy accordingly and ensure accessible information is 

incorporated into our Patient Experience Strategy as it is developed. The 

next step is to form a steering group for Accessible Information, 

comprising of staff and patients, to help the Trust work towards 

enhancing patient experience

 

Nutrition and Hydration
 

In line with feedback from the National Inpatient Survey 2019 and Real time feedback,  develop and implement a plan which ensures that our 

patients receive help and support from staff to eat their meals - Partial Progress 

• Ensuring patients receive adequate support with receiving nutrition and 

hydration remains a top priority for the Trust 

•  Moving forward the Quality Team shall be working collaboratively with 

the Head of Dietetics to realign priorities and restart the Nutrition and 

Hydration steering group, to facilitate the achievement of our Nutrition 

and Hydration Quality Account Priority 

• The interdependencies of safe staffing during the second COVID wave and 

its impact on meeting our patients needs have been identified. Support 

from a wide variety of staff groups was gratefully received and worked in 

conjunction with Armed Forces colleagues, as meal time volunteers who 

were able to support patients during meal times ensuring nutrition and 

hydration needs were met
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“With Compassion”
 

• Reintroduce and further develop the ‘With Compassion’ work that commenced January 2020 to ensure our patients receive care and 

treatment with compassion 

• Use Real Time Feedback , ‘Sit and See/Observations and results from 2019 National Inpatient Survey to measure ‘compassionate care’ 

- Partial Progress 

• RTF scores demonstrate that patients feel they are treated with 

compassion, with an overall score of 9.6/10 

• Volunteers are helping to support new services and the delivery of 

compassionate care 

• The Bereavement team continue to be responsive and work in 

compassionate and innovative way to best support our patients, carers, 

families and staff, particularly during the pandemic  

• The Quality Team are supporting the Complaints team with delivery of 

compassionate and transparent responses 

 

Patient & Carer involvement
 

• Develop a plan to ensure patients and carers are involved in the co-design of services 

• Ensure the Patient/Carer Collaborative sees access to opportunities for providing feedback from seldom heard groups 

• Review the  Patient experience Group and develop a  structure that reflects the needs of patients, carers and the organisation 

- Partial Progress 

• The Trust is committed to listening, hearing and acting on feedback from 

people who use Trust services. The Patient Family and Carer Collaborative 

is a patient led group which leads the Trust’s engagement and 

involvement work 

• The group includes current and former patients, carers, primary care 

patient participation group members, representatives of Healthwatch 

Portsmouth and Hampshire and a number of special interest groups. They 

advise on the development of Trust Strategies and provide support and 

advice to the hospital. The group are trained to undertake quality 

monitoring and help with teaching and education across the Trust. They 

help the Trust think differently, acting as advisors and experts in care and 

are regularly involved in strategy development and improving the 

experience of our patients. 

• The Collaborative are involved in a number of areas across the Trust, for 

example helping the Trust learn from feedback from patients, a review of 

patient transport in Renal services and a review of the patient discharge 

service across the Trust. The Collaborative is undertaking a recruitment 

campaign to increase the number of members, recruiting a diverse and 

inclusive number of patient representatives who are experts by 

experience. 

• The Trust actively involves people in the running of their hospital and 

works in partnership with patients and community groups to design and 

develop services, engaging and involving people who use those services in 

quality monitoring. This includes: 

- Care quality reviews – patients, community partners and third sector 

organisation’s join staff in the regular reviews of quality and 
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standards throughout the hospital and observing care. The COVID- 19 

pandemic has paused this process temporarily.  

- Experts by Experience – learning and development programmes are 

increasingly including people who have experience of local hospital 

care, both good and not so good; an example of this was the training 

delivered around hidden disabilities and deaf awareness 

- Recruitment – patients are involved in stakeholder groups and 

participation on interview panels to some posts within the Trust 

- Patient representation in Trust meetings – including the End of Life 

Committee and the Patient Experience Steering Group 

 

 
Veteran Aware

• As a Veteran Aware Hospital the Trust strives to be an exemplar of the 

best care for veterans and their families by encouraging all patients to let 

us know if they have ever served in the HM Armed Forces so that we can 

best support their care needs and learn from patients and their families 

to improve quality of care 

• The Veteran Service is proud to have been shortlisted for a HSJ Award 

and English Veteran Award. The Armed Forces Covenant Lead Nurse 

(AFCLN) has also been asked to support other organisations wishing to 

achieve silver or gold Employer Recognition Scheme awards 

• Working with our military personnel, the AFCLN has helped deliver on a 

number of initiatives over the past year. With a long-standing tradition in 

military history, the ‘Challenge Coin’  is given in recognition of individuals 

who have gone ‘above and beyond’ when performing their duties in 

relation to the 

military community. 

Receiving a coin as 

a reward for 

excellent 

performance builds 

pride and morale. 

The coin also 

provides a natural 

link between the 

military and the 

emergency services who also have a history of using challenge coins to 

honour service or special accomplishments in the line of duty 
 

PALS & Complaints 

• From 14 October 2020 an Interim Complaints Consultant (CC) was brought in to review all processes surrounding PALS and Complaints.  An overview was 

undertaken as the main issue was the backlog of complaint responses.  To address this, the CC identified opportunities for improvement.  This was with a 

specific focus on providing an improved quality of response within 25 working days. PALS have remained relatively consistent in responding to 60% of cases 

within the 5 day timeframe.    

• PALS established the ‘Messages to Loved Ones’ service early on in the pandemic and this continues to be a huge success and remains extremely valuable and 

worthwhile to all patients and their families who have used it. Messages are received via e-mail or telephone (Monday to Friday).  Every day during the week 

the messages, along with any photos, are printed, laminated and delivered to patients by the bag drop service (run by the volunteers’ service).  Since the service 

began, there have been over 1600 messages from loved ones have been successfully delivered to patients 

 

Page 122 of 253

https://customchallengecoins.net/history-of-the-challenge-coin/


 QUALITY ACCOUNTS 2020 / 2021 

Review of quality performance –Patient Experience 

Portsmouth Hospitals University NHS Trust  
Quality Accounts 2020-2021 
Page 43 of 83 

• Friends and Family Test (FFT) 

• Nationally, FFT was put on hold in March 2020 due to COVID-19. During 

this time the Trust took the opportunity to reconfigure processes on how 

data is collected.  Close working with clinical teams has supported the 

switch to fully digitalised  

• The Trust also took the opportunity to create bespoke in-depth surveys 

for specialist units e.g. paediatrics and NICU, in order that more 

meaningful feedback can be given to staff to help them monitor the 

quality of service that they provide 

• The FFT question has also been incorporated into the RTF, as to capture 

the scores in its fullest sense whilst going through the change process 

• The national FFT question has now changed; patients are asked “overall, 

how was your experience of the service” and to rate this from “very good” 

to “very poor”. This means that a percentage of positive and negative 

satisfaction scores is received.  It must be remembered that FFT was 

paused nationally from March 2020 to January 2021, hence there is a large 

gap in reporting: 

• April 2020-March 2021: 

- Inpatients = 89% positive, 6% negative 

- Outpatients = 94% positive, 3% negative

 

Dementia 

• The Trust is dedicated to improving the experience of people with 

dementia and their families during an admission 

• The last year saw the implementation of a carers clinic in collaboration 

with a local primary care network and the national charity Dementia UK. 

Due to the restricted visiting and reduced social support for families 

affected by dementia, there was a need to provide enhanced support for 

carers within the community. The clinic is held virtually and occurs every 

week. The feedback from the carers has been very positive with many 

suggesting it has been a lifeline during the pandemic 

• Unfortunately, there has been a decline in the number of screening 

assessments completed for people with dementia during emergency 

admission.   This is being addressed with making this a mandated field on 

the patient record system. The update to this system is due to launch in 

late April 2021 

• In early 2021, the Trust recruited a lead nurse role, specifically for 

dementia.  This has replaced the previous model of a split role that 

encompassed both dementia and end of life.  The new Lead Nurse for 

Dementia commenced in February 2021 and has since carried out a 

scoping exercise to outline the priorities for the year ahead. The year 

ahead will focus on the development and implementation of a Trust 

dementia strategy; a review and update of dementia training for all staff 

in line with national standards and the development of a pathway across 

Hampshire to support families from peri-diagnosis through to post-

bereavement in collaboration with other organisations.  

• Two other workstreams that sit alongside dementia is the support for 

carers and the identification and management of dementia. A delirium 

task/finish group has now been created with the priority for this group 

being identification, education and treatment. With regards to the carers 

work stream, a carers steering group is going to be created in which the 

focus will be the development of a carer’s strategy and the 

implementation of enhanced support for carers as both patients and staff 
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STAFF FEEDBACK 

National Staff Survey 

• The NHS Staff Survey is the largest survey of staff opinion in the UK and one of the largest 

staff surveys in the world and each year NHS staff are encouraged to share their views on 

the range of their experience at work. Results from this survey are used to improve care 

for patients and working conditions for staff 

• The survey ran during October and November 2020 with 4194 members of staff taking 

part, this is a 54% response rate, 2% higher than 2019 and above average when compared 

to the benchmark group of Acute and Acute and Community Trusts 

• The survey showed staff in the service under extreme pressure but still positive about 

working in the NHS.  The overall indicators were broadly stable with an improvement in 

the health and wellbeing and safety culture measures.  The staff engagement score held 

stable, however the team working score was adversely affected by the disruptive impact 

of Covid-19 

• The survey results are divided into 10 themes; of the ten, four demonstrate a statistically 

significant improvement since 2019, four have remained unchanged and two themes have 

declined 

• During 2020, throughout the Covid-19 pandemic the trust focused on the accessible and 

timely mental and physical wellbeing of staff which has been borne out in the survey 

results.  Providing wellbeing support for staff is important to the Trust and a continued 

Trust-wide focus on staff wellbeing 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 heard and 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. 

• NHS England has ‘paused’ central data collection since Quarter 4 (2019/20).  Although no 

survey was undertaken locally in Quarter 4 2019/20 due to the national pandemic just 

being announced, it took place in Quarter’s 1, 2 and 4 in 2020/21.   Data collection will 

resume in July 2021 with a new Quarterly Staff Survey.  This table presents the response by 

the two Staff Friends and Family Test questions since 2018/2019 and demonstrates an 

upward trajectory 
 

WORKFORCE 

Equality Delivery System and Workforce Race Equality Standard (WRES) 

• The WRES is a  requirement for all NHS organisations to publish data and 

action plans against 9 indicators of workforce race equality 

• Research and evidence strongly suggest that black and minority ethnic 

staff in the NHS have a poorer experience or opportunities than White 

staff and this has a significant impact on the efficient and effective 

running of the NHS and impacts the quality of care received by all 

patients 

• WRES aims to ensure employees from black and minority ethnic 

backgrounds have equal access to career opportunities and receive fair 

treatment in the workplace and support NHS organisations make the 

necessary structural and cultural changes needed to advance workforce 

race equality 

• To view the Trusts WRES Annual Report 2020 and improvement priorities, 

please go to:  WRES Annual Report 

• In 2019, the WRES published the Model Employer paper which sets out 

an ambition to increase black and minority ethnic representation at all 

levels of workforce by 2028. This ambition has been expedited by the 

NHS People Plan 2020 to increase senior leader representation by 2025 to 

equate to either the organisational or community percentage, whichever 

is highest 

• The Trust has set year on year targets to increase ethnic minority 

representation in bands 7 to VSM and developed actions to achieve this. 

To view the Trust’s Model Employer targets, please go to: WRES Model 

Employer 
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Workforce Disability Equality Standard (WDES)  

• The WDES is a set of 10 measures that enables NHS organisations to 

compare the work experience of Disabled and Non-Disabled staff. The 

WDES launched in 2018 last year and 2020 is the second year of 

reporting. The data gathered is used to develop and publish action plans 

that aim to improve the work experience of Disabled staff. Every year 

comparisons are made to enable us to demonstrate progress against the 

indicators of disability equality 

• The WDES is important because we know that an included and valued 

workforce helps to deliver high quality patient care and improved patient 

safety. It also allows us to better understand the experiences of our 

Disabled employees and supports positive change for all by creating a 

more inclusive environment 

• To view the Trusts WDES Annual Report 2020 and improvement priorities, 

please go to: WDES Annual Report 

 

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 Culture Change work was paused during the Covid-19 pandemic with 

the monthly workshops restarting in July 2020 with a review and reset.    

The immediate priorities were re-focused on; 

- Agreeing and implementing a Leadership Behaviours model 

- Developing a standard Local Induction Pack 

- Reviewing and launching an employee long service recognition 

scheme 

• The Culture Change Agents made admirable efforts to complete these 

priorities and for the elements within it to be commended and fully 

endorsed by the Trust Leadership Team
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Leadership Development  

• In support of our vision to have a compassionate and inclusive leadership 

culture and in response to the pandemic, leadership development has 

rightly been focused on health and wellbeing of leaders and their teams 

and enabling managers to hold effective conversations with staff about 

their physical and mental health as previously described. Non-essential 

training resumed for a few months between wave 1 and wave 2 of the 

pandemic with full commencement planned in April 2021 

• Increased provision has been put in place for coaching and mentoring of 

leaders and they have been able to access support through Leadership 

Support Circles, which provides leaders and managers with a safe 

reflective space to share their experiences and challenges of leading at 

this time 

• During 2020/21 staff Appraisal compliance rate reduced as a result of the 

pandemic, with compliance at 72.2% in February 2021 against a target of 

85%. This is expected to increase over the coming months with a renewed 

focus and guidance provided on ensuring appraisal conversations address 

the recovery of staff and wellbeing, looking to the future and career 

aspirations. Many staff will be considering their future careers, having 

been exposed to both difficult circumstances and new and interesting 

opportunities to develop and take on new roles, so continuation of talent 

management discussions is important 

• Compliance with the Trust’s essential skills training and currently stands 

at 89.2%, remaining above the target of 85%   

 

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 has increased from 106 to 159 Trust 

appointed posts for service in the year 2020/2021. This is a total of 651 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 76 established rotas covering the Trust, plus ad hoc 

bespoke rotas to meet specific requirements 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. All less than full time junior doctors are working bespoke 

personalised rotas, as required by version 8 of national Terms and Conditions 

of Service for all part time Doctors in Training. 
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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 hours 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 unsocial hours 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 continue 

to 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 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 2020 to 31st March 2021, there 

has been an average vacancy rate 

for junior doctor posts of 7% (42.7 

WTE).  The highest vacancy rate was 

9% (57 WTE) and occurred in July 

2020. 
 

The lowest vacancy rate was 5% (31 WTE) in November 2020. 
 

The vacancy rate has remained stable after reducing in August although it has 

begun to increase again as international doctors have started to return home 

with the lifting of Covid-19 travel restrictions. 
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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. 

AMU is 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 research, simulation 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 

Trust to appoint a Supported Return to Training Champion. They have the 
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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 days in 2019 and 2020 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 

Anaesthetics, Neonatal Medicine, Critical Care, and Respiratory and there 

are new International Fellows in the pipeline for Anaesthetics, Critical 

Care, General internal Medicine and Radiology. 
 

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 with the first cohort 

recruited and due to begin training in April 2021. 
 

• 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. 
 

• 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. 
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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 and 

departments have been encouraged to look at offering opportunities to 

these candidates. 
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DIVISIONAL QUALITY IMPROVEMENT HIGHLIGHTS 2020 / 2021 

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
• Changes in the use of G5: Pre-pandemic Respiratory High Care Unit (RHCU) was 

situated on E6, a fit for purpose Level 2 High Care Ward (10 beds). Covid-19 
meant that a greater High care capacity was required, therefore, RHCU moved to 
G5 (18 beds).  This also allowed for greater infection control measures. During 
the pandemic, extra staffing and equipment (central monitoring) was put in place 
to mitigate the risk as the ward design of G5 did not lend itself to a high care 
area. As a result of the pandemic and to ensure a skilled workforce moving 
forwards, a structured training plan has been established which allows rotation 
through the three respiratory wards to ensure that the  nursing staff are 
upskilled and have the required training to nurse Non-invasive ventilation (NIV) 
patients at Level 2. This will allow the transfer of staff between the areas and 
greater cohesive team working 

• Access to staff wellbeing services: recognised that a number of staff have been 
affected as a result of the increased stress and working conditions. Group 
counselling and 1:1 sessions are taking place  

• Development of a robust support network for our new International recruits. 
During the pandemic, it has been difficult to support these staff as we would 

have liked due to reduced staffing numbers due to sickness, shielding etc. Plans 
currently being made to provide a buddy system and a more robust support 
network for these staff to allow them to adapt to the different culture and ways 
of working within the hospital  

• Cardiology Outpatients:  Ambulatory service established for heart failure 
patients; patients admitted as day cases, assessed  and treated with diuretics and 
discharged. Led to a decrease in the number of admissions of patients with heart 
failure. Ambulatory service to continue. 

• Improved working relationship with the cardiology nurses on the IOW, invited to 
attend Trust training sessions via zoom 

• Development of a remote consultation checklist for the Fast Access Chest Pain 
Clinic to provide governance assurance 

• Implementation of the FLO role across many of our areas supporting and 
maintaining links with relatives and friends for our inpatients to support their 
wellbeing and to provide much needed communication for their relatives and to 
provide updates on progress

 

SURGERY AND OUTPATIENTS DIVISION

• General: 
- Introduction of the Trauma Assessment Unit, which has been very 

successful at reducing demand on ED, as well as reducing admissions 
onto Trauma wards  

- Introduction of the Virtual Fracture Clinic for follow up patients in 
Orthopaedics 

- Continued usage of the MAKO robot for arthroplasty in Orthopaedics, 
with Mr Rushbrook performing his first day case knee replacement 
over the summer in 2020 (between COVID-19 1st and 2nd wave) 

- Significant increase in non-face to face activity due to the need to 
decrease foot fall on site, we are expecting to maintain as much of 
this as possible into 2021/2022 
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- Opening Oak Park for community based imaging in Ophthalmology 
which significantly increases capacity 

- New stack & scope purchases for the Head & Neck team which 
enables us to scope a higher volume of patients in a quicker 
timeframe  

- Purchase of high volume evacuators for the Head & Neck team which 
shortens the downtime between aerosol generating procedures 
enabling us to treat more patients per session 

- Training of 2 dental nurses to become dental therapists who can then 
see new patients in clinic 

- A strengthened nursing structure in Ophthalmology  

- Funding secured for an isolation POD in Surgical High care 
- Ward E2 stepped up as an elective ward for multiple specialties to 

support the most urgent planned surgery for all specialties in the 
Trust 

- Outpatient teams supported rapid moves to many ‘virtual’ clinics 
- Outpatient teams supported the Trust with specialist testing of masks 

(FIT Testing) running this service to meet the needs of staff on all shift 
patterns 

 
 

 

 

• Rheumatology Service Provision and Patient Support  
- The Clinical Nurse Specialist and Consultant team have provided a 

Virtual ward to prevent hospital admissions for patients significantly 
unwell- this required a daily patient contact call and management 
plan and community/ virtual care support- e.g physiotherapy etc 

- The Patient Advice and Information Line- pre, during and post COVID-
19 waves, the Rheumatology Patient Advice and Information line has 
continued to receive large numbers of calls 

- IT Solutions: Attend anywhere: ongoing work to increase patients 
wanting to utilise this   as Consultants have shown significant interest 
in using attend Anywhere  

- Inflammatory Arthritis Pathway: Work to achieve this has continued 
with the Disease Modifying Anti Rheumatic Drugs escalation clinics, 
with a plan to work on 6 and 12 month reviews to include 
cardiovascular and bone health reviews 

- Community Phlebotomy: Members of the Associate Practitioner team 
support Community Blood tests and COVID-19 swab for Shielding/ 
Virtual Ward  patients unable to access timely bloods. 

- Successful recruitment of three Clinical Nurse Specialists and 
induction training programme 

 

NETWORKED SERVICES DIVISION 

• Renal 
- 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. 

- Respiratory High Care at University Hospitals Southampton is now 
hosting the onsite acute haemodialysis service enabling patients to 

dialyse at UHS rather than travel to QA for dialysis.  We are looking to 
continue to work in partnership with UHS to embed and expand this 
service. 

- G6 has become a “super clean” transplant ward to safeguard the 
service during both waves of COVID-19; we have successfully 
transplanted deceased donor and living donor kidneys.  
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- During both waves of COVID-19, the clinics switched from face to face 
to non-face to face.  To embed this practice for suitable patients, 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. 

 

• 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, and the service will 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 

- Appointment to three additional consultant posts, 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 

 

• Maternity 
- Maternity were celebrated as part of the Wessex 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-19 
pandemic wave one , 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 

- 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-19 
Pandemic period.  

- Introduction of USS reviews in MAU reducing follow up Consultant 
appointments in AN & peripheral clinics and improving the woman’s 
experience 

- Securing the availability of blood pressure monitors from NHS 
England to support the introduction of remote BP monitoring of 
pregnant  / PN 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 

during Covid-19 wave one and two: during this time our service 
converted our referral pathway to start with advice and guidance, 
and this has meant that all requests coming in have been robustly 
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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 PHU has been written and 

published 2021 – a document which 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 and thereby reduce the number of unnecessary 
referrals into the service. This will help reduce the wait time for those 
who are in need of Dermatology Services 

- 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

 

CLINICAL DELIVERY DIVISION 

• Imaging 
- Development of qualified quality improvement facilitators within 

each modality has begun to embed quality improvement into 
everyday practice.  Ultrasound (US) have two Sonographers who have 
undergone the QSIR practitioner training and the Clinical Director is a 
QSIR associate; the aim being to form teams in each sub speciality 
with a Radiographer/Sonographer from each modality therefore 
creating strong teams with a common goal of improving the patient 
experience 

 Examples of current quality improvement projects: 
- MRI Club with input of Children’s services Play Therapists to lessen 

General Anaesthetic (GA) for children 4 -7 to de-sensitise them to MR 
to both lessen the need for GA, to decrease the failure rate and 

improve image quality for 4-9 year olds or older children with 
intellectual / cognitive difficulties 

- Interventional US team to improve the pathway of patients 
- New post to improve the flow of work through the Radiology Access 

Unit by utilising the Band 7 radiographer workforce. This enables the 
radiologist to report undisturbed, reducing errors and improving 
report turnaround times 

Local audits improving practise: 
- Dr D Flowers RDCU /vascular intervention patient interaction / pre-

test assessment process audit 
- Inpatient CTC referral / vetting patterns and waiting list turnaround. 
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- Streamlining imaging request receipt > vetting >  appointing has 
reduced waiting times for inpatient Colonography and therefore 
reduced inpatient stay 

Changes made as a result of Covid: 
- CT patients who require water as an oral contrast media now drink at 

home rather than in the department for an hour – improved patient 
experience  

- Dedicated parking spaces for CT East – happy patients and reduced 
load on waiting room mean we could continue with shorter 
appointments; maintaining capacity 

- Introduction of night shift for Radiography Department Assistants 
(RDA) – improves safety for staff and patients 

- Introduction of out of hours acute MRI spinal imaging via on call – 
Improves service to patients 

- Introduction of weekend acute MRI stroke imaging – reducing Length 
of stay 

- CT1 and 3 replacements completed - improved scanning technology, 
improved reliability 

- In bore MRI video system to reduce GA requirement and help 
claustrophobic patients 

Summary outcomes below: 
- Decreased the number of days Inpatients wait for procedures 
- Total bed days waiting February 131, September 91- even though 

more procedures performed in September- decrease of 31%  
- Decrease in bed days waiting per month of 40 
- Across the year extrapolated to 480 bed days saved- (£427/night) 

translates to £204,960 saved 
- Decreased impact on weekend on call 
- All patients waiting more than 2 days in new system had clinical 

reasons for wait 
 

 

• Dietetics 
- Staffing challenges and impact of Covid resulted in service being 

unable to deliver inpatient contacts for simple nutrition support.  To 
minimise risk to patients the following service changes were 
implemented: 
- Nutrition support discharge packs created. Bags made up 

containing samples of nutrition supplements, information and 

signposting for support and GP letter requesting prescription and 
advising next steps. These have since also been rolled out to high 
demand outpatient areas 

- Worked with digital partners to include nutrition requirements 
on electronic discharge summary 

 

• Phlebotomy 
- Phlebotomy is now an Appointment System to allow social distancing 
- Staff have increased on the Early Bird Phlebotomy ward round to 

support Patient Pathway and patient discharge 
- Haematology and Oncology Phlebotomy Clinic times have increased 

from four mornings a week from 09:00 – 12:00 to Mon – Fri 08:00 – 
16.30. Including Bank Holidays mornings only 

- Additional Slots to provide Pre-Op/Urgent Blood Requests/ Cancer 
patients required on the day 

- G5/B4 now part of the daily Phlebotomy Ward Round 
- Additional Phlebotomy to all wards on Sundays 
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• Pharmacy 
- Delivering excellence work ongoing within the pharmacy department 

on the QA site looking particularly at process mapping working with 
the QI team to improve the quality of service provided. 

- A new robot and inpatient dispensary opened in February 2021 and 
was designed using feedback from dispensing error investigations 
regarding contributory factors. 

- The Regional Drug Purchasing Centre have moved to a new location 
and have purchased a new robot to allow safer and more efficient 
picking of stock orders. This new facility and robot has allowed them 
to take on new work from the Isle of Wight NHS Trust and will allow 
them to take on work from other trusts in the future 

- Both the Regional Drug Purchasing Centre and the Pharmacy 
Manufacturing Unit have liaised with the NHS Regional Procurement 

Leads to ensure that medicines in short supply during the COVID 
pandemic were utilised and distributed appropriately. This ensured 
that NHS Trusts both in and outside of our region had equitable 
access to these essential medicines 

- The pharmacy department worked very closely with clinicians, 
nursing staff, engie, estates and IT to ensure that both piped oxygen 
and oxygen cylinder supply was maintained during the pandemic. A 
real time piped gas monitoring system was produced using a capacity 
model produced by Engie 

- Pharmacy have played an integral role in the set up and maintenance 
of the COVID vaccination hub 

 

• Theatres 
- New Theatre Patient Safety Team established – consisting of a 

Matron, Surgeon Lead and Lead Anaesthetist. Key workstreams to 
come out of this include the development and implementation of the 
‘New Safer Surgery Checklist’, delivery of Sim Training and Human 
factor training to reduce the risk of Never Events, Trust-wide 
collaboration to reduce preventable harm via the establishment of 
the Safer Procedure Steering Group & an improved, multidisciplinary 
response to patient safety concerns, incidents, etc that supports 
‘Well-led’ CQC quality initiatives 

- Development of the Theatre Procedures during COVID-19 working 
party and protocol. A multi-disciplinary team consisting of 
Nursing/AHP leaders, Consultant Anaesthetists, Lead Surgeon, Care 
group Director and microbiologist established clear protocols and 
patient pathways that enabled patients to undergo invasive 
procedures safely throughout COVID-19. New ways of working have 
now been established as a result of this workstream that has ensured 
that both patient and staff safety remain a key priority 

- Development of Anaesthesia Associates – A business case and 
Governance policy is progressing well, with an aim to advertise 
through NHS jobs once the final agreement is in place 

- A re-structure and service redesign has been commenced to enable 
increased efficiencies within the pre-operative assessment service 
that offers greater flexibility and patient choice in going forwards 

- The cross-skilling of staff, as part of COVID-19 wave 1 and wave 2 
over 150 staff from the Care Group provided ongoing support to the 
Department of Critical Care which has resulted in a much richer 
skillset across the relevant departments. This has resulted in a much 
more flexible workforce in going forwards 

- Work has recommenced regarding Theatres 21 and 22 and plans for 
progressing with this have now been approved 

- Theatre Well-being Group. A multi-disciplinary team support by 
anaesthetists and Theatre staff members that are offering emotional 
and practical support to those that have been affected by the 
pandemic. A well-being room is now available for all Theatre staff to 
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access and a well-being link practitioner has been appointed who is 
able to deliver yoga sessions and offer other well-being care and 
support as required 

 

• Critical Care 
- Innovative staffing models to utilise Critical Care nurses to train up 

large cohorts of non critical care staff to support escalation of Level 3 
beds 

- Rotations with theatre staff to maintain skill base of all staff; Medical 
staff – middle grade staff patterns also rotational. 

- MIST (Medical Intensive support team) model adopted to allow 
Critical Care to be supported by anaesthetics 

- Changed Consultant work pattern which is now reflected in a Trust 
wide adoption of renumeration package for Consultants working 
overnight, in a resident capacity with input into the negotiations 

- Conversations with medical and surgical teams to encourage those 
teams to triage those patients more rigorously before referring to ICU 
as part of the shared decision-making process 

- Adaptable workforce enabled significant and sustained surge 
demands since March 2020. ICU Bed occupancy relative to baseline 
capacity > 300% at peak with multiple ICU PODS opened 

- Cross-skilling and support to re-deployed staff helped maintain 
patient safety, good working relationships and opportunities for 
professional development 

- Contributions to public health messages with staff contributing to 
BBC https://www.bbc.co.uk/news/uk-england-hampshire-55590637 
and ITV https://www.itv.com/news/meridian/2021-02-23/hospitals-
in-the-south-east-hardest-hit-by-extra-patients-in-icu media coverage 

- Contributions to national policy statements. Critical Care Recovery & 
Restitution. Intensive Care Society 
https://www.ics.ac.uk/ICS/ICS/News_Statements/Recovery_and_Rest
itution_of_intensive_care.aspx (lead author Steve Mathieu) 
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STATEMENT OF DIRECTORS’ RESPONSIBILITIES IN RESPECT OF PORTSMOUTH HOSPITALS UNIVERSITY NHS TRUST QUALITY ACCOUNTS 2019/2020 

 

To follow 
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The Quality Account regulations require the Account to be distributed to Stakeholders, including the CCG by 30th April.  Owing to the late notification of the requirement to publish 

the Account by 30th June, this was not possible.  The usual Quality Account process will be implemented next year to ensure all requirements are met. 

CLINICAL COMMISSIONING GROUP – COMMENTARY ON PORTSMOUTH HOSPITALS UNIVERSITY NHS TRUST QUALITY ACCOUNTS 2019/2020
 

 

 
Commissioning House 

CommCen Building 008 
Fort Southwick 

James Callaghan Drive 
Fareham 

Hampshire 
PO17 6AR 

 
Penny Emeritt 

Chief Execuitve 

Portsmouth Hospitals NHS Trust 

Queen Alexandra hospital 

Southwick Hill Road, 

Cosham, Portsmouth, 

PO6 3LY 

By email 

 

10th June 2021 

 

Dear Penny, 

 

Trust Quality Account 2020/21: Supporting Commissioner Statement   

 

Thank you for providing an opportunity to comment on the trust’s quality 

account for 2020-21. I am responding on behalf of NHS South Eastern 

Hampshire Clinical Commissioning Group (CCG), NHS Fareham & Gosport CCG, 

(now part of Hampshire, Southampton and Isle of Wight CCG), NHS Portsmouth 

CCG as well as the trust’s associate commissioners.  

 

We are grateful for the trust’s continued positive approach to working with 

commissioners during 2020-21, in order to ensure high quality care is available 

to our local population.  

 

We fully recognise that this has been an incredibly challenging year for the trust 

and the wider health economy. The significant impact of the COVID-19 

pandemic on every aspect of our lives has led to a level of innovation, fast-

paced change and collaborative working that is unprecedented in the modern 

NHS. Despite the ongoing pressures, commissioners recognise the trust’s 

continued achievements during this year.  

 

We acknowledge that many of the 2020-21 quality account priorities have been 

partially achieved due to the urgent need to redeploy staff to support with the 

response to, and the impact of the COVID-19 pandemic, and its surges of 

demand. We fully support the trust’s proposal to revisit and refresh these 

priorities for 2021-22, focusing on patient safety, patient experience and 

clinical effectiveness for the coming year.  

 

The trust is currently rated good with the Care Quality Commission (CQC) 

following their inspection visit in November 2019. Commissioners recognise 
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the work the trust has undertaken against the CQC improvement requirements 

related to the Emergency Department, specifically reducing ambulance 

handover delays and oversight of self-presenting patients. Commissioners 

welcome the news that the CQC has confirmed that these requirements have 

been delivered in full. We also note the focussed CQC visit in July 2020 to look 

at medicines safety which had a broadly positive outcome. Commissioners 

welcomed the trust’s continued focus on medicines safety including the focus 

on controlled drugs, discharge medications and insulin. Commissioners were 

concerned regarding the quality of maternity and ophthalmology services 

during the year however have received assurances that actions have been 

identified and are being progressed to improve services as required. 

  

Commissioners are pleased to note the reduction in never events and 

acknowledge the positive impact from the theatre patient safety team and 

their improvement programme despite the need to reconfigure part of the 

theatre footprint to create extra critical care capacity during the pandemic. We 

welcome the continued focus on reducing never events and lower level harm 

incidents with the recently introduced theatre safety checklist and work of the 

Safer Surgery Forum in their work on Local Safety Standards for Invasive 

Procedures (LocSSIPs). 

 

Commissioners note the impact that the pandemic has had on incident 

reporting patterns and the type of incident being reported with the associated 

increase in some types of incident such as falls. We acknowledge this general 

trend was shared by all acute providers in the Hampshire and Isle of Wight 

footprint as a direct consequence of the increased operational pressures 

creating a need to isolate a greater number of patients that normally would 

benefit from direct observation. 

 

We welcome the decision to reappoint a venous thromboembolism (VTE) 

specialist nurse to help drive improvements in VTE risk assessment and 

prevention of VTE as this has been an area where the trust has been challenged 

to meet its contractual requirements. 

 

We acknowledge the continued positive impact that the trust’s incident review 

processes have with the weekly triage meeting and incident review panel (IRP). 

This open approach continues to provide the CCG with a good level of 

assurance through our attendance at IRP. We offer our support in further 

refining this process through exploring the feasibility of joint sign-off panels for 

serious incidents, reducing the time it takes to make completed reports 

available to patients and families. We welcome the trust signing-up to the 

Hampshire-wide approach to reviewing nosocomial COVID-19 deaths. 

 

We are pleased to see the trust is seeking out the views of its patients through 

the use of digital real time feedback through the family liaison officers (FLO). 

Although wider roll-out of this initiative was hampered by the pandemic we 

note that the initial feedback identified improvements could be made with 

access to own medicines, noise at night and time spent waiting for a ward bed, 

themes also highlighted by previous national inpatient surveys. It is reassuring 

to see that feedback also showed that 96% of patients felt they are treated 

with compassion. We are supportive of the approach that the trust is 

continuing to further develop its ‘With Compassion’ programme to continue 

this positive trend. We further recognise the significant positive impact the 

family liaison service has had during the pandemic providing a vital link 

between patient and their loved ones during the restricted visiting due to 

national guidelines.  
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Commissioners applaud the work the trust has undertaken to support carers 

through the work of the patient/carer collaborative. We fully support the 

approach of improving patient experience from first contact to the last and this 

is evidenced by the various programmes that have been highlighted in the 

account including real time feedback and the role of the family liaison officers. 

We are pleased to see the continued improvement focus on areas such as noise 

at night and nutrition & hydration as these are a recurrent feature in patient 

and carer feedback over the last couple of years, we hope the trust can make 

progress with these areas. 

 

Commissioners welcome the focus on meeting the requirements of the 

Accessible Information standard as this is an area that has been identified by 

service users as an area for improvement. We note the trust has implemented 

deaf awareness training in response to learning identified following service 

user feedback. 

 

We note the challenges the trust has faced to ensure compliance with 

dementia screening and are pleased to see that to support this vulnerable 

patient group changes to improve were made to the consistency of this 

process. We also welcome the recruitment of a dedicated lead nurse for 

dementia and the additional focus on the recognition and management of 

delirium. 

 

Commissioners recognise the thorough approach of the medical examiner 

process and how this follows through to the trust’s patient safety investigation 

process and how learning from this process is used to identify improvements 

at the trusts mortality review group which the CCG attend. We welcome the 

trust’s focus on implementing learning from this process such as reviewing falls 

risk assessments when patients’ conditions and/or environment change and 

the emphasis on earlier senior review when patients deteriorate. 

Commissioners note that whilst there have been clear improvements around 

communication with patients and families regarding palliative care and 

resuscitation decisions there is still scope for further improvements. 

Commissioners welcome the opportunity to work with the trust to continue to 

improve this process in the trust and across the local healthcare system. 

 

We are pleased to see the trusts continued engagement in the ‘Getting it Right 

First Time’ programme (GIRFT) going forward to reduce unnecessary variation 

and improve outcomes, but note the need to pause GIRFT programmes during 

the pandemic. The trusts continued engagement with the national clinical audit 

programme is well evidenced. It is reassuring to see the trust acknowledges 

areas identified through these processes for improvement. 

Commissioners recognise the achievement of the trust with regards to 

research activity. The significant numbers of participants recruited is reflected 

in the trust being ranked first compared to 42 large acute trust peers and 18th 

out of all trusts nationally. The trust has also played a significant role in 

research during the pandemic taking part in 12 urgent public health studies 

whilst other research studies were put on hold. 

 

Commissioners note the results of the National staff survey and recognise the 

impact that the pandemic has had on some measures. It is welcome to see that 

despite the huge pressure staff were under there were improvements in the 

health and wellbeing and safety culture measures. We also welcome the 

continued improvement trend with staff recommending the trust as a place to 

work. This supports the continued benefit of the trust’s culture change 

programme. We welcome the trusts implementation of a new ‘Delivering 

Excellence’ operating model and look forward to seeing the ongoing benefits 
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this programme will bring, particularly the targeted work to reduce inequalities 

and protect staff at work. 

 

The programme of commissioner and trust joint quality assurance and 

improvement continues alongside commissioner attendance at trust internal 

meetings for assurance. The monthly joint meeting to share intelligence to 

identify priorities of work has enabled us to continue to identify areas for 

improvements including the discharge processes and  through better two-way 

information sharing across the system thereby enabling better working 

relationships and helping lead to improved patient experience and outcomes. 

Commissioners welcome a continuation of this process for 2021/22 with a 

renewed focus on jointly driving improvements. 

 

Finally, we can confirm that this quality account complies with national 

guidance and demonstrates areas of achievement as well as areas where 

improvement is required. Commissioners are satisfied that the overall content 

of the quality account meets the required mandated elements. Commissioners 

are satisfied that the trust’s quality accounts for 2020/21 provide a clear and 

accurate statement.  

 

We would like to thank the trust for its ongoing efforts to improve the quality 

of services it provides to our population in these challenging times, and look 

forward to continue our collaborative working in 2021-22 to the benefit of our 

patients and wider population. 

 

Yours sincerely, 

 

 
 

Sara Tiller 

 

 
pp Louise Spencer 

 

Julie Dawes 

Managing Director, South East 

Hampshire. 

Hampshire, Southampton and 

Isle of Wight CCG 

Executive director of quality & 

nursing 

Hampshire, Southampton and 

Isle of Wight CCG 

 

Cc Zaid Hirmiz, Clinical Director - South East Hampshire. Hampshire, 

Southampton and Isle of Wight CCG 
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Healthwatch Portsmouth – commentary on Portsmouth Hospitals University NHS Trust Quality Accounts 2019/2020 
 

 
 

5 June 2021 

Healthwatch Portsmouth welcomes the opportunity to comment 

on the draft, Portsmouth Hospitals University Trusts’ Quality 

Account. The information presented within the Quality Accounts 

is consistent with information that Healthwatch Portsmouth are 

aware of through its regular meetings with the Executive Team at 

PHUT and its ongoing membership of the PHUT Shared 

Assurance and Improvement Programme meetings, also 

attended by the Portsmouth and South East Hampshire including 

Portsmouth CCG’s.  

It is only right that, whilst it does not form part of the services 

reported on in this account, we mention the role Portsmouth 

Hospitals University Trust have played in delivering the Covid-19 

Vaccine. We wish to take this opportunity to express our gratitude 

to them for their commitment and application to being part of the 

largest vaccination programme in the history of the NHS. 

Healthwatch Portsmouth places on record its recognition and 

thanks to all their staff who have been involved.  

Over the last year the country and the NHS has faced an 

unprecedented challenge from Covid-19 and we understand the 

difficulties the Trust has faced. It has, and remains, incredibly 

difficult to manage expectations and demands whilst maintaining 

and committing to improving the quality and safety of the patient 

journey. We commend the Trust and their staff for their continued 

efforts and desire to adapt and change services to ensure they 

provide safe care as well as making the trust a safe place to visit 

or work in. 

We have some comments and questions to add to our initial 

commentary. 

As with previous years reports which we have been asked to 

comment upon, these reports are bulky and often use health 

service language and we have questioned before who the 

audience for these reports is. 

It is great to see the inception and appointments to the role of 

Family Liaison Service and we await data on how this 

progresses. 

 With regard to Patient Safety, how will the public be aware of the 

Learning from Incident reporting and where is the patient/carer 

voice on your Incident Panels. How do you plan to reduce your 

‘Never Events’ and reduce your moderate/severe harm and death 

incidents and reduce Health Care Associated Infections? 

For your reduction of Never Events we ask do your Investigators 

receive Serious Incident Investigator training and does it include 

a session on ‘human factors’ as the Quality Accounts note that 

“emphasising the importance of Human Factors awareness for all 

staff”. 
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We should like to see more details on the “With Compassion” 

work and how it is evidenced and who does the ‘sit and see 

observations’. 

We ask the question “How does the Patient & Carer Collaborative 

recruit new members to ensure its continuing relevance?” 

Healthwatch Portsmouth are concerned about the term “partial 

progress” on some of the Quality Account Priorities even with the 

pandemic as a factor limiting business as usual. 

On page 18 of the draft report there is a section we are 

concerned about “we lost compliance with weekend review 

Standard 8 in the Spring of 2019” – we feel this needs clarity. 

There is a good position on the 91% of patients having a once 

daily senior clinical review. 

We are pleased to see the Freedom To Speak Out Guardian role 

and are interested to know more especially how matters a fully 

resolved. 

There is a Parliamentary Health Services Ombudsman (PHSO) 

emphasis on the ease and accessibility of making a complaint 

and this gets no mention, we cannot in these Quality Accounts 

see the number of complaints that were investigated by the 

PHSO. 

We are aware there have been some changes to the way 

patients access the Emergency Department by contacting NHS 

111 and Health Portsmouth have had many conversations & 

meetings with PHUT about this and still feel this new approach 

needs to be widely publicised locally. 

We now refer to the section on Patient Experience section pages 

38 – 43: 

PHUT state at the start of this section that the Trust uses patient 

feedback to improve services.  It would be helpful in this section 

for the Trust to give some examples of what they have done in 

response to patient feedback to demonstrate this.     

Priorities 202/2021 box on page 38: 

PALS seems to have been left out of the ‘Priorities 2020/2021’ 

box despite it being a key service that is given its own section 

describing its activities with targets in the series of services 

described on pages 39 – 42 which support patient experience.    

 Accessible Information Standard section page 40: 

NHS Trusts have been legally required to follow the Accessible 

Information Standard since August 2016.  Our question is why is 

PHUT still only developing and implementing a plan to meet the 

requirements of this standard after all this time? 

Patient and Carer Involvement on page 41: 

There is lots of interesting information about the Patient Family 

and Carer Collaborative but very little about the Patient 

Experience Steering Group.  Could there be a better balance of 

information provided about the two? 

PALS on page 42: 

It is good that the Trust describes how the backlog of complaints 

handling response time has been addressed with a new target of 

25 working days.  (PHUT website still states 30 working days 

though).  The 5-day response timeframe with only a 60% success 
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rate is disappointing.  (PHUT website states that they respond 

with 3 working days to confirm if they will be looking into the 

complaint that has been made by a patient.)  These targets need 

to be looked at. 

Overall, we see a very comprehensive report with a clear focus 

on quality, it is as we have previously stated a document that is 

written using health service language and we wonder who the 

intended audience is, in our preview copy there were 76 pages. 

It paints a clear picture of the incredibly hard work of the staff and 

management to ensure that Portsmouth Hospitals Trust 

consistently give the best care. 

 

Roger Batterbury. 

Chairperson, Healthwatch Portsmouth. 

 

Due to timeframes and requirements for publication of the Quality 

Account, the Trust has agreed with the Chairperson of Healthwatch to 

respond to all points raised separately 
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Portsmouth HOSP – commentary on Portsmouth Hospitals University NHS 
Trust Quality Accounts 2019/2020 
 

Portsmouth HOSP have not provided any comments 
 

Healthwatch Hampshire – commentary on Portsmouth Hospitals University 
NHS Trust Quality Accounts 2019/2020 
 

Healthwatch Hampshire have not provided any comments 
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LIMITED ASSURANCE REPORT 

 

From 2020/21 audit assurance is no longer required 
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Appendix A - National Clinical Audit: actions to improve quality 

 

NATIONAL CLINICAL AUDITS THAT PORTSMOUTH HOSPITALS UNIVERSITY NHS TRUST PARTICIPATED IN DURING 2020/2021 

Audit Title Outcome/Actions to improve quality of healthcare 

Antenatal and New-born 
National Audit Protocol 2019 to 
2020 

Public Health England (PHE) Screening Programme, identifies healthy people who may be at increased risk of a disease or condition, enabling 
earlier treatment or informed decisions. There are 19 key performance indicators (KPIs) within this screening programme. They represent the 
screening offered to all pregnant women and new-born babies within the UK.  PHE sets targets that it feels are achievable and acceptable for the 
data submission. The Trust participates in all the relevant screening programmes and has been able to achieve a high number of achieved and 
or acceptable performance thresholds for the relevant KPIs. The Trust has a pathway in place for patients that decline antenatal screening to 
facilitate an informed choice. The Trust ensures that these are in line with the latest PHE guidelines. 

BAUS Urology Audits Individual consultant surgeon outcomes: 
Urethroplasty - No surgeons identified as an outlier 
Cystectomy Audit - No surgeons identified as an outlier 
Nephrectomy Audit - No surgeons identified as an outlier 
Percutaneous Nephrolithotomy (PCNL) - No surgeons identified as an outlier 
Radical Prostatectomy Audit - No surgeons identified as an outlier 

Case Mix Programme (CMP) – 
Intensive Care National Audit 
and Research Centre (ICNARC)  

CMP is an audit of patient outcomes from adult, general critical care units (intensive care and combined intensive care/high dependency units) 
The Trust uses this data to determine where any areas can be improved and any areas that it is performing well in. COVID-19 saw a substantial 
increase in the number of patients requiring intensive care and saw the intensive care unit increase its capacity and footprint significantly. 
Previously to COVID-19 the Trust risk adjusted mortality was 0.84, and risk adjusted mortality for low risk patients was 0.33 suggesting the 
Trust was doing well comparatively to other units.  During the pandemic our patients required more organ support than those admitted across 
ICUs nationally and had a corresponding increased mortality.  

Elective Surgery Patient 
Reported Outcome Measures 
(PROMS)  

Hip and knee PROMS collect information on the outcome of selected surgical procedures based on responses to patient feedback questionnaires 
both before and after surgery. The Trust has a low pre-operative participation rate of 14.5% compared with 86.5% nationally. The Trust is 
currently reviewing this to see how it can improve the pre-operative response rate. For post-operative questionnaires the Trust had a response 
rate of 70.9% which is above the national average of 59.6%. There are no recommendations made within this report, the trust monitors the 
results for benchmarking purposes to ensure that patient satisfaction and patient health gain is comparable with other trusts of a similar size. 

Emergency Medicine QIPs Assessing for Cognitive Impairment in Older People: 
The aim was to monitor documented care against standards published in July 2019, to facilitate improved care. There were three standards that 
all participating Trusts were asked to monitor. The Trust was significantly above average (46.03% compared with 15.56% nationally) for Standard 
1 - There should be written evidence that patients have had an assessment for cognitive impairment during their visit to the emergency 
department. The other two standards are developmental and aspirational targets, which require improvement nationally.  The Trust intends to 
improve on these areas and has set up a delirium task/finish group to focus on the implementation of time bundles.  Delirium training gaps in 
the Emergency Department workforce are to be addressed by the frailty team.  Recommendations in the current standards book: ‘Quality of 
Care for Older People with Urgent and Emergency Care Needs’ is to be reviewed and updated.  
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NATIONAL CLINICAL AUDITS THAT PORTSMOUTH HOSPITALS UNIVERSITY NHS TRUST PARTICIPATED IN DURING 2020/2021 

Audit Title Outcome/Actions to improve quality of healthcare 

Care of Children in the Emergency Department: 
The aim was to monitor documented care against the standards published in July 2019. There were three clinical standards and three organisation 
standards that Trusts were required to monitor. The Trust was above average for standard 1; Infants presenting with injury are reviewed by a 
senior clinician whilst in the ED.  The remaining two standards have been highlighted as an area for improvement.  The Trust is reviewing the 
Emergency Department’s electronic system to implement an improvement in recording, to ensure that better data is captured to provide a more 
accurate representation. Standard 3 is an aspirational target and remains an area for development and improvement nationally.  

Falls and Fragility Fracture 
Audit Programme 

Fracture Liaison Service Database (FLS-DB):  
The Fracture liaison service database is a clinically led national audit of secondary fracture prevention in England and Wales. The Trust is currently 
awaiting publication of the 2020/21 annual report, which is currently delayed.  
National Hip Fracture Database (NHFD): 
The National hip fracture database monitors the process, quality and outcomes of care provided to patients who presented with hip fractures 
at trauma units in England, Wales and Northern Ireland. The Trust continues to perform very well in the NHFD audit and as in previous years is 
the highest performing Trust with regards to the number of patients where the best practice tariff was achieved. The Trust continues to 
perform extremely well in a number of areas and was in the top quartile for five out of the seven rated outcome domains and is the only Trust 
to have achieved top quartile results for all nine assessment domains. The Trust has identified areas where further improvements can be made 
for example in the number of patients admitted to the ward within four hours, although above the national average the Trust acknowledges 
that there is still room for improvement and has a plan to improve this.  
Inpatient Falls Audit (NAIF): 
The national audit of inpatient falls audits the delivery and the quality of care for patients aged 60 years and over who fall and sustain a 
fracture of the hip or thigh bone whilst in an inpatient setting. The Trust has submitted cases to this audit and is currently awaiting the 
publication of the 2020/21 annual report.  

Inflammatory Bowel Disease 
(IBD) Programme 

The inflammatory bowel disease (IBD) registry is set up to help improve the health of people living with IBD in the UK. This is achieved by the 
collection and analysis of data from IBD patients in order to improve understanding of the care of people with IBD and their treatments to 
facilitate research.  This report also includes data for biological therapies and key performance indicators (KPI)s.  
The biological therapies audit has seven KPIs. The Trust was above the national average for four of the biological therapies KPI’s. The Trust is 
committed to ensuring it can improve its performance for the biological therapies audit. The COVID-19 pandemic has had an impact upon the 
service, but this should be improved now a plan to restore normal services is in place.  

Learning Disability Mortality 
Review Programme (LeDeR) 

The learning disability mortality review Programme (LeDeR) is aimed at making improvements to the lives of people with learning disabilities. 
LeDeR looks at why people with learning disabilities typically die much younger than average. The 2020 LeDeR report published ten 
recommendations. The Trust is fully compliant with three, and partially compliant with two recommendations. Five of the recommendations 
are not relevant to the Trust.  The Trust has improved and agreed information sharing protocols across Hampshire Health and Care Economy.  
The Trust is developing a local resource for those caring for people with a learning disability, which will be disseminated across the Trust once 
finalised. 
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NATIONAL CLINICAL AUDITS THAT PORTSMOUTH HOSPITALS UNIVERSITY NHS TRUST PARTICIPATED IN DURING 2020/2021 

Audit Title Outcome/Actions to improve quality of healthcare 

Mandatory Surveillance of 
Health Care Acquired 
Infections (HCAI)  

Public Health England (PHE) operates a national surveillance programme to collect data on health care acquired infections (HCAI). There are 
five HCAIs that are required to be reported to PHE. The Trust is continuously aiming to reduce its rate of HCAI. The Trusts HCAI rates follow the 
trends seen nationally.  These are continuously monitored monthly by the Trust through an Integrated Performance Report dashboard. 

 
National Asthma and Chronic 
Obstructive Pulmonary Disease 
(COPD) Audit Programme 
(NACOP) 

Organisational Report: 
Organisations were marked against ten audit standards, for both COPD and Asthma services and facilities. The Trust was compliant with seven 
of these standards. Although the Trust does not have a general adult high dependency unit it does have a dedicated respiratory high care unit 
which is able to provide high dependency care for respiratory patients. The Trust has developed an action plan to achieve the other standards 
not met which include the provision of having a senior decision maker on the ward round on the acute medical unit (AMU) seven days a week 
for newly admitted patients.  
COPD – Regional Report:  
The COPD regional report provides an overall indication of the provision of quality assured COPD care. This is achieved through the assessment 
of individual hospitals against six key COPD audit indicators. The Trust is above the national average for five out of six key indicators. Acute 
treatment with non-invasive ventilation (NIV) is the only COPD key indicator which is below the national average at 23%, the national average 
is 24%. The respiratory team have a plan in place to reduce the amount of time from arrival to commencing NIV and further plans have been 
made to ensure that the patients get the right bed at the right time.  
Asthma in Adults: 
The adult asthma clinical audit captures the processes and clinical outcomes of treatment for patients admitted to hospital in England, 
Scotland, and Wales with asthma attacks. The Trust were a late adopter of this national audit but have now registered for this audit. The Trust 
is now submitting regular data for this audit. 
Asthma in Children: 
The Children and Young People’s Asthma regional report is designed to provide an overall indication of the provision of quality assured asthma 
care.  It does this by reviewing five key audit indicators for each hospital. Due to the COVID-19 pandemic the number of children who 
presented with a wheeze has been significantly reduced. The Trust has good adherence to the delivery of systemic steroid delivery within one 
hour of arrival and the number of patients that had their inhaler technique checked. Areas for improvement include documentation and 
documenting the smoking history of parents. To improve this the Trust is updating its current asthma checklist to include the questions about 
smoking and any actions taken. This will include education of the paediatric team to ensure awareness of the updated checklist. 

National Audit of Breast Cancer 
in Older People (NABCOP) 

The national audit of breast cancer in older people aims to evaluate the care and outcomes for women with breast cancer aged 70 and over 
and to compare this to a younger cohort of women aged between 50 and 69 years of age. The Trust has demonstrated several areas of good 
practice including 100% of patients being seen by a Breast Clinical Nurse Specialist, good rates of surgery for early breast cancer (oestrogen 
receptor (ER) positive) in all age groups and being above the national average in a number of areas. The Trust has also identified areas for 
improvement, including having lower levels of triple assessment performed at a single visit for both younger and older age groups, although 
the Trust rate is still above the national average.  

National Audit of Cardiac 
Rehabilitation 

The National Audit of Cardiac Rehabilitation is a British Heart Foundation (BHF) strategic project supporting cardiovascular prevention and 
rehabilitation services to achieve the best possible outcomes for people with heart and circulatory diseases irrespective of where they live.  
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NATIONAL CLINICAL AUDITS THAT PORTSMOUTH HOSPITALS UNIVERSITY NHS TRUST PARTICIPATED IN DURING 2020/2021 

Audit Title Outcome/Actions to improve quality of healthcare 

The Trust achieved Amber status which meant that it achieved four out of the seven key performance indicators. Areas that require 
improvement include the average waiting time for cardiac rehabilitation. In order to improve wait times and obtain a green status by achieving 
all seven key performance indicators, the Cardiac Rehabilitation Team have submitted a business case. The business case is to allow for the 
service to expand and include the employment of a cardiac rehabilitation instructor and additional nurses.  

National Audit of Care at the 
End of Life (NACEL) 

The NACEL focuses on end of life care in an inpatient setting, in particular, the last admission to hospital prior to death. NACEL aims to highlight 
how in England and Wales hospital care fared against nationally agreed quality standards. The data was collected in 2019/2020 financial year 
and the audit and analysis took place before the COVID-19 pandemic. The report was categorised into six domains with thirteen 
recommendations. The Trust scored highly and was above the national average for all domains. Collecting feedback from patients and their 
families is identified as an area for improvement; this will be achieved with the introduction of the Medical Examiners Service and the 
introduction of the new Family Liaison Nurse roles. The Trust is fully compliant against these audit standards. 

National Audit of Dementia The collection of data for the national audit of dementia has been delayed due to the COVID-19 pandemic. It is expected that the data 
collection will resume later in the year.  
Impact of COVID-19 pandemic on hospital care for people with dementia report 
The national audit of dementia supplementary report collected feedback between June and July 2020 to examine how hospital care for people 
with dementia was affected by the pandemic. The Trust is currently reviewing this report to see if there are any lessons to be learnt or any 
changes required to improve our current practices    

National Audit of Seizures and 
Epilepsies in Children and 
Young People (Epilepsy 12) 

Epilepsy12 supports the work of the of Organisation of Paediatric Epilepsy Networks in the UK (OPEN UK) to join up Health Boards and Trusts 
into functioning regional paediatric epilepsy networks to encourage and stimulate improvement. The data collected from the audit is collected 
from hospitals and clinics to support further quality improvement in paediatric epilepsy services. Epilepsy12 is made up of two parts, an 
organisational part and a clinical audit. The Trust has ongoing information technology problems making it very difficult to access the audit data 
and results. Improvement to the IT system is required to improve the Trusts data completeness for this audit.  
Organisational Audit 
The Trust has good access to epilepsy specialist nurses (ESN) and high levels of parental training. The paediatric department has specific epilepsy 
clinics, and these are in line with best practice criteria. Interaction with schools has been identified as an area requiring improvement. 
Clinical Audit 
The Trusts demographic data is in line with the national audit. The trust has good timely assessments and investigations in line with the national 
recommendations, with assessments being completed by a paediatrician with an interest in epilepsy and ESNs.  The department has identified a 
requirement to improve access to IT data and improve communication skills.  

National Bariatric Surgery 
Registry (NBSR) 

The National Bariatric Surgery Registry (NBSR) examines the data for all patients undergoing certain bariatric procedures between 2013-2018. 
This is the first time the NBSR has examined access to bariatric surgery in individual countries of the United Kingdom (UK). Analysis of regions in 
England have demonstrated significant variation in NHS funding as well as the nature of procedures. The Trust has no surgeons identified as 
outliers and continues to have a very low in-hospital mortality rate for bariatric surgery. 

National Cardiac Arrest Audit 
(NCAA) – ICNARC 

The National Cardiac Arrest Audit (NCAA) is the national clinical audit of in-hospital cardiac arrests in the UK and Ireland. Data is collected from 
any resuscitation event commencing in-hospital where an individual receives chest compression(s) and/or defibrillation and is attended by the 
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hospital-based team from 1st April 2019 to 31st March 2020.  The Trusts number of cardiac arrests per 100 patients is below 1.0 and the 
number of patients who had a cardiac arrest where a return of spontaneous circulation (ROSC) exceeded the national predicted figure from the 
NCCA. The number of patients where ROSC was achieved for pulseless electrical activity (PEA) was also above the national average.  The report 
also highlighted that the Trust has a higher number of cardiac arrests occurring on the coronary care unit (CCU) 22% compared with 10% 
nationally.  This has been discussed within the Trust and has been attributed to the cardiac catheter labs being in the same location as the CCU 
and the Trust undertaking a high number of primary percutaneous coronary interventions (PCI).  The Trust will continue to monitor this metric.  

National Cardiac Audit 
Programme (NCAP)  

National Audit for Adult Percutaneous Coronary Interventions: 
The national audit collects data from all UK centres that perform percutaneous coronary interventions (PCIs). Due to technical difficulties no 
data was uploaded. This is acknowledged by the National Institute for Cardiovascular Outcomes Research (NICOR) in the report and the 
technical difficulties have been resolved, however it was too late for the data to be included in the annual report. The Trust is a high-volume 
centre and a high-volume primary PCI service which has been shown to correlate with good outcomes. Radial access rates are excellent and are 
above the national average. Working in close partnership with the local ambulance services the Trust is working to improve call and door to 
balloon times. The Trust has a plan in place to improve and update the IT system to ensure that it does not experience technical difficulties in 
the future.  
National Audit of Cardiac Rhythm Management (CRM): 
Ablation: The CRM provides the official record of catheter ablation procedures in the UK. It collects data on a number of quality measures 
relating to data completeness, standards set by the British Heart Rhythm Society. The Trust has one of the highest rates of data completion in 
the country and met and exceeded the minimum number of procedures required. The Trust also has a short waiting list in comparison to other 
centres with patients waiting on average two to four months compared with eight to twelve months in other centres. The Trust is developing a 
plan to ensure it meets the minimum number of ablation procedures for 2021, including the restricting of clinical duties to ensure these are 
met.  
Devices: The National Audit of Cardiac Rhythm Management for Devices reports activity for all heart rhythm management device procedures 
for England and Wales. The Trust is a high-volume implant centre achieving beyond the minimum number of simple and complex device 
procedures required to be completed. The Trust is below the national average for one-year re-implantation rates for simple devices and has 
high levels of data quality and completeness overall.  The Trust meet NICE clinical guidelines for more than 90% of permanent pacemakers 
(PPM) for atrioventricular (AV) block and primary prevention implantable cardioverter defibrillators (ICD).  Working with the physiologist the 
Trust has implemented a plan to improve its data entry and has a plan in place to improve its secondary prevention ICDs.  
Myocardial Ischaemia National Audit Programme (MINAP): 
The myocardial ischaemia national audit project (MINAP) collects information about the care patients receive who are admitted to hospital 
with acute coronary syndromes (heart attacks) between April 2018 and March 2019. The Trust provides a primary angioplasty service for 
patients with ST- elevation myocardial infarction (STEMI) for the local area and West Sussex and the Isle of Wight and is the largest provider in 
the region. A key issue remains the delay that patients experience if they at any point in their treatment pathway are admitted to the 
emergency department (ED). There is ongoing paramedic education in conjunction with local ambulance services to help identify non-ST 
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segment elevation myocardial infarction (nSTEMI) and STEMI patients to allow them to bypass the ED and go straight to the cardiac catheter 
labs to improve treatment times.  
National Heart Failure Audit (NHFA): 
The national heart failure audit reports on the characteristics of patients requiring admission to hospital with heart failure. The audit describes 
the in-hospital investigations, treatment and access to specialist care. The audit reviews discharge planning and the follow up treatment 
patients are offered. The Trust is currently reviewing the report and data to see where it has performed well and where there are areas that 
can be improved.  The Trust has recently implemented a new care pathway for patients with heart failure to improve the quality of life and 
prognosis for its patients. This service has provided heart failure patients with access to expert specialist care and a rapid review.  This service 
has facilitated early discharges and reduced pressure on community services. 

National Diabetes Audit - 
Adults 

Core Audit: 
The National Diabetes Core Audit (NDA) is an audit of primary care and specialist diabetes services as well as covering care processes, treatment 
target complications and mortality. The Trust is currently reviewing the latest recommendations from the national diabetes core audit to see if 
there are any improvements that it can make to its current care and processes.  
Diabetes in Pregnancy: 
The National Pregnancy in Diabetes Audit (NPID) aims to support clinical teams to deliver better care and outcomes for women with diabetes 
who become pregnant. There was no annual report published in 2020-2021. The next annual report is due for publication in October 2021. 
Previous publication was reported in the Trusts Quality Accounts 2019-2020. 
Foot Care: 
The National Diabetes Footcare Audit (NDFA) enables all diabetes footcare services to measure their performance against NICE clinical 
guidelines and peer units, and to monitor adverse outcomes for people who develop diabetic foot disease. There was no annual report 
published in the financial year of 2020-2021. Data collection is currently underway for the fifth annual report due to be published in May 2022. 
Previous publication reported in the Trusts Quality Accounts 2019-2020. 
Inpatient Audit: 
The National Diabetes Inpatient Audit (NaDIA) measures the quality of diabetes care provided to people with diabetes while they are admitted 
to hospital, for any reason and aims to support quality improvement. The NaDIA took place on 28th September 2019. The Trust has identified 
areas of good practice, which include appropriate glucose monitoring, low intravenous insulin use and low rates of hypoglycaemia in hospital.  
Prescription and medication errors particularly insulin errors remain an area requiring further improvement within the Trust to regularly review 
its insulin safety. The Trusts digital strategy involves the implementing of electronic prescriptions which should help to reduce insulin 
medication errors.  Additionally, the Trust plans on recruiting a specialist pharmacist into the diabetes team.  
Harm: 
The National Diabetes In-patient Audit - Harms (NaDIA-Harms) is a continuous audit that collects data for four harms that can occur to diabetic 
patients in England. The Trust participates in this audit and is currently reviewing the report to ensure that it can make further improvements 
where required, to reduce any potential for any harm to occur to diabetic inpatients.  
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National Clinical Audit for 
Rheumatoid and Early 
Inflammatory Arthritis (NEIAA) 

The NEIAA audit aims to improve the quality of care for people living with inflammatory arthritis, collecting information on all new patients 
over the age of sixteen in specialist rheumatology departments in England and Wales. Data was collected between 8th May 2018 -12th 
December 2019. The report had eight key findings. The Trust achieved a higher than the national average remission rates at twelve months 
from first contact, despite staff shortages.  Additionally, when annual reviews have taken place the Trust has been above the national average 
for achieving a review of key components (assessment of bone health, cardiovascular risk and levels of disability). There are areas that require 
improvement including the number of annual reviews undertaken (32%) and unplanned admission rates in the first twelve months of care are 
high. The Trust is developing a more reliable system for undertaking annual reviews and is developing a new pathway for treatment escalation 
for ongoing disease activity. There is an action plan to establish psychology support for patients.   

National Emergency 
Laparotomy Audit (NELA) 

The National Emergency Laparotomy Audit (NELA) aims to improve the quality of care for patients undergoing emergency laparotomy through 
the provision of high-quality comparative data from all providers of emergency laparotomy. Data was collected from December 2018 - 
November 2019. The Trust has the highest implementation of laparoscopy for emergency surgery in the country and this is reflected in the 
Trusts shorter median post-operative stay. The Trust has excellent engagement from consultant surgeons and anaesthetists both prior to and 
during surgery and has a low rate of unplanned escalation of care to the intensive care unit at 1.5%.  At present the Trust does not have Elderly 
Care Physicians in Emergency Abdominal Surgery although this is noted to be of benefit, to be considered by the Trust to implement in the 
future.  

National Gastro-intestinal 
Cancer Programme 

National Bowel Cancer Audit (NBOCA): 
The National Bowel Cancer Audit (NBOCA) aims to describe and compare the outcomes and quality of care for patients in England and Wales 
that have been diagnosed with bowel cancer. The Trust is a high-volume surgical centre for colorectal cancer. The Trust has better than the 
national and regional averages for 90-day mortality rates for elective and emergency procedures and has very high laparoscopic/robotic rates 
with excellent outcomes. The COVID-19 pandemic had an impact upon the time frame for stoma reversals and the Trust is working to ensure 
that these are prioritised to meet the target timeframes. The Trust has implemented a new two week wait and 28-day nurse led pathway to 
ensure it is meeting the required timelines. The Trust continues to achieve very high standards for its colorectal cancer services and is one of 
the best performing Trusts in the country.  
National Oesophago-Gastric Cancer (NOGCA): 
The national oesophago-gastric cancer audit (NOGCA) was established to evaluate the quality of care received in England and Wales by 
patients with oesophago-gastric (OG) cancer. The Trust is one of 37 specialist OG surgical cancer centres. The recommendations from the 
report are currently under review by the Trust.  

National Joint Registry (NJR) The National Joint Registry (NJR) collects information about hip, ankle, elbow and shoulder joint replacement operations (arthroplasty) from all 
participating hospitals in England, Wales, Northern Ireland, the Isle of Man and the states of Guernsey. The Trust is the 13th largest NHS 
Hospital for the number of joint replacements undertaken. The Trust is not an outlier for any of the data and has 99% compliance and 99% 
linkability (inclusion of NHS number in data entry to allow linking of primary and subsequent revision procedures). 

National Lung Cancer Audit 
(NLCA) 

The NLCA aims to understand the current quality of care and outcomes for patients with lung cancer. The Trust remains the largest lung cancer 
centre in the Wessex region and offered the highest rate for curative treatment options in the region, which should in the longer-term lead to 
greater survival benefit for our patients. The Trust has seen a significant improvement this year. The Trust was recognised in the audit by the 
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national college for its improvement work. The Trust is above average for a number of areas but still has some areas requiring further 
improvement.  An action plan has been put into place by the trust to further improve including the introduction of an optimal lung cancer 
pathway and an introduction of a new IT recording system (Somerset).  The Trust intends to re-purpose the respiratory day ward into a 
recovery area allowing for increased numbers of procedures to be completed each week and an increase in diagnostic capacity. 

National Maternity and 
Perinatal Audit (NMPA) 

The National Maternity and Perinatal Audit (NMPA) is a large-scale audit of NHS maternity services across England, Wales and Scotland. The 
Trust has submitted data to the NMPA and is awaiting the publication of the annual report. Two sub-reports have been published in 2020-
2021. 
Multiple Births Report 
The NMPA NHS Maternity Care for Women with Multiple Births and Their Babies was a study on the feasibility of assessing care processes and 
outcomes using data from births between 1st April 2015 - 31st March 2017. This report made six recommendations and the Trust is compliant 
against five and one was not relevant as the Trust does not carry out specialist fetal procedures locally. The Trust is introducing electronic 
maternity health records which will allow the Trust to further ensure the robustness in the recording of planned mode of births and actual 
mode of births.   
Technical Report 
A feasibility report evaluating perinatal mental health services using linked national maternity and mental health data sets, based on births 
between 1st April 2014 - 31st March 2017 in Scotland. This report made five recommendations. The Trust is currently reviewing them to see if it 
is compliant against these recommendations and to see if improvements can be made to mental health care within its maternity services. The 
Trust has recently introduced perinatal mental health specialist midwives to work alongside perinatal psychologists. 

National Neonatal Audit 
Programme (NNAP)  

The Neonatal Audit programme (NNAP) is a national clinical audit of NHS funded care for babies admitted to neonatal services in England, 
Scotland, Wales and the Isle of Man. There are fifteen audit measures.  The Trust has continued to perform well in this national audit and scored 
above the national average in eight of these measures and was comparable with the national average for the others. The Neonatal Unit has 
received a letter of congratulations on “excellent” thermal care of infants from the national college. The Trust continues to follow previous plans 
to ensure its rates of Retinopathy of Prematurity (eye) screening are optimised and is currently undertaking a staffing review within the 
department. 

National Ophthalmology 
Database Audit 

The National Ophthalmology Database Audit quality assures NHS cataract surgical services for patients. The Trust submits data for this audit to 
benchmark its performance to see where it can improve its current services. The Trust is currently reviewing the latest 2020 annual report to see 
where any areas of improvement are required.  The Trust has good risk adjusted posterior capsule rupture rates, which are better than the 
national average rates and an improvement on the previous years results.  The Trust risk adjusted visual acuity loss is also better than the national 
averages.   

National Paediatrics Diabetes 
Audit (NPDA) 

Parent and Patient Reported Experience Measure (PREM): 
The NPDA PREM report measures aspects of children and young people’s and their parents and carers’ experience of diabetes care. The data 
was collected between 1st February and 31st July 2019. The PREMS gave the Trust a chance to review the way its service users perceive its services. 
It allows for feedback to ensure that the service is continuing to develop to meet the needs of its service users. The feedback indicated positive 
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results in the way the diabetes team talk and communicate with children and carers.  From this feedback the Trust intends to review and improve 
clinic waiting areas and to recruit two new consultants to improve the rate patients can be seen.  
Annual Report: 
There has been no annual report published in 2020-2021. The Trust submits data towards this audit and is currently awaiting the publication of 
the next annual report due in May 2021. 

National Prostate Cancer Audit The National Prostate Cancer Audit (NPCA) was created in response for better information about the quality of care services provided to patients 
with prostate cancer in England and Wales. The Trust has performed very well in the audit and the results compare favourably with previous 
reports.  The Trust is not an outlier in any areas of this audit. The Trust has extremely low complication rates for surgery and the functional 
outcome data is good. The Trust intends to introduce new techniques to help reduce the number of patients who currently experience 
gastrointestinal toxicity after radiotherapy.  

Perioperative Quality 
Improvement Programme 
(PQIP’s) 

The Perioperative Quality Improvement Programme (PQIP) measures complications, mortality and patient reported outcome from major non-
cardiac surgery. There was no annual report published in the year 2020-2021. The next annual report is due to be published in September 
2021. 

Sentinel Stroke National Audit 
Programme (SSNAP) 

The Sentinel Stroke National Audit Programme (SSNAP) measures the quality and organisation of stroke care in the NHS and is the single 
source of stroke data in England, Wales and Northern Ireland. There are two parts to SSNAP, a clinical audit and an organisational audit. The 
Trust remains the largest admitting acute stroke unit within the Wessex region, and has seen a significant improvement with its overall SNNAP 
score rating achieving level A status, having previously achieved a level C. The Trust is implementing an enhanced specialist stroke nurse (SSN) 
service to provide specialist care 24/7, to facilitate an improvement in scanning, thrombolysis and admission to the acute stroke unit. The Trust 
is investing in further speech and language therapy services for the stroke service. 

Serious Hazards of Transfusion 
(SHOT): UK National 
Haemovigilance Scheme 

SHOT is the UKs haemovigilance reporting scheme. In the 2019 calendar year 4,248 reports were received by the SHOT online reporting system 
(Dendrite) via the Medicines and Healthcare products Regulatory Agency (MHRA) from hospitals across the country. The Trust reports all 
incidences in line with the SHOT guidelines. The SHOT annual report gave a significant number of recommendations. The Trust has reviewed all 
the recommendations and notes the ones it is compliant with and the areas where further improvements can be made. The Trust is considering 
the use of an electronic tracking system for blood products to ensure accurate patient identification. 

Society for Acute Medicine’s 
Benchmarking Audit (SAMBA) 

SAMBA provides a snapshot of the care provided for acutely unwell medical patients located on the Acute Medical Unit (AMU).  Data was 
collected on Thursday 27th June 2019. SAMBA looks at three national quality indicators. The Trust is below the national average for a significant 
number of areas. However, the SAMBA Audit was taken on a day when the Trust was experiencing extremely high demand for its services. The 
Trust recognises the areas that it needs to improve on and has formulated an action plan. Part of this action plan is ensuring that there is more 
consultant cover to see patients within the standard timeframe of between 08:00-20:00.  There is a planned move of the department to a 
different geographical location within the Trust.  This move has already been identified as a time to review and adapt process and procedures 
to better care for the totality of the workload. 

Surgical Site Infection 
Surveillance Service 

The surgical site infection surveillance service (SSISS) helps hospitals in England to record and follow up incidents of infection after surgery and 
reviews the results to change practice as necessary. There are mandatory and voluntary surgical surveillance. There are four categories of 
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orthopaedic surgery which are mandatory to report and 13 categories of surgical procedures that are voluntary to report. NHS Trusts in England 
are expected to submit data for at least one of the four orthopaedic categories for at least one continuous three-month period of that financial 
year. The Trust has participated in excess of the minimum surveillance required. The Trust uses the surgical site infection surveillance to 
continually improve its performance and to help benchmark its performance on previous results.   

The Trauma Audit & Research 
Network (TARN) 

The Trauma Audit and Research Network (TARN) is an audit programme that aims to measure and monitor processes of care and outcomes at 
a regional and national level, providing information on trauma patient outcomes. The Trust uses the TARN reports to improve its emergency 
services and treatment of patients who present as a trauma emergency to the hospital. The variation in the reports allows the Trust to 
highlight specific areas for improvement.  

UK Registry of Endocrine and 
Thyroid Surgery  

UK Registry of Endocrine and Thyroid Surgery provides data on the outcomes of thyroid surgery performed by the British Association of 
Endocrine and Thyroid Surgeons (BEATS) in the UK between 1st July 2014 and 30th June 2018. The Trust participates in this registry and no 
surgeons were identified as outliers.  

UK Renal Registry National 
Acute Kidney Injury 
Programme 

The UK Renal Registry National Acute Kidney Injury Programme describes the current picture related to acute kidney injury (AKI) in England. It 
aims to support service planning and improvements in people’s outcomes following an AKI episode. Data was collected between January 2018 
and December 2018, and all blood laboratories in the UK are required to submit any AKI alerts for blood results to the UK Renal Registry. The 
Trust is fully compliant with this mandate. The inaugural report provided an overview of national data relating to AKI but due to the limited 
nature of the data submitted and immense variation at a trust level, it is not yet possible to drill down to the finer detail at a local level which 
could identify outlying issues that require improvement and influence practice. The report acknowledges this and highlights that additional 
measures of hospital AKI rates and outcomes are under development in order to identify variation between hospitals in the future. 

 

NATIONAL CONFIDENTIAL INQUIRIES THAT PORTSMOUTH HOSPITALS UNIVERSITY NHS TRUST PARTICIPATED IN DURING 2020/2021 

Confidential Inquiry  Name of Report Outcome/Actions to improve quality of healthcare 

Maternal, Newborn 
and Infant Clinical 
Outcomes Programme 

Perinatal Mortality 
Surveillance Report 
 

The perinatal surveillance report focuses on the surveillance of perinatal deaths from 22 weeks gestational age (including 
late fetal losses, stillbirths and neonatal deaths of babies born between 1st January and 31st December 2018. The Trust 
compares favourably with other similar trusts for neonatal outcomes. The Trust has introduced a growth assessment 
protocol (GAP) midwife to antenatal clinics where women attending for their first trimester screening are reviewed in 
line with the GAP pathway. Additionally, a guideline has been developed for babies who are indicated as small for their 
gestational age, to ensure babies have further follow up and appropriate management. The Trust is also actively working 
towards improving care provided by implementing all five elements of the ‘saving babies lives’ care bundle. Stillbirths 
and neonatal deaths are reviewed using the perinatal mortality review tool to ensure services are targeted to meet the 
needs of the local population. 

Saving Lives, Improving 
Mother’s Care 

This confidential enquiry reviewed the deaths of 547 women who died nationally during and up to one year after 
pregnancy between 2016 and 2018, from epilepsy and stroke, general medicine and surgical disorders, anaesthetic 
causes, haemorrhage, amniotic fluid embolism, sepsis and pulmonary embolism. In order to improve the care that 
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Mother’s receive during pregnancy the Trust has implemented and continues to strengthen current protocols and 
services. Mother’s with epilepsy are to be included in the maternal medicine clinics and the Trust has an ongoing effort 
to manage antenatal anaemia and risk assess women who are at an increased risk of postpartum haemorrhage. The 
Trust highlights the need for better access to psychiatric support and to Mother and Baby Units for Mothers with mental 
health needs or if they become unwell after birth. The Trust has introduced perinatal mental health specialist midwives 
to work alongside its perinatal psychologists. The Trust also continues to strengthen its multi-disciplinary team working 
across sub-specialties outside of maternity services. 

Perinatal Confidential 
Enquiry: Stillbirths and 
Neonatal Deaths in Twin 
Pregnancies 

This confidential enquiry reviewed 50 twin pregnancies where one or both babies died in 2017. The main aim was to 
review the quality of care as it was recorded within the medical notes to determine whether different care may have had 
a difference in outcome. 34 recommendations were made in this report. The Trust is compliant with a significant number 
of the recommendations made.  The Trust has also recently introduced electronic maternity health records which will 
further improve compliance with these recommendations.  A new software update is required on existing software 
‘ViewPoint’ to enable calculation of fetal weight discordance.  

Perinatal Mortality Review 
Tool 

The perinatal mortality review tool (PMRT) aim is to support robust and standardised reviews to provide answers for 
bereaved parents about why their baby died. The Trust has carried out a self-assessment against the recommendations 
from the report and is already compliant with the majority of the recommendations and plans are in place to implement 
further improvements including strengthening ongoing work with the patient safety team and the implementation of 
regular reviews and action planning of the local PMRT summary reports.  

Medical and Surgical 
Clinical Outcome 
Review Programme 

 
Dysphagia in Parkinson’s 
Disease  
 

The aim of this confidential enquiry was to examine the pathway of care of patients with Parkinson’s disease 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. 
The Trust has participated in this audit and is currently awaiting the publication of results.  

Physical Health in Inpatients 
in Mental Health Hospitals 

The aim of this confidential enquiry was to identify and explore remediable factors in the physical healthcare of adult 
patients admitted to an inpatient mental health facility. The Trust has participated in this audit and is awaiting the 
publication which is due Summer 2021. 

In Hospital Management of 
Out-of-Hospital Cardiac 
Arrests  

The aim of this confidential enquiry was to highlight the quality of care provided to patients aged 16 and over who were 
admitted to hospital following an out-of-hospital cardiac arrest. The Trust is currently reviewing the recommendations to 
see how it performs and where there are areas that it can improve the care it provides. 

Epilepsy The aim of this confidential enquiry is to investigate variation and remediable factors in the processes of care of patients 
presenting to hospital following an epileptic seizure. The Trust intends to participate in this audit which is due to 
commence May 2021.  

Child Health Clinical 
Outcome Review 
Programme 

Transition from Child Health 
to Adult Services  

The Child Health Programme is one of four Clinical Outcome Review Programmes which are designed to help assess the 
quality of healthcare and stimulate improvement in safety and effectiveness by systematically enabling clinicians, 
managers and policy makers to learn from adverse events and other relevant data. There is currently one study under 
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development; Transition from Child to Adult Health Services. This study is currently at the planning stage and the Trust is 
currently awaiting the publication of more details and plans to participate in this study.  

National Confidential 
Inquiry into Suicide 
and Safety in Mental 
Health 

Suicide by Female Nurses: A 
Brief Report  

NHS England requested this brief report aimed to establish preliminary data about women who died by suicide while 
employed as nurses as they have been identified as having a risk of suicide which is 23% above the risk of women in 
other occupations. The data examined was obtained from the Office for National Statistics. Whilst the Trust did not 
directly submit data to this audit, it is important to the Trust that any key messages or lessons are taken on board to 
ensure that the Trust is able to provide and signpost staff to appropriate services and support.  The Trust continues to 
widely communicate support and services it can offer through regular Trust emails, the local intranet and written 
communications.  
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Examples of local audits and the actions Portsmouth Hospitals University 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 

COVID-19 Risk Assessment Score Audit 

(4939) 

The Trust developed its own COVID-19 risk assessment score. The Trust categorised patients as low, medium and high risk, and 
each risk category had its own management protocol developed. This aim of this audit was to find how the risk score was utilised 
and its relationship with the COVID-19 swabs and the management of older persons medicine patients thereafter. Areas of good 
practice that were highlighted included risk scores being completed in 75% of patients even when none of the typical presentations 
happened. The risk score also highlighted the percentage of patients who had come from a residential home and helped to 
decipher discharge destination, which helped with discharge planning in the future. The results confirmed the need to ensure that 
every patient received a COVID-19 swab. The COVID-19 risk score was good at identifying positive patients; however, it is noted to 
have some limitations for example in the presentation of COVID-19 in elderly patients. One third of elderly patients with COVID-19 
presented as a fall rather than the typically expected respiratory symptoms. Another limitation of the COVID-19 risk score was in 
identifying COVID-19 in intermediate and low risk patients. Two recommendations were made as a result of the audit including that 
COVID-19 swabbing is consistent and to investigate barriers for swabbing and also to ensure that every patient has a frailty score 
calculated and recorded in the notes during their patient stay.  

Improving staff confidence when using the 
Pro-turn® (5002) 

Pro-turn® is a specialist piece of equipment that is used to help rotate patients from lying on their backs to lying on their stomachs. 
The audit aimed to investigate the level of staff confidence using the Pro-turn® equipment within the operating theatres.  
The audit highlighted a gap where there were a group of staff who would commonly be expected to use a pro-turn® but had never 
used it before.  60% of participants felt that their understanding could be improved with educational tools.  After implementing the 
educational tools, 100% of respondents felt that the educational tools implemented were useful in learning how to use the pro-
turn®.  Additionally, staff reported increased confidence and felt safer using the pro-turn®.  To ensure ongoing access to the 
educational tools a poster will remain in the theatre area to advertise this to staff as well as the development of a QR code to link 
to a video on how to use the pro-turn®.  

Getting it right first-time 
parathyroidectomy audit (4938) 

The national recommendation for patients who receive parathyroid surgery is to stay one night post-operatively. The aim of this 
audit was to compare the length of stay post-operatively in the Trust against the national recommendation.  
The audit reviewed the patients that had parathyroid surgery between July 2018 - November 2020, that met the inclusion criteria. 
This audit identified areas of good practice including 72% of parathyroidectomy patients only stay for one-night post-operation. The 
patients that stay longer often have tertiary hyperparathyroidism as they are more complex renal patients, so a longer post-operative 
stay is not unexpected. The audit highlighted the need to ensure that the reason for extended post-operative stays are clearly 
documented within the patient’s notes. The audit has resulted in the development of a new parathyroid post-operative proforma 
which includes the ordering and checking of the post-operative blood tests.  This helps to indicate if the patient is ready to go home 
the day after surgery, or if not what the reason is. The new proforma will be included in the ENT introduction handbook for all new 
doctors working within the ENT service, which will help increase awareness of the proforma and increase discharge efficiency.  
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LOCAL CLINICAL AUDITS 

Audit Title Comments and actions to improve quality of healthcare 

Are all patients undergoing hip 
replacement surgery following traumatic 
neck of femur fractures having post-
operative check x-rays? (4925) 

The Getting it Right First Time Programme in association with the British Hip Society, British Orthopaedic Association and NHS 
Resolution suggest: “Within the initial course of post-operative care, it should be considered standard practice for an 
anterior/posterior and lateral x-ray to be performed.” An audit was performed to review how many patients underwent a hip 
replacement within a certain time frame, who had a post-operative x-ray completed. After the first round of the audit, the result 
indicated that there was room for improvement and as a result a number of interventions were put into place, including posters on 
the wards and within the junior doctor’s room and further junior doctor communication. On a re-audit there was an improvement in 
the number of patients who received a post-operative x-ray after a hip replacement, although it is noted that there is still further 
improvement to be made.  

Are we requesting too many chest x-rays 
in suspected COVID-19 patients - an audit 
of x-ray adequacy against BSTI guidance 
and use of standardised reporting (4741) 

The aim of this audit was to assess the appropriateness of chest x-rays requested in suspected COVID-19 patients against the British 
Society of Thoracic Imaging (BSTI) guidance within the emergency department. The audit identified that good practice was being 
used within the emergency department to identify patients and no areas of concern were identified. There is a plan to repeat this 
audit during the second peak of COVID-19 using the same guidance to monitor for changes in current practice.  
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Committee: QUALITY AND PERFORMANCE COMMITTEE 

Date of Meeting: 19TH JULY 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 28TH JULY 2021 

Chair: MARTIN ROLFE – NON-EXECUTIVE DIRECTOR 

Lead Officer: ELLIE LINDOP – DEPUTY DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

074.21 

  

Appendix A: Agenda 

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

 

Integrated Performance Report 

 
The Integrated Performance Report was considered by the Committee and noted in items 105.21 and 112.21.  

Site Update 

• As of 0830 34 Covid-19 positive patients on site; of this number, one patient in ITU 

• Continued high demand in ED noted (reflective of the national situation)  

• Current medically optimised for discharge patients’ (MOFD) number is 58; system meetings continue with 
partners to review how processes can continue to be developed to improve patient flow. Good position 
noted with bed availability at time of meeting 

• Challenges to safe staffing over the last week, main reason is the impact of the track and trace and the 
need for self-isolation as a result. It was highlighted that this also impacted on Maternity services who are 
already known to have staffing gaps until the new employees commence this Autumn. Anticipated that 
the new guidance re NHS staff will help to reduce this burden once Trust processes are confirmed 

 

 
Agenda 
item 

Items of note: 

105.21 Quality elements of integrated performance report 

The IPR was noted and the following was highlighted: 

• One Never Event reported relating to wrong site block, however wrong site surgery was 
avoided due to intervention by a junior colleague 

• VTE and dementia assessments compliance has improved significantly  

• Reduction in reported pressure ulcers and falls across the Trust 

• LD forum has been established  

• The Patient Experience group has resumed with a focus on compassion and communication 

• Improvements noted regarding complaints process and the Divisions are committed to 
ensuring complaints are dealt with as per the 25 days response guidance. It was also 
highlighted that up to 25% in delays to response relate to a mutually agreed meeting date 
which is outside of this deadline due to availability of both parties 

Page 165 of 253



 
 

 

Agenda 
item 

Items of note: 

• It was highlighted that the delivering excellence programme has pathway failure as key driver 
after an SLE was discussed detailing a process failure relating to management of an email inbox  

 

106.21 Maternity Services – quarterly update 

The Maternity service quarterly update was received, and the Committee reflected on the positive 
work and progress made within the Maternity service to date. The following was highlighted from the 
report and subsequent discussion: 

• The improvement programme has been developed by linking with the strategic objectives of 
the Maternity services, known quality and safety risks and national drivers 

• A daily MDT review continues regarding the prioritisation of induction of labour  

• Dilapram use was discontinued after eight weeks as it was noted that there was an increase in 
interventions required. The return to previous practice will continue to be reviewed and 
audited 

• HSIB update: Portsmouth are the pilot site for the quality matrix, and it was noted that the 
Trust was able to provide assurance regarding guidelines; training; Consultant lead and a full 
time Midwife for foetal monitoring 

• The scrub Midwife role will discontinue on the 1st September, mitigations in place currently to 
manage the demand 

• Badger Net implementation continues with the support of the project team; Southampton and 
the Isle of Wight will now be implementing this system 

• Workforce challenges noted whilst recruitment process concludes in the Autumn (it was also 
noted that the approach to recruitment and retention was very positive). Current mitigation to 
ensure patient safety is two hourly safety huddles which includes a review of acuity levels; 
incentives for bank staff; in discussion for student Midwives to have a bank Maternity assistant 
contract and the senior leadership team are also rostered on for shifts. It was highlighted that 
there will be 90 hours a week of Consultant cover for seven days a week and future models of 
care continue to be discussed 

• The Maternity services have made system partners aware that over the summer months due to 
the need to focus resources on keeping patients safe, they will be less available to support 
transformational work programmes 

• Two Chairs have been appointed for the MVP group (both previous patients) and there is an 
engagement event planned for the 20th July with plans to progress co-production and co-design 
of the future Maternity service strategy 
 

107.21 Safeguarding Annual Report 2020-2021  

The Safeguarding report was noted by the Committee and it was agreed to recommend this report to 
the Board.  The following was highlighted in discussion: 

• Achievements of the team noted in the last year within the constraints of the impact on 
workforce, training and complexity of patients highlighted 

• The negative impact on vulnerable adults and young people due to the pandemic was 
highlighted 

• A good referral rate has continued through the pandemic and is consistent with the national 
position 

• Work with system partners continues to ensure safeguarding procedures are implemented and 
concluded  
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Agenda 
item 

Items of note: 

108.21 Quality report – clinical effectiveness 

The Clinical Effectiveness report was received and noted. The following was highlighted in discussion: 

• The group had resumed for the first time since the pandemic when it was agreed to pause. A 
new approach has been developed and received agreement from the Divisional Directors and a 
new TOR was agreed (this will be shared at the next Quality and performance committee) 

• The future focus of these reports will be to highlight exceptions and plans for improvements as 
required 

• Regarding the Diabetic audit, it was highlighted that this audit reflected data from 2017 and 
2019 and many changes have already occurred since this timeframe 

 

109.21 Board Risk Register 

The paper was received, and it was agreed to recommend presentation to the Board. It was highlighted 
that: 

• One risk is currently graded as 20, this relates to patient safety and the POD lockers and whilst 
there have been some improvements more are required before assurance can be achieved that 
this is no longer a risk to the Trust  

• Two new risks have been added since the last report received; one relating to telephone issues 
and concerns relating to patient safety and the other relates to a negative impact on working 
capital if the Trust fails to control available resources 

• A review of the current Risk Management strategy is now in plan and will be presented on 
completion 
 

110.21 CQUIN update 

The briefing paper was received, and it was noted that CQUIN’s remain suspended at this time. 

 

111.21 Compliance with Care Quality Commission findings – internal audit 

The paper regarding a recent internal audit was received and the action plan was noted. 

 

112.21 Performance elements of the integrated performance report 

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

• It is of note that June 2021 has been busiest period for the Gosport urgent care treatment 
centre since it was opened 

• MOFD continues to be a challenge, improvement was noted last week, and system partner 
discussions continue to improve performance and the patient journey through healthcare 
systems 

• Current bed occupancy on site is 98.3% at its peak with a target of 92% 

• Negative impact of an increased demand in ED and patient flow highlighted with an increase in 
ambulance handover times and assurance given that this continues to be an area for 
improvement for the Trust (working closely with system partners) 

•  The 111 pilot continues with an aim to divert non acute care to the urgent care treatment 
centres (now in week 3) 
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Agenda 
item 

Items of note: 

• Positive position regarding cancer standards and achievement of 8/9 standards (further 
evidence has been provided and it is anticipated that this will improve to 9/9 achieved). It was 
highlighted that the Trust is the strongest performer across Wessex 

• Elective waiting lists have increased as expected, it was noted that the Trust are in good 
position when compared to other partners in the Southeast region, delivering 120% of 
inpatient elective demand 

• It was also of note that diagnostics performance is positive regarding turnaround and post 
diagnostic review 

 

113.21 28-day cancer standard – internal audit 

The report was presented, and it was noted that reasonable assurance was received on completion of 
this internal audit 

 

114.21 

 

Electronic prescription and medication administration – progress report 

A verbal update was provided which provided the following assurance: 

• The stock control system has now been upgraded which took longer than originally planned 

• Planning implementation is in progress with Medicine and Urgent care  

• A pilot for electronic prescribing will commence on the 9th October with one ward identified 

• IT integration is now on track; challenges noted regarding capacity and the demand on IT and it 
was noted that they will prioritise this project development over other projects to ensure 
completion 
 

115.21 Policy status update 

A verbal update was provided confirming that a review of current policy process and management is in 
progress. It was highlighted that: 

• There are 47 Trust policies with an expiry date of July (delays noted due to Covid-19 and focus 
on provision of clinical care), it was noted that an agreed action is in process to seek 
clarification from Committee Chairs as to whether the related policy can be formally extended 
for one to three months if it is not in plan to be ratified by the end of July 

• It was noted that a review of Trust policies is required and consideration as to whether they 
should be a policy, or an SOP is also in discussion 

• A proposal for a Policies group is being developed 

• It was noted that once the new Datix cloud system (DCIQ) has been implemented, future policy 
management will be using this platform and that in the interim solutions to improve 
performance will be implemented 

 

 
 

Agenda 
item 

Items for escalation to the Trust Board: 

 • Following workforce challenges raised, it was noted that a new risk is in development regarding 
patient safety and the current negative impact of track and trace and considerations of how to 
mitigate concerns regarding this 

• No additions to the BAF required following discussion of the agenda  
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Agenda 
item 

Recommendations: 

109.21 The Board is recommended to adopt the Board Risk Register attached to this feedback. 
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QUALITY AND PERFORMANCE COMMITTEE 
 

Monday 19th July 2021 
09:30 – 12.00  

Via Microsoft Teams 
 

A G E N D A 

 
Item No. Time Item Enclosure  

No. 
Presented 
By 

 
102.21 09.30 

 

Welcome, apologies and declaration of 
interests  
 

 
N 

 
Chair 

103.21 09.32 
 
Minutes of the last meeting – 21st June 2021 
 

1 Chair 

104.21 09.33 
 
Matters arising/summary of agreed actions 
 

2 Chair 

 
QUALITY 
 

105.21 09.35 
Quality elements of integrated performance 
report 

 
To follow 

 
MD/CN 

106.21 10.00 Maternity Services – quarterly update 3 CN 

107.21 10.10 Safeguarding Annual Report 2020 – 21  4 CN 

108.21 10.20 Quality report – clinical effectiveness 5 MD 

109.21 10.30 Board Risk Register 6 DDGR 

110.21 10.40 CQUIN update 7 CN 

111.21 10.50 
Compliance with Care Quality Commission 
findings – internal audit 

8 DDGR 

PERFORMANCE 

112.21 11.00 
Performance elements of integrated 
performance report 

 
To follow 

 
COO 

113.21 11.10 28-day cancer standard – internal audit 9 COO 

114.21 11.20 
Electronic prescription and medication 
administration – progress report 

N MD 
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POLICIES 

115.21 11.30 Policy status update N DDGR 

 
COMMITTEE FEEDBACK 
 

 
116.21 

 
11.40 

 
Review of Committee effectiveness 
 

 
10 

 
Chair 

 
117.21 

 
11.50 

Committees report to the Quality and 
Performance Committee: 

• Mental Health Co-ordinating Group 

• Emergency Preparedness Resilience and 
Response Committee 
 

 
11 

 
Chair  
 

 
118.21 

 
11.55 

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

 
N 

 
All 

 
119.21  

 
Any other business 
 

 
N 

 
Chair 

 
120.21  

 
Feedback to Trust Board 
 

 
N 

 
Chair/DGR 

 
Date of next meeting: Monday 23rd August 2021, 09:30, E Level Boardroom,  
Education Centre, Queen Alexandra Hospital 

 

 
Chair 
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Enc. 3a 3b 4 

Enc. 3a 3b 4   
Title of report SAFEGUARDING ANNUAL REPORT 2020 – 21 
Board / 
Committee 

QUALITY AND PERFORMANCE COMMITTEE – 19TH JULY 2021 

Executive lead Liz Rix – Chief Nurse 

Author Sarah Thompson – Head of Safeguarding 

Date report 
written 

1st July 2021 

Action required Approval / Discussion  

Executive 
summary 

The Safeguarding Annual Report is a statutory requirement and provides the 
Trust Board, Quality and Performance Committee, CCG (including the Designated 
Nurses for Safeguarding) and Safeguarding Boards with assurance and 
understanding of the Safeguarding Activity for 2020/21. 
 
There have been three landmark achievements this year for the Safeguarding 
Service: 

• The overall response to the pandemic (including adaptation of roles) 

• Proactive training response to themes arising from COVID-19 (e.g. 
domestic abuse, abusive head trauma in babies) 

• The authorship of a full-scale investigation of medical ward.    
 
The three most challenging outstanding aspects were:  

• Decreased resources due to the pandemic (e.g. reallocation of staff) 

• The interruption of planned workstreams leading to lower compliance 
(e.g. training and supervision) 

• Complexity of patients requiring a higher level of involvement from the 
Safeguarding Service (with particular reference to mental health and 
learning disabilities) 

 
Highlights from data analysis include: 
 
Children 
Referrals have increased by 24.3%, with those made under the bruising protocol 
rising by 12%. 40% of the total referrals related to unborn babies. Antenatal 
concerns involved domestic abuse (29.1%) and mental health of parents (14.5%) 
as the most common themes. There was an overall reduction in child deaths of 
59%, with none of this relating to COVID-19. No referrals to Prevent had been 
made.  
 
Adults  
Referrals had increased by 66%, with neglect (45%) and physical abuse (41%) as 
the main themes. Face-to-face training had been reduced by 70% given the social 
distancing protocols in place.   
 
Deprivation of Liberty Safeguards 
There has been a reduction of 88% in DoLS applications. 

Appendices 
attached 

There are no appendices attached to the report. 
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Recommendations The Committee is asked to recommend the Safeguarding Annual Report to Trust 
Board. 

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

Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 

✓ ✓    

CQC Domains (Please ✓) 

Safe 
 

Effective Caring Responsive Well-Led 

✓ ✓ ✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

BAF 6 – take up of mandatory training 
BAF 8 – demand for mental health services 
BAF 11 – awareness and knowledge required to deliver safeguarding 
BAF 29 – delivery of strategic objectives in context of COVID-19 and recovery 

Links to Board Risk 
Register 

Risk 1535 – care of patients with primary mental illness 
Risk 1971 – reputational and regulatory position for safeguarding level 3 training 
Risk 2125 – operational pressure compromising safeguarding responsibilities 
 

Compliance / 
Regulatory 
Implications 

NHS trusts are required to produce an annual report on safeguarding under the 
Children Act 2004 and the Care Act 2014, as well as the ‘Working Together to 
Safeguard Children’ guidance issued in July 2018. 

Quality Impact 
Assessment 

No impact on quality. 
 

Equality Impact 
Assessment 

No equality implications. 
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Safeguarding Annual Report 2020/21 
1. Introduction

1.1 Portsmouth Hospitals NHS Trust (PHUT) within its corporate duty of care to patients has a 
responsibility to safeguard those who are vulnerable, based on legislation for both Children 
and Adults. 

1.2 It is a statutory requirement to present an Annual Report to the Quality and Performance 
Committee and Trust Board which demonstrates how the Trust has met its safeguarding 
responsibilities in line with Working Together to Safeguard Children (H.M. Government 
2020) as well as confirming compliance with The Children Act 2004. 

1.3 In addition, The Care Act 2014 sets out statutory responsibility for the integration of care 
and support between Health and the Local Authority in the field of safeguarding adults. 

1.4   This year inevitably, the Covid 19 Pandemic has severely impacted throughout the NHS 
including Safeguarding notably, for the following reasons: 

 Children 

• The number of children presenting to health services declined.

• If they did attend, they were late presentations.

• This had consequences for Children and Young People (CYP) physical and MH.

• There was reduced routine presentations where traditionally CYP are seen such as
immunisations, Health Visitor screening, education etc.

• More children were coming into care of the Local Authority.

Adults (factors as above plus) 

• New scams to exploit vulnerable adults increased where they were ostensibly offering
help and advice on Covid 19 or financial assistance

• Care and support were less available so patients were at risk of abuse/neglect from
unpaid carers (national statistics show high incidence of abuse where the abuser is a
family member)

• People with MH problems, drug and alcohol dependencies were at a heightened risk of
anxiety whilst in receipt of reduced support.

• ‘Street homeless’ may have lost their income from begging and be facing increased
temptation to elicit drugs and alcohol.

• Domestic Abuse due to living with an abusive partner and less opportunity to escape.

• Poverty due to loss of income.

• Hospitals, Residential and Nursing Homes ceased visitor permission. Therefore,
personalised information was reduced and service providers received less scrutiny
from external sources
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1.5       Due to the above, as a Trust safeguarding service, we knew that this cohort of vulnerable  
            patients would be at much higher risk of harm because of the increased risk of stress in  
            families, their reduced access to normal support services and the significantly reduced  
            amount of professional and community oversight. By default position, the Trust became the  
            ‘eyes and ears’ for detection of abuse/neglect.  
 
1.6      In order to fulfil this function, the service had to adapt, and a business continuity plan was 
           created and shared with the CCG and Safeguarding Boards, as well as the Trust. In  
           summary, this outlined the areas of change required to fulfil the immediacy of direct work  
           with families that had become apparent. Consequently, some of the changes included: 
 
 

• Face to Face training was suspended.  

• Learning Disability Nurses provided personal care to support ward teams. 

• ED provided an enhanced domestic abuse training package, including the 
introduction of barcodes. 

• The DoLS guidance was adapted to ensure patients were accommodated in best 
interests and DoLS applied only if one of the risk trigger factors were met. 

• 2 Safeguarding Specialists were deployed to ITU.  

• The Safety Hub was created with input from the Head of Safeguarding and MH 
Matron. 

• A Safeguarding Specialist was deployed 2 days a week to Ward D7/A6 for 2 months 
to support safeguarding work. 

• The Investigations for Section 42 were undertaken by the Safeguarding Service to 
‘relieve’ the frontline teams.   

• Weekly network meetings with other health, social care and Police colleagues were 
held to highlight hotspots/themes. 

• Continued to develop the psychiatric liaison offer including youth work provision from 

No Limits¹. 

• Ensured the Portsmouth MASH continued to operate effectively whilst professionals 
were social distancing. 

• Agreement at the PSCP to set up multi-agency Safeguarding Improvement Hub of 
which the Trust is a member. 

• Regular liaison between Midwifery and Health Visiting and FNP (Family Nurse 
Partnership) on vulnerable families. 

                 

    
1.7 The external strategic drivers such as CQC, policy and legal changes, government 

leadership and the priorities of the aligned Safeguarding Boards will always shape the 
direction of travel and will provide focus for the coming year. The most notable are 
highlighted below.  

 
 

• The Covid 19 Pandemic restoration programme for safeguarding 

• Dealing with Domestic Abuse – NHSE National Priority 

• Preventing Serious Violence – NHSE National Priority  

• Tackling Child Sexual Abuse – NHSE National Priority    

• The Liberty Protection Safeguards (LPS) 
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• Mandatory Training for Learning Disability   

• The Domestic Abuse Bill  
 

1.8         As well as the external drivers there have been some significant internal changes that  
              have had an impact on the Service. 
 
              These include: 
                

• The resignation of the Deputy Head of Safeguarding  

• The high-profile investigations authored by the Head of Safeguarding 

• The deployment of staff to clinical areas leading to reduced capacity in the team 

• The recruitment of Named Nurse and Named Midwife        
 
1.9       The most challenging area for the coming year will be the restoration work involved 

following the Covid 19 Pandemic including reprioritisation of workstreams aligned to LPS 
and LD Mandatory Training. 

 
1.10 This report depicts the work and progress in safeguarding in the Trust during 2020/21. 

 

2. Multi-Agency Working 
 
2.1 The Trust is aligned to 4 Adult and Child Safeguarding Boards within the operational area 

– (Hampshire and Portsmouth Adult and Child Boards) and works closely with 
Southampton and Isle of Wight Boards.  The Trust maintains relationships with all these 
organisations in the interests of their responsibility to safeguarding. The Head of 
Safeguarding represents the Trust at all safeguarding boards and delegates responsibility 
for attendance at subgroups of the boards to the respective safeguarding leads or 
specialist safeguarding practitioners. 

 

2.2 A representative from the Trust’s Safeguarding Service attends the following strategic 
multi agency safeguarding meetings:  

 

• Hampshire Safeguarding Adult and Children Boards (HSAB / HSCP) 
 

• Portsmouth Safeguarding Adult and Children Boards (PSAB / PSCP) 
 

• Hampshire and Portsmouth Safeguarding Adult Review (SAR) & Serious Case Review 
(SCR) Sub Groups 

 

• Hampshire and Portsmouth Health Sub Groups 
 

• Portsmouth Child Death Overview Panel (CDOP) – final meeting November 2019 
 

• Portsmouth Prevent Delivery Board 
 

• Hampshire Police Joint Agency Response (JAR) [to unexpected child deaths] Meeting  
 

• 4LSAB (Hampshire, Portsmouth, Isle of Wight and Southampton) Safeguarding Adults 
Management of Allegations (SAMA) Network. 
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• Safer Portsmouth Partnership Domestic Abuse Review Commissioning Group 
 

• NHS E&I South East – HIOW Safeguarding Forum 
 
 

2.3 Multi agency safeguarding children meetings that relate to specific patients are routinely 
attended by the frontline practitioner(s) working with the patient and/or their parent/carer. 
The number of such meetings for 2020/21 was 576, with 66.5% being attended by 
Maternity Services.  There is no formal mechanism to collect this data in Paediatrics. 

 

2.4        On occasion, the Safeguarding Service will support frontline practitioners to manage highly 
complex and/or challenging cases by accompanying them to specific case related single 
and multi-agency safeguarding meetings as part of the specialist support function.  

 

 

3. Safeguarding Governance/Accountability Arrangements 
 
3.1 The Chief Nurse is the accountable Executive Director for safeguarding of vulnerable 

groups including children and adults at risk. This enables the Trust to fulfil its functions in 
partnership with others and secure effective operation of LSCB/SAB functions and 
ensuring that the organisation is effectively engaged. 

 
3.2 In addition, the Head of Safeguarding provides a safeguarding report as part of the 

Integrated Performance Report (IPR) to the Quality and Performance Committee, the 
Safeguarding Committee and the Trust Board, in order to provide safeguarding activity 
information to these groups, detailing progress against Serious Case Review (SCR) action 
plans, legislation and Trust safeguarding activity.  

 
3.3 The Quality and Performance Committee, Trust Board and the Safeguarding Committee is 

just one vehicle to assess performance of the Safeguarding Service. 
 
3.4 Due to the nature of the safeguarding ‘business’ there are many other medians used to 

assess performance including outside monitoring bodies such as the Care Quality 
Commission, the Clinical Commissioning Groups and scrutiny and challenge by the 
Safeguarding Boards. 

 

3.5       All Local Safeguarding Children Boards and Safeguarding Adult Boards (LSCBs and 
SABs) require a yearly ‘Section 11’ audit or equivalent. This is an annual audit which  
assures the Safeguarding Boards as to whether an organisation has met its duty to  
safeguard. The Trust were written to on 09 March 2021 and it was reported that ‘this is a 
thorough, well evidenced and reflective return.  You appear to be putting in place 
appropriate actions in response to areas that you have identified as not yet fully met.’ The 
outstanding actions formed part of the work plan for the coming year.    

 

3.6 The Safeguarding Service has undertaken a limited number of additional audits due to the 
pandemic. 

 
3.7 An audit of compliance of staff completing the new safeguarding admission pack 

introduced in the paediatric unit was completed on 14 December 2020.  There were 5 
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recommendations of which 3 have been completed and the remaining 2 will be included in 
the workplan for next year.  

 
3.8 During quarter 4 the Head of Safeguarding undertook an investigation following allegations 

made in relation to a medical ward.  This resulted in 30 recommendations and 7 related 
directly to the safeguarding service.  These recommendations will form the workplan for 
next year. 

 
3.9 The NHSE/I National Learning Disability audit was completed with the recommendations 

forming part of the workplan for next year.  The audit plan for next year: 
 

• Was Not Brought (WNB)/DNA in paediatric settings – remains outstanding from 
2020-21 

• Child protection paperwork in paediatric settings – reaudit from 2020 

• ED mandatory screening – review of IARFs (childrens safeguarding referrals)  

• CP Medicals – awaiting guidance from HIPS 

• ICON – abusive head trauma 

• Quality of IARFs 
 

4. Training 
 
4.1 The provision of Safeguarding Children Training is a statutory requirement of all Acute 

Health Care Providers. Frontline staff must be equipped with the skills and knowledge to 
recognise signs of abuse and maltreatment and respond appropriately 

 
4.2 All staff working within Portsmouth Hospital University Trust have a duty to safeguarding 

and promote the welfare of children, young people and adults within the Trust. 
 
4.3 Safeguarding Training is delivered across a variety of platforms for members of staff 

including:  
 

4.3.1 Safeguarding Children Level 1 incorporated within Trust induction – e-learning.  
 
4.3.2 Safeguarding Children Level 2 e-learning accessed via NHS E-learning for Health.  
 
4.3.3 Safeguarding Children Level 3 e-learning accessed via NHS E-learning for Health  
 
4.3.4 Safeguarding Children Level 3 provided face to face by the Corporate Safeguarding 
Service 
 
4.3.5 Safeguarding Children Level 3 provided face to face by in-house Safeguarding 
Operational Leads in clinical areas 
 
4.3.6 Safeguarding Children Level 3 provided virtually by partner agencies.  
 
4.3.7 Safeguarding Adult Level 1 accessed via e-Learning. 
4.3.8 Safeguarding Adult Level 2 accessed via e-Learning and face-to-face. 
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Competency  Apr-20 

May-

20 Jun-20 Jul-20 

Aug-

20 

Sep-

20 

Oct-

20 

Nov-

20 

Dec-

20 Jan-21 

Feb-

21 

Mar-

21 

MCA & DoLs 

L1 97% 96% 96% 96% 95% 95% 95% 95% 94% 94% 94% 94% 

MCA & DoLs 

L2 86% 86% 86% 87% 86% 78% 73% 69% 67% 65% 69% 70% 

Fig 1. MCA Compliance 
 
4.4        The table below demonstrates the training compliance for year end covering all aspects of 

safeguarding training.  
 

 Fig 2. Childrens Compliance 
 

Competency 

Apr-

20 

May-

20 

Jun-

20 

Jul- 

20 

Aug-

20 

Sep-

20 

Oct-

20 

Nov-

20 

Dec-

20 

Jan-

21 

Feb-

21 

Mar-

21 

SGL1 99.7% 99.7% 99.6% 99.6% 99.6% 99.6% 99.6% 99.6% 99.6% 99.6% 99.6% 99.6% 

SGL2 99.3% 99.3% 99.2% 99.2% 99.3% 99.2% 99.2% 99.1% 99.0% 98.9% 98.7% 98.7% 

SGL3 83.3% 78.2% 73.2% 76.9% 79.6% 75.7% 74.0% 79.1% 81.4% 81.8% 81.1% 82.7% 

 
  Fig 3. Adults Compliance 
 
4.5       There are particular areas to highlight:  

 

• The capacity of clinicians to access online alternatives to face to face was 
significantly reduced due to increased acuity throughout the Trust, redeployment of 
clinical staff and the phased implementation of upgrades to IT systems. 

• Reduced compliance throughout the year has been mitigated in a number of ways by 
the Safeguarding Service and the Trust Board.  

• A redesign of the Safeguarding Children Level offer has been commenced with a 
view to improving accessibility, compliance with statutory requirements and 
outcomes in response to the challenges identified this year. 

 

4.6     The impact from training can be hard to evidence, such as a change in practice, but to 
help show the impact of learning see the case examples included in section 16.   

 

4.7 In addition to the generic safeguarding training programme, the whole team have also 
delivered a wide range of bespoke training to different services and teams across the Trust 

Competency  

Apr-

20 

May-

20 

Jun-

20 

Jul- 

20 

Aug-

20 

Sep-

20 

Oct-

20 

Nov-

20 

Dec-

20 

Jan-

21 

Feb-

21 

Mar-

21 

SGAL 1 98% 97% 96% 96% 95% 96% 95% 95% 95% 95% 95% 95% 

SGAL 2 91% 90% 90% 90% 89% 90% 89% 89% 89% 90% 90% 90% 
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and on a range of specific topics.  
 

Fig.4 
  

Services / Teams Specific Topics 

• Maternity 

• Paediatrics 

• Neonatal Unit 

• Maxillofacial Team 

• Obs and Gynae 

• Dermatology 

• Fracture Clinic 

• ED 
 

 

• Domestic Violence & Abuse 

• ACEs (Adverse Childhood 
Experiences) 

• Birthmark or Bruise? (available online) 

• LADO/Allegations Management 

• Complex Maternity/ Paediatric Case 
(MT) Learning Event 

• Safeguarding Operational Lead has 
delivered bi-monthly integrated 
safeguarding adult and child study 
days for staff covering a variety of 
safeguarding topics. 

 
4.8  The above and below tables demonstrate the extent of training delivered by the team 

which is an average of 9.75-hours a month dedicated to training of front-line staff from the 
Safeguarding Service.  This is a reduction of approximately 70% face-to-face training from 
last year. 

 
Fig.5 
 

Title of course  Number of courses run Total Hours  

Generic Safeguarding 
Children Level 3 - 
Foundation 
Refresher  

 
 
6   @ 4 hours 
12 @ 2 hours 

 
 
 
48 hours 

Bespoke Safeguarding 
Children Level 3 to the 
following areas: 
Maternity 
NICU 
Paediatrics 
Max Fax 
Dermatology 
Obs and Gynae 
Fracture Clinic  

 
7 

 
15.5 hours 

MCA/DoLS SIMS 
sessions 

4 @ 2 hours each 8 hours 

MCA/DoLS Face to Face  
 

23 face to face sessions 
@ 2hrs each 

46 hours 

Total 52 sessions 117.5 hours minimum*  
* this does not include adhoc 
or supervision sessions 

 

5. Supervision 
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5.1 Safeguarding Supervision is the most influential and effective of all the tasks undertaken 

by Safeguarding Specialists and Named Professionals.  
 
5.2 Safeguarding Supervision is a formal process of professional support and learning which 

enables individual practitioners to develop knowledge and competence and assume 
responsibility for their own practice. Through reflection and sensitive challenge, 
practitioners are supported to reflect on their safeguarding work with the ultimate aim of 
reducing risk and promoting the welfare of the children and adults who are, or who may 
be, at risk of abuse and/or neglect.  

5.3 Safeguarding Supervision provides a safe space for practitioners to explore how they 
manage the emotional impact of their safeguarding work on them as individuals. It is a 
supportive mechanism in which anxieties are explored, resilience increased, and 
practitioners are enabled to continue to engage positively with the demands of their role.   

 
5.4 During 2020/21, the Safeguarding Service has maintained the focus for embedding 

Safeguarding Supervision into practice with practitioners who hold a caseload of children 
in Maternity, Neonatal and Paediatric Services. Neonatal Senior Sisters accessed 
safeguarding supervision at least once a quarter with the Head of Safeguarding. This 
included ensuring that the protected time needed to enable supervisors and supervisees to 
fully engage was available. The Named Midwife for Safeguarding Children has 
accomplished a great deal within the Maternity Department and supervision sessions are 
now embedded, although protected time to attend remains a challenge.  See table below: 
 
Fig 6. 
 

 Q1 Q2 Q3 Q4 

% Supervision completed  100% 100% 90% 65% 

 
5.5 The drop in Q4 relates primarily to the Fareham and Gosport area and mitigating actions 

have been taken to address this with the ongoing support of the Safeguarding Service. 
Where the need for individual supervision is identified this has been fed back to the 
supervisors for the area.  

 
5.6 The Safeguarding Service has facilitated quarterly group safeguarding supervision 

sessions throughout 2020/21 for the Neonatal Service and Paediatric Specialist Nurses. 
 
5.7 All Named Professionals and the Head of Safeguarding receive safeguarding supervision 

externally to the Trust as part of, and a requirement of, their role. There is budget allocated 
to this requirement. 

 
5.8 The themes from supervision this year mostly mirror those seen in the previous year 19/20 

and include: mental health, allegation management, restraint practices, the 
escalation process and breaking bad news; namely when a referral is necessary or 
a non-mobile baby is referred to the bruising protocol.  

 

6. Safeguarding Referrals/Alerts 
 
6.1 Safeguarding Adults Referrals 
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6.1.1 The total number of referrals to the Trust Adult Safeguarding Team has risen by 66% over 

the last year. Much of the increase is due to Safety Learning Events (SLEs) being sent 

through for safeguarding review despite not being flagged as safeguarding by either 

reporter or reviewer. Examples of this include no or low harm falls, chemical and physical 

restraint, general mental health events, no harm staffing related reports and general 

queries.   

 

Fig. 7 

 

6.1.2 A referral does not necessarily mean there has been abuse, omission of care or neglect 

but is a concern that there may have been. Closer scrutiny may find that the issue does 

not meet Care Act thresholds for safeguarding duties and other means of support can 

manage the situation, for example normal discharge planning or signposting to other 

services.  

Adult safeguarding duties apply to an adult who: 

➢ Has needs for care and support (whether or not the local authority is 

meeting any of these needs)  

and 

➢ Is experiencing, or at risk of abuse or neglect;  

and 

➢ As a result of those care and support needs is unable to protect themselves 

from either the risk of, or the experience of, abuse or neglect. 

6.1.3 All referrals to Adult Safeguarding are reviewed by a Specialist against the Care Act 

guidance to establish if safeguarding duties apply. Following internal triage 56% (n.1244) 

of referrals were determined not to meet the safeguarding threshold.  This is a small 

increase compared to 54% last year.  
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6.1.4 97% (1211) of referrals which did not meet the threshold were raised by Trust staff and in 

part demonstrates the increase in workload discussed above, much of which is not core 

safeguarding activity.  

 6.1.5 Source of referral 

Referrals may be raised by Trust staff or received from another source, most commonly 

the Local Authority (LA), Care Quality Commission (CQC) or Clinical Care Commissioning 

Groups (CCG). Other sources include external care providers, and on occasion the patient 

or family. The Trust continues to have a high reporting culture: 

Fig.8 

 

6.1.6 Referrals received into the Trust from external sources have fallen by 16% compared to 

2019/20. The significant increase in internal referral to the Trust Safeguarding Service is 

currently under review as many referrals are not safeguarding specific. This is discussed 

further below.  

 Fig.9 
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6.1.7 Focus of concern 

A safeguarding concern may be about Trust provided care (internal), externally provided 

care or in some cases may include elements of both internal and external care. Despite 

the overall increase in referrals to the service, the percentage of cases relating to internal 

care concerns remains relatively static at around 55%.  

 

 

Fig. 10 

 

6.1.8 The Trust works closely with LA safeguarding teams and where the focus of concern 

relates to external care delivery referrals are forwarded directly to the relevant authority for 

taking forward.   

6.1.9 For allegations about Trust provided care our host authority is Portsmouth City Council 

(PCC) and they take the lead in coordinating safeguarding activity, acting as decision 

maker when considering if a referral warrants an enquiry under Section 42 of the Care Act.  

 

6.1.10  Themes 

50 safeguarding referrals were sent to the LA by the Trust relating to allegations about 

Trust delivered care. Of these, 2 referrals were triaged by PCC not to meet the 

safeguarding threshold, which demonstrates the effectiveness of internal triage by the 

team. 

6.1.11 Only 5% (n.62) of the 1215 alerts relating to Trust provided care progressed to a full 

Section 42 enquiry.  
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Fig. 11 

 

6.1.12 The top 3 categories of alleged abuse (pre-internal triage) are: 

- Neglect / Omission of care - 552 (45%) 

- Physical Abuse – 508 (41%) 

- Mental Health – 55 (4%) 

6.1.13 Concerns about possible neglect or omissions of care remain the highest category. As this 

covers a wide variety of different aspects of care, where applicable further analysis has 

been undertaken and can be seen below (Fig.11).   

6.1.14 83% (n.422) of alleged physical abuse relates to the use of chemical or physical restraint. 

These incidents follow an internal restraint review process during which safeguarding will 

be raised if concerns about proportionality and/or appropriateness of restraint are found.  3 

cases were referred to PCC of which 1 has progressed to S42.  

6.1.15 For the first time the number of mental health concerns reported to Safeguarding has 

entered the top 3 categories of concern, replacing ‘organisational’ in 2019/20. This rise can 

be attributed to the Trust’s Mental Health Matron sitting within the wider Safeguarding 

Team and SLEs being received into the adult inbox for review by specialists. Only 2 

incidents related to a primary mental health concern and were reported externally, neither 

of which were managed via safeguarding processes. It is recommended that an alternative 

recording system for mental health incidents, which do not meet the safeguarding 

threshold, are developed.  

6.1.16 Allegations of organisational abuse have decreased from 1.8% of the internal care 

concerns last year to 0.08%. 

 

 

 

 

Page 186 of 253



 

 

 

Fig. 12 

 

6.1.17 Falls remain the highest category though it should be noted that only 6 have been 

managed through safeguarding to date, with a further 9 under review.    

6.1.18 Discharge concerns remain similar in number to last year (n.45 in 20/21).  In February 

2021, the Head of Safeguarding alongside the Deputy Chief Nurse and Head of Clinical 

Safety and Learning highlighted patient discharge as an area of focus for quality 

improvement. This has led to the formation of a Discharge Project Team. An Adult 

Safeguarding Practitioner is part of this team.  Work is ongoing with a focus on the 

discharge of patients with care and support needs 

6.1.19 There has been a marked reduction in MCA and DoLS concerns flagged to safeguarding, 

with only 8 cases logged compared to 64 previously.  In part this can be attributed to the 

reduced number of DoLS applications in line with Covid 19 pandemic guidance. The team 

also offer phone support to clinicians as required so this may also contribute to improved 

practice.  

6.1.20 Current DoLS status 20/21 

As of 30 April – 52 cases remain open from 20/21. Fig 13 

Trust action required 25 

Awaiting PCC triage 2 

Open Section 42 (in 

progress) 

20 

Open Section 42 (PCC 

closure awaited) 

5 
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6.1.21 The Care Act (2014) Section 42 Enquiry  

A Section 42 (S42) Enquiry may follow a safeguarding concern when the concern reaches 

the threshold for a full investigation as defined within The Care Act 2014.  As the monitor 

authority, Portsmouth City Council (PCC) Multi Agency Safeguarding Hub (MASH) Team 

will determine when the threshold for a Section 42 enquiry has been met and will supply 

the Terms of Reference for the investigation.  

6.1.22 Based upon the nature of the concern and where the incident occurred PCC MASH may 

act as the Lead Investigator or they can delegate the Section 42 enquiry/investigation to 

the Trust for completion.  

6.1.23 On such occasions that PCC MASH Team act as the Lead Investigator the Trust Adult 

Safeguarding Team provide a nominated point of contact in order that staff working for 

PCC MASH can access medical/patient notes for review and for effective co-ordination of 

any potential staff meetings and interviews.  

6.1.24 For all Section 42 enquiries that are delegated to the Trust to complete the Adult 

Safeguarding Team assist the relevant Care Group in the facilitation and completion of the 

full Section 42 report.  

6.1.25 Each and every enquiry is taken extremely seriously, an investigation is undertaken, and 

any identified learning assembled and disseminated. 

 

6.1.26 During the height of the Covid 19 Pandemic the Trust Adult Safeguarding Specialists 

assisted the Care Groups by undertaking full responsibility for the completion of all Section 

42 enquiries/reports during this time.  

6.1.27 Further temporary operational changes were adopted by the Adult Safeguarding Team 

with regards to potential Section 42 Enquiries raised by PCC MASH to the Trust during the 

Covid 19 Pandemic; this included the provision of mitigating factors accepted by PCC 

MASH at the point of triage, thereby preventing the need for a full Section 42 investigation.  

6.1.28 All requests received from PCC MASH for Section 42 enquiries are recorded by the Trust. 

The table below indicates how many requests were received and how many of these 

requests then progressed to full investigation.  

 Fig. 14 

Enquiries under Section 42 (S42) Care Act 2014 

Total number of Enquires made under S42  81 

Following initial provision of 

information/mitigation to Local Authority no 

further action required under S42. 

15 

Number requiring full investigation under 

S42 

66 
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6.1.29 On-going work is required by the Trust to ensure that all S42 enquiries are completed 

using the prescribed Section 42 report template as provided by PCC. This will ensure that 

all enquires/reports not only meet the required statutory objectives, but also ensures the 

ethos of the Care Act 2014 in that Making Safeguarding Personal is upheld. 

 

6.1.30 Equally, developing a wider understanding within the Trust in terms of identifying learning 

from Section 42 enquiries, even where such an enquiry is not necessarily substantiated 

but it is recognised that there are learning outcomes, remains a key objective for the Adult 

Safeguarding team. 

 

6.1.31 Turning to the actual figures for 2020/2021 there were 66 requests for full Section 42 

enquiries. This is a 32% increase in comparison to the previous year (2019/2020) when 50 

Section 42 enquires were requested.    

 

 

6.1.32 The main themes of concerns which triggered a Section 42 enquiry fell into the 

neglect/omission category with 49 recorded cases and included: 

 

• Tissue Damage (14 cases) 

• Discharge (11 cases) 

• General Care (7 cases) 

• Falls (5 cases) 

• Abscondment (4 cases) 

• Self-Harm (3 cases) 

• Medication (2 cases) 

• Physical (1 case) 
 

6.1.33 In addition, there were 11 Section 42 enquiries raised within the physical abuse category, 

including 4 concerns regarding restraint.  

 

6.1.34 Of note, there were 2 Section 42 enquiries raised and completed under the category of 

discrimination. These were both specifically in relation to patients requiring British sign 

language interpreters. The learning achieved, as a result of these enquiries, has been 

shared through specific Deaf Awareness training organised by the Trust Adult 

Safeguarding Team.  

 

6.1.35 The following table sets out by Care Group the number of statutory Section 42 enquiries 

the Trust have been instructed by the Local Authority to undertake. Once completed the 

Trust is required to submit their report to the PCC MASH, who retain overall accountability, 

to enable them to decide if they agree with the risks and learning identified by the Trust 

and/or if any further action is required.  Feedback is provided to the Care Group by the 

Adult Safeguarding Team. 
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Fig 15 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
6.2  Safeguarding Children concerns  
 
6.2.1  The process for safeguarding referrals and contacts to the Safeguarding Service for 

Children has remained relatively consistent throughout the year, with some minor, 
transient amendments made to the Safeguarding Adult referral process in response to 
challenges for frontline staff. 
  

6.2.2  The analysis of referrals into the Safeguarding Service and externally to the Local 
Authority provides insights into the local area demographics and complexities faced by 
families and services in the area. 
  

6.2.3 The Safeguarding referral data collection process which was introduced in 2017 / 2018 
continues to develop and provides increasingly rich and valuable data year on year with 
changes planned for the upcoming year to improve the ability of the data to inform future 
practice.  
 

6.2.4 Raw data on referrals into the safeguarding service show a clear increase (24.3%) in 
2020/2021 from 2019/2020 with 10 out of 12 months reflecting this pattern.  

 

2020/2021 Section 42 enquires requested by Care Group 

Urgent Care & Medicine   

Medicine 27 

OPM 11 

AMU 8 

ED 7 

Network Services  

Women and Children 0 

Renal 2 

Maternity 0 

Surgery & OPD  

Surgery 1 

MSK 10 

OPD 0 

Total 66 
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Fig 16  
 

 
 
 

6.2.5  Data indicates that referrals under the Bruising Protocol – suspicion of bruising in non-
independently mobile infants, have increased by 12% from the year before with 56% of 
those referred being male. This reflects the national data on non-mobile infant bruising.  
 

6.2.6 National predictions on referrals indicated that the impact of lockdown on children and 
young people could be significant, both for individuals and societally. The increased 
exposure and reduced protection from poverty, domestic abuse and neglect alongside the 
emotional and social impact of isolation were expected to provide a perfect storm for an 
exponential rise in safeguarding cases.  
 

6.2.7  These predictions were founded and reflected across the local safeguarding arena. 
Alongside the increase in workload within the Trust Safeguarding Service it is worthy of 
note that the Multi Agency Safeguarding Hubs (MASH) locally each reported their busiest 
days, weeks and months in their existence, with funding secured for extra nursing and 
administrative staff, following 105% increase in Strategy Meetings in Hampshire MASH.  
Figure 16 shows their increased workload compared with previous years. 

 
  
 
 

0

50

100

150

200

250

54

80
68

91 95
84

125 119

102
88 91 95

104

138

118

172 177

151

125

148
139

175

199

167168

201
214 216

203

187
202 203

161
148

179
172

Child Referrals - Comparison Data

18/19 19/20 20/21

Page 191 of 253



 

 

 

 
Fig 17 

 

       
 

6.2.8  These reported increases are further reflected in review of the originator of referrals in to 
the Trust Safeguarding service, with just under 25% of contacts into the service being 
made by external providers including Police, Hampshire and Portsmouth Social care and 
Other Hospitals. 

 
 Fig 18 

 
 
 

6.2.9 This data, alongside national trends indicates that the impact of Covid 19 on our 
vulnerable cohorts of children and young people has been significant and despite the clear 
recovery from the peak of referrals and contacts, the baseline rate of workload has settled 
at a rate significantly higher than that of previous years.  
 

1824
2062 1985 2006 1992

2675 2559 2590

3234
3007 3007

3451
3227

2902

2349
2641

2960

1929

3190

3898
3702

4161 4161

3219
3496

4622

0

500

1000

1500

2000

2500

3000

3500

4000

4500

5000

Comparison of Total Searches 

2019 2020 2021

36

1798

13

18

125

156

73 35

Source of Referrals

Other hospital PHU Health Visiting MARAC

MASH PPN/Police Social Care Other

Page 192 of 253



 

 

 

6.2.10 Cohorting the children and young people whom these referrals relate to identifies some 
trends worthy of comment.  
 

• 40% of referrals (the largest cohort) relate to unborn babies.  

• Of born babies, children and young people, there are 65% more referrals relating to 

females as male. See Fig 18 

• Referral rates relating to children who identify as transgender remain static at 12 per 

year.  

6.2.11 National learning from case reviews alongside knowledge of Trust cases has identified the 
need to ensure inclusivity in systems and processes to include our transgender cohort of 
patients. Action is being undertaken to meet this need (see Fig 18 and 19) 

 
 Fig 19 

 

 

 
 

Fig 20 
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6.2.12 In the antenatal period, primary concerns related most frequently to domestic abuse 
(29.1%), followed by parental mental ill health (14.5%).  
 

6.2.13 In our Child and Young Person cohort, the most frequently identified cause for referral was 
children’s mental health / behavioural difficulties (27.93%).  Domestic abuse relates to 
9.8% of referrals and physical abuse accounting for 11.41% of referrals.  

 
6.2.14  Reviewing the data has shown clearly that the safeguarding themes identified across the 

Trust vary by area and specialty – with ED making a significant number of MARAC 
referrals not reflected in other areas of the Trust.  Sharing this learning and good practice 
will be a significant focus of the safeguarding service in the coming year.  

 
6.2.15 Geographically, 55% of contacts to the Trust Safeguarding Service relate to Hampshire 

families, with 44% relating to Portsmouth (PO1-PO6) families. 

 

 

7. Learning Disability 
 
7.1 The Acute Learning Disability Hospital Liaison Team are jointly commissioned by Solent 

NHS Trust and Southern Health NHS Trust. The service is hosted by Solent NHS Trust 
offering provision within Queen Alexandra Hospital for patients with a learning disability.  

 
7.2 The team is comprised of two Learning Disability Nurse who work across all departments 

and services for adults age 18 and over. The service is available Monday to Friday from 
08.30 am to 4.30pm, (exc. Bank holidays).  Although cover is usually 5 days a week, there 
may not be provision during all leave of absence due to limited resourcing and cover.  

 
7.3 The role of the Acute Learning Disability Liaison Nurse is diverse and will be dependent on 

the individual’s needs. Intervention can include 
  

• Provide information, support, advice and preparation for the person with learning 
disabilities, staff and carers during an emergency or elective admission, and during 
outpatient appointments.  

• Support a timely and safe discharge  
• Liaising with all members of the hospital team and wider multi-disciplinary team, including 

family carers, service providers, care managers and other community-based 
professionals 

• Advise on information to send into hospital with the person to promote a good experience, 
e.g. Hospital Passport 

• Support effective communication between the person with learning disabilities and 
hospital staff 

• Support hospital staff to present information in ways that the individual is better able to 
understand and maximise capacity to consent to care and treatment  

• Highlight capacity and consent issues and support hospital staff to work within the 
statutory framework of The Mental Capacity Act (2005) and Deprivation of Liberty 
Safeguards (2008) 

• Enable processes and assessment such as facilitating best interest decision making and 
completing mental capacity assessments  
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• To offer guidance on additional health or social care needs the individual may have as a 
direct result of their learning disability 

• To offer support and guidance to hospital staff when meeting the needs of a person with 
a learning disability who is presenting with behaviour which may challenge the service 

• Support communication between community services such as service provider or 
community learning disability teams and hospital 

• When the admission is planned, offer support and guidance to the hospital staff and 
person with learning disabilities prior to admission 

• To ensure reasonable adjustments are planned for and made where applicable, such as 
longer appointment times, side room access, quieter waiting areas, first or last out-patient 
appointments, preparation and planning, use of objects of reference for familiarisation of 
surroundings and to aid understanding 

• Offer and provide hospital staff with training on caring for people with learning disabilities 
both formally and informally on the wards and within services and departments 

• Signposting staff to relevant accessible information about the person’s care and treatment 
• Influencing and supporting discharge planning and safe discharge from hospital back to 

the community 

• Support to claim back parking expenses for patients.  

• Facilitating the utilisation of the sensory voyager equipment. 

• Enable extra funding agreements to ensure enhanced care observation staff, who are 
known to the patient, are available to support the patient during their episode of care 

• Liaison with patients GP 
 

7.4 The Learning Disability Hospital Liaison Nurses deliver a qualitative service improving the 
experiences of people with a learning disability and their carers when using service 
provided by Portsmouth Hospital NHS Trust.  

 
7.5 In addition to patient facing intervention the Learning Disability Liaison Team provide 

education and awareness training sessions, develop protocols and care pathways across 
community and acute service, continue to develop the Learning Disability Champion Role, 
attend the Trust Mortality Review Panel and  input the NHSE Learning Disability Mortality 
Review (LeDeR).  

 
7.6 The Learning Disability Liaison Nurses meet weekly with the Trust Lead Nurse for 

Safeguarding Adults for clinical and managerial supervision.  
 
7.7 The table below correlates the attendance figures with the Learning Disability team 

interface 1st April 2020 to 31st March 2021 
 
 Fig. 21 
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7.8 The table indicates the largest input within emergency services. This is due to robust 
reporting systems which alert the team to patient admission.  

 
7.9 Systems and processes are being developed to enable reporting for out-patient and 

elective admissions. Supporting discharge planning is another core function of the team.  
 
7.10 Delayed discharges which are due to a change in accommodation, relating to a change in 

health needs, are now reported to Designated Adult Safeguard Leads within respective 
CCGs, who are able to support proactive re-assessment of health need within the 
community to prevent emergency admission and subsequently delayed discharge.  

 
7.11 The Learning Disability Liaison Team have developed an awareness training package 

which is available on the Trust Electronic Staff Record (ESR) system. This is now part of 
the Trust mandatory training requirement.  

 
7.12 The Learning Disability Liaison Team have developed a face to face training session.  

Due to COVID-19 pandemic the face to face training session and Learning Disability 
Champion role workstreams has been paused with a view to resurrect during year 2021 - 
2022.  

 

 
8. Deprivation of Liberty Safeguards (DoLS) and The Liberty Protection 

Safeguards (LPS) 
 
8.1 Deprivation of Liberty Safeguards (DoLS) 
 
8.1.1 The number of DoLS applications has risen year on year since a Supreme Court ruling in 

March 2104 that provided the ‘acid test’. Presiding Judge Hale ruled that NHS hospitals 
and Care Homes must determine if a patient who lacks mental capacity to make decisions 
about their care and treatment has been deprived of their liberty by applying two step 
considerations: is the person subject to continuous supervision and control and is the 
person free to leave. If either of these apply, then this constitutes an individual being 
deprived of their liberty. This ruling resulted in an unparalleled increase in DoLS 
applications nationally. 

 
8.1.2 Throughout 2020/2021 the Covid 19 pandemic has severely affected how NHS hospitals 

and care homes operated on an unprecedented level. The guidance issued from the 

Department of Health and Social Care in March 2020 and updated June 2020:The Mental 

Capacity Act (2005) (MCA) and deprivation of liberty safeguards (DoLS) during the Covid 

19 pandemic support decision makers in hospitals and care homes to deliver proportionate 

responses to all applications, including those made before and during the pandemic. All 

decision making must be specifically for each individual and not for groups of a certain 

demographic.  The guidance recognises that health providers may need to change their 

usual care and treatment arrangements for individuals who lack the relevant mental 

capacity to consent to their care and treatment. 
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8.1.3 Throughout 2020/2021 the guidance detailed in the 2019/20 annual report developed by 

the Trust Adult Safeguarding Team has been in place. The guidance supports practitioners 

on the front line to balance their legal responsibilities with priority decision making.  

8.1.4 This guidance has seen an 88% reduction in the applications being made and shared with 

the appropriate Local Authority.  

 Fig 22 

 

 

 Fig 23 
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Fig 24 

 

 

8.1.5 Each application for standard authorisation of DoLS is submitted to the Adult Safeguarding 

Team. The forms are cross referenced against the current Trust Covid 19 guidance and for 

current admission at the Trust. 

8.1.6 If the patient has been discharged from the Trust the application is closed. If the form does 

not indicate the presence of high-risk triggers, communication is had with the clinician to 

advise of current agreed Trust Covid 19 guidance regarding legal framework for 

accommodation in hospital.  

8.1.7 The quality of information provided on the standard application has shown improvement. 

Particularly, the details of the purpose of the application and why the person is deemed to 

fulfil the acid test for DoLS.  This improvement has been realised by the increased scrutiny 

of the forms in cross reference against the Covid 19 guidance.  

8.1.8 An electronic DoLS project has been ongoing with IT. The objective of the project is to 

provide clinical staff with an IT based referral. DoLS applications, the dates at which the 

legal framework of DoLS is in place and the point at which the patient is no longer 

protected by the legal safeguards of DoLS (and is therefore being cared for under Best 

Interests) would also be identified within the IT solution. Unfortunately, due to the Covid 19 

pandemic, this project is currently slow to progress, however we are perservering with this.  

8.1.9 The CQC require the Trust to inform them of all DoLS applications via a Notification Form. 

The outcome of the application is required on the form; therefore, this cannot be 

undertaken until completion of an external DoLS Best Interest Assessment, or the patient 

is discharged. A total of 625 notifications have been made to CQC. At the time of this 

report there are 56 notifications outstanding from Q4 waiting to be processed.        
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8.2 Liberty Protection Safeguards (LPS) 

8.2.1  Following a House of Lords Select Committee review (2014) of the Mental Capacity Act 

(2005) the current Deprivation of Liberty Safeguards were deemed not fit for purpose.  The 

Law Commission completed a three-year consultation with a wide range of stakeholders in 

which the Trust participated. The Law Commission’s report proposed the new model of the 

Liberty Protection Safeguards (LPS).            

8.2.2 The Mental Capacity (Amendment) Act (2019) creates the Liberty Protection Safeguards 

(LPS). LPS was expected to come into force on 1st October 2020. Due to the Covid 19 

pandemic this date has been postponed until April 2022.  

8.2.3 The Liberty Protection Safeguards will create additional statutory obligations upon NHS 

Trusts when persons within their hospital are deprived of their liberty for the purposes of 

care and treatment.  

8.2.4 Notably the current Supervisory Body of the Local authority will shift to NHS Trusts as a 

Responsible Body. This will apply in an emergency (such as life-sustaining treatment or a 

vital act) or whilst waiting for a decision from the responsible body or court of protection.  A 

deprivation is authorised if there is a reasonable belief that the person lacks capacity and 

steps are necessary to carry out life-sustaining treatment.  

8.2.5 The other significant shift is the lowering of the age at which the safeguards apply to 16 

years and over. 

8.2.6 NHS Trusts will need to: 

• Ensure relevant staff are aware of the new arrangements 

• Provide systems and processes for applying LPS 

• Introduce mechanisms for monitoring LPS 

• Have access to suitable trained staff to authorise application of LPS 

o Pre-authorisation reviews 

o Medical assessments 

o Approved Mental Capacity Act Professionals (AMCP) 

o Access the services of Independent Mental Capacity Advocate (IMCA) 

8.2.7 Whilst the NHS may need staff to undertake the role of the AMCP, it is anticipated 

approval of these roles will be the responsibility of the Local Authority 

8.2.8 A proposal for the increase of resource to meet this demand has been drafted and 

presented. 

8.2.9 It is expected the Code of Practice will be published Winter 2021 with the implementation 

date of 1st April 2022.  The current arrangements under DoLS will cease as of April 2023. 
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8.2.10 The Lead Nurse for Safeguarding Adults has initiated an MCA/ LPS Health Interface 

Forum. The first meeting was held on 16th February 2021. The forum is in its infancy and is 

specifically for health providers across the integrated care systems of Hampshire, Isle of 

Wight, Southampton and Portsmouth.  

8.2.11 The purpose of this forum is to share ideas and initiatives, act as an advisory opportunity, 

discuss training opportunities and education events, share and discuss business cases, 

case law and court of protection outcomes.  There is also an opportunity to explore where 

statutory functions may be shared.  

 
9.        Domestic Abuse 
 

9.1 With regards to raising concerns in relation to Adults and Domestic Abuse, a safeguarding 

referral is not always the correct/most appropriate process to follow in order to gain help 

and support for the alleged victim.  

 

9.2 The Care Act 2014 criteria (see table below) helps provide clarity in respect of this 

process: 

 

 

 

 

 

9.3 If the alleged victim meets the above criteria, then the correct referral route is via an adult 

safeguarding referral. If the alleged victim does not have care and support needs, then the 

correct route for referral is via Domestic Abuse Services. 

9.4 A safeguarding referral is still required if there are other adults resident in the home who 

fulfil The Care Act 2014 criteria of adult safeguarding or a child is resident in the home 

(see Section 6 regarding domestic abuse and child referrals). 

 Fig 25 
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9.5 Whilst comparing the 2019/2020 safeguarding adult referral rate for domestic abuse to the 
2020/2021 data it suggests an increase in referral rate of 24%.  The national picture is of a 
significant increase in domestic abuse referrals in the age range of 16 to 74 years (ONS 
2020).  

9.6 No data is currently collected/produced nationally in respect of over 74-year olds.  

9.7 At the time of writing this report the impact that the Covid 19 pandemic played with regards 
to the increase in adult domestic abuse referrals is yet to be finalised.  

9.8 The exponential increase in safeguarding adult referrals for domestic abuse in the Trust 
may, in part, be due to the impact the Covid 19 pandemic had locally. It might also be due 
to the higher level of reporting by staff in the Emergency Department following on-going 
training and increased awareness of the staff group with regards to domestic abuse. 

9.9 The majority of the safeguarding adult domestic abuse referrals are inter-relational 
abuse/violence. This takes the form of physical assault, verbal aggression/threats, 
emotional abuse including controlling and coercive behaviour/sexual assault and financial 
abuse. A number of the cases were reported to the Police.  

9.10 In most cases the referrals are generated via Emergency Department (ED) staff who 
complete the Domestic Abuse, Stalking and Honour Based Violence Risk Identification 
Tool (DASH 2009) and Multi Agency Risk Assessment Conference (MARAC) referrals 
where appropriate.  

9.11 ED staff are also providing the alleged victim with helpline numbers, offering support and 
trying to ensure that the alleged victim has a safe discharge location.  

9.12 For high risk domestic abuse cases that do not meet the criteria under The Care Act 2014 
for a Safeguarding referral consideration for a Multi-Agency Risk Management (MARM) 
might be necessary with regards to addressing/reducing the ongoing risks. The Trust Adult 
Safeguarding Team can recognise and assess when this is required and work in 
partnership with relevant agencies to manage such cases under this framework.  

9.13 There are a few cases involving inter-familial abuse/violence. These cases appear to 
involve an alleged victim with a dementia diagnosis and/or a mental health concern. The 
themes tend to be around physical assault/verbal aggression and financial abuse.  

9.14 It makes sense that an organisation that serves such a large population will encounter 
people who are experiencing, or at risk of, domestic abuse. 

9.15 It is also acknowledged that there will be Trust employees who may be impacted by and/or 
experiencing domestic abuse. The need to support Trust staff who are experiencing this 
form of abuse is widely recognised by the Adult Safeguarding Team and support is offered 
through Line Managers, Stop Domestic Abuse Services, Aquilis counselling and 
signposting to their GP. 
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10. Child Death Reviews 
 
10.1  As reported previously the child death arrangements were reviewed in response to the 

Child Death Review Statutory and Operational Guidance published in 2018 and the Joint 
Child Death Overview Panel (CDOP) across Hampshire, Isle of Wight, Portsmouth and 
Southampton (HIPS) came together in October 2019.  
 

10.2 The statutory guidance requires local areas to establish joint arrangements with their 
neighbours to enable child deaths to be reviewed across a larger footprint; strengthening 
the learning to proactively prevent future deaths.  
 

10.3 Underpinning the strategic work, focused investigations in consultation with families are 
required to be undertaken by local child death review teams which are then assessed by 
CDOP and submitted to the National Child Mortality Database to inform the national 
picture and push forward the work to reduce child deaths.  
 

10.4 The Safeguarding Service represents Portsmouth Hospitals as a health voice at the HIPS 
wide CDOP panel and the Trust’s Named Doctor for Safeguarding Children remains the 
Trust lead for child deaths which occur within the Trust.  
 

10.5 The Safeguarding Service along with the Bereavement Service represents the Trust at 
Joint Agency Response (JAR) meetings in response to unexpected child deaths in the 
local area. The JAR process enables the communication and collaborative information 
sharing following unexpected child deaths and supports investigative work moving forward 
alongside targeting support for families and friends of the deceased.  
 

10.6  Child death data is reported by CDOP annually in September, meaning that 2020/2021 
data is not yet available for dissemination, however information from 2016 – 2020 is 
presented below:  

 
 Fig 26 
 
 
 
 
 
 
 
 
 
 
 
 

10.7 The data relating to 2019/2020 presented by age is represented below and shows the 
ongoing theme of children under 1 year of age being at highest risk of death throughout 
childhood.   

 
  

Annual number of cases notified by HIPS local authority, 2016/2017-2019/2020 
Child Deaths by Local Authority Area  
 
Year  Hampshire  Isle of Wight  Portsmouth  Southampton  Totals 

 
2019/2020  68  ≤5  11  22  105  
2018/2019  50  ≤5  14  9  75  
2017/2018  92  ≤5  10  14  120  
2016/2017  61  6  11  23  101 
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Fig 27 

 
 

10.8 In 2020/2021 the Trust Safeguarding Service has been involved following the deaths of 15 
children, compared with 37 in 2019/2020 – a 59% reduction in cases.  
 

10.9  The main themes around cause of death relate to pre-existing medical health problems 
however children under the age of 1 presented a significant trend of unsafe sleeping 
practices. 

  
 Fig 28 
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10.10 Recognition of unsafe sleeping practices resulted in the launch of the “Every Sleep 
Counts” campaign by the Hampshire, Isle of Wight, Portsmouth and Southampton 
Safeguarding Children Partnership in January 2021 with clinicians throughout the Trust 
now delivering safe sleep messages universally to families. Review of the effectiveness of 
this campaign is planned for the upcoming year.  
 

10.11 Review of data relating to ages of children at the time of death indicates that the Trust 
trends are in line with previous reporting years.  
 

10.12 It is especially worthy of note that despite multiple admissions of young people and infants 
with Covid 19, all were discharged from hospital and the Trust did not encounter any Covid 
19 deaths of children 

   

11. Significant Case Reviews; Including Statutory Child Safeguarding 
Practice Reviews and Safeguarding Adult Reviews 

 
11.1 Significant Case Reviews (Children) 
    
11.1.1 In 2020/2021 21 new cases were identified as requiring safeguarding practice review. 4 

outstanding cases with remaining actions have been closed to the service with all actions 
completed.  

 
11.1.2  Ongoing cases and cases managed throughout the year are detailed below:  

 
 Fig 29 
 

Month/Year Identifier Area Activity  
 
Cases carried forwards from previous years with ongoing work / activity 
 

Mar 2017 Child N 
(SD)  

Hampshire National publication pending; Outstanding Trust 
learning actions x 3 at year end. 

May 2018  Child I 
(EB) 

Portsmouth Trust IMR for SCR May 2019; Practitioner Event May 
2019; National Safeguarding Practice Review Panel 
Focus Groups November 2019; National publication of 
SCR and NCSPR panel reports pending; Overdue Trust 
learning actions x 1 at year end.  

Aug 2018 Child H 
(DG) 

Portsmouth Practitioner event October 2019; Criminal 
investigation ongoing; Outstanding Trust learning 
actions x 1 at year end. 

 
New cases in 2020/2021 
 
Month/Year Identifier Area Type of Review Outcome / Status  

Oct 2020 JB Hampshire Scoping Referred for Multi-agency 
learning review.  Trust learning 
identified, and action plan 
formulated.  
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Mar 2021 RC Hampshire Scoping No further action for Trust 
Apr 2020 TC (Datix 

94540) 
Hampshire Trust 

Investigation 
Trust learning identified, action 
plan implemented and completed, 
case closed. 

Apr 2020 EH Hampshire Scoping No further action for Trust, case 
closed 

Dec 2020 AL Hampshire Scoping No further action for Trust , case 
closed 

Feb 2021 HM Hampshire Scoping No further action for Trust , case 
closed 

May 2020 FO Hampshire Scoping No further action for Trust , case 
closed 

Feb 2021 FIR Hampshire Scoping No further action for Trust , case 
closed 

Mar 2021 CR Hampshire Scoping No further action for Trust, case 
closed 

Jan 2021 TW Hampshire Scoping No further action for Trust, case 
closed 

Aug 2020 IMG Hampshire Scoping Health led learning identified, 
action plan in place with ongoing 
actions. 

Mar 2021 RL Hampshire Scoping Learning identified, no action for 
Trust. 

Feb 2021 LS Hampshire Scoping and 
Domestic 
Homicide Review 

No identified learning for Trust, 
awaiting multi-agency identified 
learning. 

Dec 2020 TS Hampshire Scoping No identified learning for Trust 
Jul 2020 BB Portsmouth Scoping No identified learning for Trust, 

Case closed 
May 2020 FiB Portsmouth Scoping No identified learning for Trust, 

case closed 
Apr 2020 LH Portsmouth Scoping Trust learning identified, action 

plan put in place and completed.  
Case closed. 

May 2020 MS Hampshire Scoping No identified learning for Trust 
Dec 2020 EH Portsmouth Scoping Trust learning identified and 

action plan in place.  Awaiting 
recommendations from 
Independent reviewer.  Datix 
remains open until learning 
disseminated. 

Feb 2021 RF Portsmouth Scoping Trust learning identified, action 
plan initiated. 

Feb 2021 AM Portsmouth Scoping. Trust learning identified, action 
plan initiated, audit planned, 
learning shared among Paediatric 
team. 
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11.1.3 In relation to new reviews the safeguarding service has been involved in 8 internal 
investigations and has provided scoping to Local Authorities on 22 cases. There are 2 
Domestic Homicide Reviews (DHRs) which have involved children – there is currently a 
significant delay with the Home Office approving DHRs for publication.  
 

11.1.4 In relation to external scoping – 3 went on to result in the commissioning of independent 
reviewers indicating learning for the multi-agency safeguarding workforce.  
 

11.1.5 Children involved in the cases requiring review showed similar statistics to previous 
evidence around the demographic of children at risk with males and children under 1 
representing over 50% of the cohort when defined by gender or age.  

 
 Fig 30 
 

 
 
 

11.1.6 In previous years, over 50% of cases requiring review have followed harm to a child, 
whereas this cohort over 66% of cases related to the death of a child.  

 
 Fig 31 
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11.1.7 National analysis of this data is not yet available to bench mark against. However, taken in 
the context of Section 10, this may imply that early identification of physical abuse has 
improved.  

 
11.1.8 Significant cases related primarily to physical abuse (43%) and neglect (43%) with 

Portsmouth children accounting for 66% of referrals.  
 
 Fig 32  
 

 
 
 

11.1.9  Key themes for multiagency safeguarding partners from all reviews identified:  

• Domestic abuse and the fatal implications within households for children; 

• Bruising in non-ambulant children and suspicion of non-accidental injury;  

• Engagement in care and the implications of children not being brought for 

appointments and care;  

• Recognising and responding to early indicators of neglect, including medical 

neglect.  

11.1.10  Learning themes identified within the Trust reflect those previously identified:  

• Antenatal safeguarding practices; 

• Knowledge of, and adherence to, established processes and procedures; 

• Recognition of exploitation and / or neglect; 

• Professional curiosity; 

• Management of missed appointments; 

• Assessment and analysis of risk; 

• Documentation.  

11.1.11 Plans are in place to respond to these identified themes including:  

• Ongoing support with supervision in Maternity, development and delivery of 

bespoke training for case holding midwives and analysis of benefit following 

delivery.  

• Was not brought audit within Paediatrics and a review of the policy.  

• Ongoing service improvement work within Paediatrics following implementation of 

safeguarding specific paperwork in the department.  
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• Ongoing support for the development and embedding of the paediatric link nurse 

role within the Paediatric Department.  

• Alterations to the Level 3 training offer are currently being finalised.  

 

11.1.12 A previous lack of traction noted in Maternity when responding to SCR action plans and  
learning areas has been addressed and a variety of actions have supported the gaining of 
momentum in this area. These include a period of transition being completed and the 
Senior Management Team in Maternity along with a Named Midwife for Safeguarding 
Children identifying mechanisms for implementing improvements. This is evidenced by 20 
actions being completed through joint working with Maternity and NMSC in the second half 
of the financial year. Actions are planned for the year ahead to continue improvement and 
joint working.  

 
  
11.2 The Care Act (2014) Section 44 Safeguarding Adult Review (SAR) 
 
 

11.2.1 Portsmouth and Hampshire Safeguarding Adult Boards have a statutory duty under 
Section 44 of the Care Act (2014) to undertake a Safeguarding Adult Review (SAR) when 
an adult at risk dies or is seriously harmed and abuse or neglect is suspected and there 
are lessons to be learned about the way agencies have worked together to prevent similar 
deaths or injuries in the future.   

 
11.2.2 A Safeguarding Adults Review looks at how local agencies and organisations have worked 

together to provide services and is separate to any investigation being undertaken by the 
Police, Coroner or individual agency investigations e.g. SIRI processes in health. 

 

11.2.3 The Trust has a statutory duty under The Care Act (2014) to cooperate and provide 
representation at both the Hampshire Safeguarding Adult Sub Group (HSAB) and the 
Portsmouth Safeguarding Adult Sub Group (PSAB). The role and remit of the Sub Groups 
are to review each SAR referral, produce and review organisational/agency scoping 
documents and determine in each case whether the referral meets the criteria for a full 
SAR investigation.  

 

11.2.4 The Sub Group members will also review the Terms of Reference for each SAR 
investigation, all draft reports and the final report prior to SAR being published in the public 
domain.   

 

11.2.5 Both the HSAB and the PSAB Sub Group are represented and attended on a regular basis 
by a Trust Adult Safeguarding Specialist who then takes responsibility for completing and 
submitting the scoping documents. All SAR notifications require detailed exploration of 
Trust IT software systems and medical records for the relevant adult. Statements might be 
required from key staff involved and on occasions might be followed up with face to face 
interviews. The timeframe for each review varies, depending on the nature of risk and the 
severity of the risk of harm, or the harm caused. The scope period can be in terms of years 
or months. A detailed chronology is completed, and critical analysis is undertaken. A 
scoping report is then produced outlining findings and recommendations. 
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11.2.6 Coordinating and undertaking any further information requests (agency 
reports/chronologies) and providing an overview of the emerging themes/learning that 
have been identified through the process are additional tasks carried out by the nominated 
Trust Adult Safeguarding Specialist.  

 

11.2.7 For some of the cases, following completion of an initial scoping exercise and review at the 
SAR Sub Group, no further action was required as the cases did not fulfill the threshold for 
a full SAR.  

 
11.2.8 For a number of other cases the criteria for a full SAR were met and these have been 

subject to a full investigation under this process. The purpose of which is to ensure that 
each organisation/agency that is involved can identify the lessons learnt from the case and 
apply those lessons to future cases. 

 
11.2.9 Action plans are subsequently developed from these reviews and each Care 

Group/Division is responsible for ensuring their actions are completed. The Adult 
Safeguarding Team coordinate action plans providing updates to the Safeguarding Boards 
upon request.  

 
11.2.10 Publication of all final SAR reports are posted on the Trust intranet for all Trust staff to 

read, the identified learning is shared with the relevant Trust Care Groups through the 
Safeguarding Operational Leads (SOLS) meetings, coupled with learning workshops and 
practitioner events hosted by HSAB and PSAB. The learning is also used to inform the 
mandatory training packages delivered by Trust Safeguarding Adults Team within the 
organisation.  

 
11.2.11 Over the last year the Trust has been involved in 34 multi-agency safeguarding adult reviews 

where the criteria of Section 44 of The Care Act (2014) was met.  

 
11.2.12 The following table sets out to provide an overview of each SAR referral received by the 

HSAB and PSAB where the Trust were requested to provide some level of input:   
 
 Fig 33 

 
Identifier Area Type 

ML Hampshire Full scoping completed. Threshold for SAR met. Terms of 
Reference (TOR) being completed.  

JK Hampshire Full Scoping completed. No further action for Trust. 

AL Hampshire Full Scoping completed. No further action for Trust. 

JM Hampshire Full Scoping completed. Threshold for SAR met. TOR agreed. 
Trust currently completing organisation agency report.  

GG Hampshire Full Scoping completed.  

VB Hampshire Full Scoping completed. Threshold for SAR met. 
Practitioner/Manager Workshops being held.  

SASHA Hampshire Scoping completed (19/20). Threshold for SAR met. Full SAR 
report published June 2020.  

086 Hampshire Light Scope completed. For Thematic SAR.  

088 Hampshire Light Scope completed. For Thematic SAR. 

090 Hampshire Light Scope completed. For Thematic SAR. 
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092 Hampshire Light Scope completed. For Thematic SAR. 

093 Hampshire Light Scope completed. For Thematic SAR. 

AK Portsmouth Full Scoping completed. No further action.  

BV Portsmouth Full Scoping completed. Threshold for SAR met. TOR being 
completed. Trust to be involved in Practitioners Workshop.  

CM Portsmouth Full Scoping. No further action for Trust.  

SJ Portsmouth Full Scoping. No further action for Trust. 

SP Portsmouth Full Scoping completed. Learning event held.  

AB Portsmouth Full Scoping. No further action for Trust.  

PP Portsmouth Full Scoping. Threshold for SAR met.  

PR Portsmouth Full Scoping. Threshold for SAR met. Trust involved in 
Practitioner workshop. Additional information requested from 
Trust.  

YL Portsmouth Full Scoping completed (19/20). Threshold for SAR met. Multi-
agency Practitioner event held. Draft SAR report under review.  

JF Portsmouth Full Scoping completed. SIRI investigation. Trust ongoing 
involvement to identify possible organisational learning.  

DM Portsmouth Light Scope completed. No further action for Trust. 

JD Portsmouth Full Scoping completed. Threshold for SAR met. TOR being 
completed for Thematic Review. 
 

MB Portsmouth Full Scoping completed. Threshold for SAR met. TOR being 
completed for Thematic Review. 

NH Portsmouth Full Scoping Completed. Threshold for SAR met. TOR being 
completed for Thematic Review. 

RT Portsmouth Full Scoping Completed. Threshold for SAR met. TOR being 
completed for Thematic Review. 

NG Portsmouth Light Scope completed. No further action for Trust. 

ZW/ZF Portsmouth Full Scoping completed. No further action for Trust.  

RP Portsmouth Light Scope completed. No further action for Trust. 

PH Portsmouth Full Scoping completed. Threshold for SAR met. TOR being 
completed. Trust to be involved in Practitioners Workshop. 

CB Portsmouth Light Scope. No further action for Trust. 

SD Portsmouth Full Scoping completed. No further action for Trust. 

 
11.2.13 As a result of the number of SAR referrals reviewed over the last year at both the HSAB and 

PSAB Sub Group where emerging themes have been identified relating to concerns of self-
neglect, homelessness and alcohol/substance misuse, a thematic SAR review will be 
completed to explore and provide learning with regards to commonalities and differences 
between cases.  

 
 

12. PREVENT – National and Local Threat  
 

12.1 The Counter Terrorism and Security Act 2015 (CONTEST) has created a general duty on a 
range of organisations to prevent people being drawn into terrorism. The duty requires certain 
services, including health and care providers, to have due regard to the need to prevent adults 
and children from being drawn into terrorism when exercising their functions. Prevent 's priority 
is to keep the public safe and ensures that those who are at risk will receive help and support 
from health and social care agencies best placed to meet the identified need. 

12.2 Prevent is the preventative strand of the Government counter terrorism strategy and 
recognises that some vulnerable groups may be susceptible to exploitation. Prevent aims to 
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protect those who are vulnerable to exploitation from those who seek to engage people to 
support or commit acts of violence. 

12.3 The key responsibility for the health and care practitioner is to recognise the signs that a child 
or adult is being drawn into extremist behaviour or appears to be at risk of being drawn into 
terrorism. Practitioners need to know what actions to take in response to these concerns and 
where to source additional advice and support. Preventing someone from being drawn into 
terrorism is comparable to safeguarding children and adults in other areas including child 
abuse, modern day slavery or domestic violence. 
 
Fig 34 

 

Personal vulnerabilities  External vulnerabilities 

  

A personal crisis World, national or local events 

A victim of hate crime Exposure to extremist material 

Loss or bereavement Internet; social media, blogs, forums 

Alcohol or substance misuse Media bias  

Isolation Ideology 

Lack of theological resilience Peer pressure 

A mental health difficulty Group identity 

Absence of protective factors Absence of protective factors  

 

12.4 There is no single route to radicalisation. It can occur quickly, or over a longer period. 
Sometimes there are clear warning signs. However, in other cases changes in personality or 
behaviour are less obvious.  
 
Fig 35 

  

Changes which may be a cause for concern  

 

Becoming increasingly confrontational 

Refusing to listen to different points of view 

Support for extremist ideologists and groups 

Attitude and opinion, especially expressing feelings of persecution 

A change in friendship group or becoming isolated 

A changing in peer group behaviour and appearance 

Converting to a new religion 

Being secretive and reluctant to discuss their whereabouts 
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Sympathetic to extremist ideologies and groups 

A change in online behaviour such as; changing online identity or having more than one 
online identity, increasing the amount of time online or on the phone, accessing extremist 
content 

Joining or trying to join an extremist organisation  

 

12.5 The Channel Panel process underpins the Prevent agenda acting as an early intervention 
multi-agency process designed to safeguard vulnerable children and adults from being drawn 
into violent extremist or terrorist behaviour. Channel Panel works in a similar way to existing 
safeguarding partnerships aimed at protecting vulnerable children and vulnerable adults who 
are at risk of harm.  

12.6 An assessment of the individual is taken with consideration of risk to self and others, and from 
others. The Channel Panel will question intent, capability and vulnerability factors of the 
individual. The Channel Panel will decide whether a support package is needed, what would 
be most appropriate and agree which professional is the best skilled and resourced to work 
with the individual. The process is voluntary and shaped around the unique circumstances of 
each case. 

12.7 The Channel Panel works in a similar way to existing safeguarding partnerships aimed at 
protecting vulnerable children and vulnerable adults who are at risk of being exploited by 
extremist or terrorist ideologies. The process is shaped around the circumstances of each 
individual and can provide support for any form of extremism, radicalisation or personal 
vulnerabilities. 
 

12.8 The Safeguarding Service have received zero referral for PREVENT concerns 2020/ 2021 

12.9 Staff are trained to basic awareness and level 3 to recognise the signs.  The training 

compliance is set out below: 

 Fig 36 Compliance by Care Group 

 Preventing Radicalisation Level 1 Preventing Radicalisation Level 2/3 

Division / Care Group 
No. staff 

requiring 

No. of staff 

received 
% 

No. staff 

requiring 

No. of staff 

received 
% 

Clinical Delivery 2121 2029 96% 1522 1422 93% 

CHAT CG 869 825 95% 737 671 91% 

Clinical Delivery MGT 9 9 100% 2 2 100% 

Imaging 364 356 98% 315 307 97% 

Other Clinical Services 67 66 99% 22 21 95% 

Pathology 342 321 94% 70 60 86% 

Pharmacy 170 166 98% 162 154 95% 

Pharmacy Trading Directorate 76 70 92%       

Therapies 224 216 96% 214 207 97% 

Corporate Services 923 823 89% 313 271 87% 

Chief Executive 26 18 69% 4 4 100% 

Chief Operating Officer 4 2 50%       
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Clinical Standards 87 84 97% 53 51 96% 

Corporate Charges 44 18 41% 30 17 57% 

Education Income 63 52   63 51   

Estates and Facilities 26 21         

Facilities Management 1   0%       

Finance 97 94 97%       

Fundraising 4 3 75%       

Human Resources 108 96 89% 27 24 89% 

Integrated Governance 20 20 100%       

IPHIS ICT 108 99 92% 5 4 80% 

Learning & Development 15 14 93% 6 6 100% 

Learning & Development Services 41 39 95% 15 15 100% 

Procurement 73 71         

Research and Innovation 107 104 97% 70 65 93% 

Site Operations 58 53 91% 40 34 85% 

Strategy and Performance 41 35 85%       

Medicine and Urgent Care 2160 1902 88% 1906 1606 84% 

Medicine and Urgent Care Mgt 3 2 67% 1   0% 

Medicine CG 845 738 87% 750 619 83% 

Older Persons Medicine CG 589 547 93% 551 491 89% 

Urgent Care CG 723 615 85% 604 496 82% 

Networked Services 1551 1458 94% 1334 1218 91% 

Corporate Cancer Team 15 14 93% 2 2 100% 

Networked Services Mgt 3 3 100% 1   0% 

Regional Cancer Center CG 369 344 93% 301 273 91% 

Renal CG 333 306 92% 301 262 87% 

Women and Children CG 831 791 95% 729 681 93% 

Surgical and Outpatients 1325 1184 89% 995 834 84% 

MSK and Head/Neck CG 769 678 88% 637 523 82% 

Patient Administration Services CG 162 160 99% 19 19 100% 

Private Patient Unit CG 3 3 100% 1 1 100% 

Surgery CG 389 341 88% 336 289 86% 

Surgical and Outpatients Mgt 2 2 100% 2 2 100% 

Grand Total 8080 7396 92% 6070 5351 88% 
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Preventing Radicalisation Level 1 85% 92% 92% 91% 92% 91% 92% 91% 91% 92% 92% 92% 92% 

Preventing Radicalisation Level 2/3 85% 84% 84% 84% 85% 85% 86% 86% 87% 87% 88% 88% 88% 
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13. Allegations 

 

13.1 The management of allegations remains a challenging, complex and emotive field. There 
have been 57 cases which have fallen under the allegation management policy.  
 

13.2 The following framework for managing allegation cases, should be used in respect of all 
cases in which it is alleged that a person who works with children/vulnerable adults has: 

 

• Behaved in a way that has harmed a child, or may have harmed a child; 

• Possibly committed a criminal offence against or related to a child; or 

• Behaved towards a child or children in a way that indicates s/he would pose a 
risk of harm if they work regularly or closely with children. 

• Behaved or may have behaved in a way that indicates they may not be 
suitable to work with children 

 

13.3 Working Together to Safeguard Children was updated in December 2020 to include the 4th   
allegation point above.  All the above are referable to the Local Authority Designated 
Officer (LADO) or Safeguarding Adult Management Advisor (SAMA). The fourth point was 
added to capture concerns around ‘transferable risk ‘to the workplace. For example, where 
a person who works with children/vulnerable adults is involved in a domestic abuse 
incident at home and this may have implications for their working with children/vulnerable 
adults.  

 

13.4 Currently, other than the reference to domestic abuse, there is no additional guidance to  
'unpick' the subject matter of 'suitability'. A group of HIPS LADOs (Hampshire, Isle of 
Wight, Portsmouth & Southampton) are consulting with partner agency colleagues to 
provide further guidance. In the meantime, the following have been agreed. 

 

13.5 Referral to the LADO where there are concerns or allegation that a person working or 
volunteering with children/vulnerable adults is subject of (not exhaustive); 

 

• Perpetrating domestic abuse 

• Criminal investigation for an offence against another person 

• Reports or concerns of hate crime 

• Children's Social care involvement with their own child 

• Membership of organisations that may call into question suitability (for example 
terrorist organisations) 

 
13.6 Consideration guidance may also include; 
 

• Is the behaviour against the rule of law? 

• Does the behaviour breach the employment contract? 

• Is the behaviour clearly unacceptable in the employee handbook or code of 
conduct? 

• Is the behaviour outside of the expectations of the regulatory or governing 
body? 

• If no to all of the above, deal with under internal procedures. 
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13.7 With regard to the change, LADO will hold the case discussion with the manager/service 
leader of the employee (as before) to determine if threshold is met for the suitability 
concern to pose a transferrable risk of harm into the workplace.   

 
13.8 Threshold may not always be met and therefore information will not be shared with the 

employer or if the concerning incident took place in the workplace, it may simply be a 
conduct matter and case closed to LADO. 

 

13.9 Current Trust Position  
 
13.10 For 2020/21 there were 57 allegations that were reviewed by the Head of Safeguarding. 

The highest theme was quality of care which accounts for 30% of all cases. This theme 
encompasses attitude, potential neglect or lack of care of a patient. 

 
 Fig 37 

 

 
   
 

13.11 Of the 57 cases 29 (51%) were substantiated either in full or partially – see below: 
 
 Fig 38 
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14. Key Progress and Achievements 2020/21 

 
14.1 The Safeguarding Service is a small team but has successfully managed to achieve the 

following this year: 
 

• Overall response and adaptation of roles as a response to the Covid 19 Pandemic 
including the ‘Safety Hub’ during the second wave. 

• Deployment to ITU and other clinical areas.  

• Increased training in the area of Domestic Abuse in ED. 

• Adaptation of the DoLS guidance to support frontline staff.  

• ‘Grab and Go’ document designed to support patients with a Learning Disability to 
understand the Covid 19 pandemic restrictions. 

• Structured Judgement Review introduced for all patients who died and had a 
learning disability. 

• Recruitment of Named Midwife and Named Nurse. 

• Recruitment of the Safeguarding Practitioner in Paediatrics.  

• Safeguarding Supervision was 100% compliant in Q1 and Q2 in Maternity for 
trained staff. 

• Memory boxes for mothers were introduced for babies who were removed at birth. 

• Safeguarding Service submitted a case to Court of Protection. 

• Since 1 February Youth Workers from the charity ‘No limits’ have been on site to 
support children aged 11-25 years. In the first month, 100 children were 
supported. 

• Bespoke training has been accommodated in response to themes noted in ward 
areas e.g. covert medication, deaf awareness and domestic abuse. 

• Two Learning Events held within 2 weeks of incident with multiple departments. 

• Peer Review has been embedded for Consultant Pediatricians. 

• Safeguarding Team Administration Review  

• Safeguarding Team Administration job descriptions reviewed and updated in line 
with current service requirements   

• Learning Disability Liaison Team receive clinical and safeguarding supervision 
from Lead Nurse for Safeguarding Adults  

• Weekly brief between PCC MASH team Manager and Lead Nurse for 
Safeguarding Adults. 

• Authorising of full-scale investigations as a response to concern/allegation. 
  

 
15. Priorities for 2021/22 
 

15.1 From the priorities determined in last year’s report, 17 of the 24 have been achieved. The  
             outstanding priorities of last year are: 
 

• Allegation Management Training for Senior Leaders. 

• Development of Level 3 Safeguarding Adult training. 

• Development of a Safeguarding Adult Education Pathway  

• Commencement of the Supervision programme for adult frontline staff. 
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• Ensure improvements to antenatal safeguarding arrangements are achieved by the 
Maternity Service.  

• Support ED to develop a solution to the paediatric safeguarding liaison risk/gap. 
(action from JTAI) 

• To complete the actions from the National LD Audit  

• To ensure work ‘dropped’ in the acute phase of the pandemic is introduced back as 
part of recovery - namely training, supervision and developmental work  

• To review the supervision model for ward staff in Child Health 
 

 
15.2      These plus the following will form the work plan for coming year: 
 

• Business Case for increased capacity to Team as a result of introduction of LPS 
and Mandatory LD training. 

• Review of training strategy for adult and child safeguarding to aid ongoing 
compliance. 

• Review of Allegation, NMC and disciplinary processes to ensure a joined-up 
approach.     

• Review of safeguarding service response to support staff where patients are 
alleging victim’s domestic violence and abuse to ensure a robust and co-ordinated 
approach 

• To complete the recommendations from the medical ward investigation related to 
safeguarding 

• To complete an MCA Audit as part of TIAA internal audit   

• Planned audit programme (see section 3) 

• Review alternative recording system for mental health incidents 

• Share best practice regarding referral to MARAC (as per ED practice) 

• Continuation of Discharge Project Team. 

• Redesign of Safeguarding Children Level training to improve accessibility, 
compliance with statutory requirements and outcomes in response to the 
challenges identified this year. 

• Continuation of the Learning Disability Liaison Team face-to-face training  

• Continuation of the Learning Disability Liaison Team Champion role workstream. 

• Review the effectiveness of ‘Every Sleep Counts’ campaign. 

• Ongoing support with supervision in Maternity. 

• Development and delivery of bespoke training for case holding midwives and 
analysis of benefit following delivery. 

• Was Not Brought (WNB) audit within Paediatrics and review of policy. 

• Service improvement work in Paediatrics following implementation of 
safeguarding specific paperwork. 
 

 

16. Examples of Good Practice 
 

16.1 As part of evidencing the positive outcomes of safeguarding intervention within the Trust 
the Head of Safeguarding includes examples of such practice in reports to the 
Safeguarding Committee and the Trust Board.  
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16.2 This is felt to provide ‘line of sight’ examples and evidences the voice of the child and the 

adult. 
 
16.3 Below are some good practice examples that have been reported this year: 

 

  Child Exploitation Case – ED 
 

Child A was brought to the Emergency Department after she collapsed at home. She 
said that her 16-year-old boyfriend forced her to take x2 Xanex at a party because she 
wouldn't take any ‘spice’. 
 
She met him online during lockdown in March and says that he is always trying to get her 
to take drugs, ‘spice’.  She said that he gets his drugs from another man and buys them 
in blocks. Child A’s mum has real concerns about how controlling he is over her.  

 
ED Staff asked Child A to complete a sexual exploitation risk assessment form (SERAF) 
where she answered ‘Yes’ to 4 out of the 5 questions, this included feeling unsafe, being 
forced to do things she didn't want to and going missing on regular occasions. Prior to 
meeting him on-line she was an A* student with no absences from school and keen to 
become a lawyer. She said that she met him on Facebook when he sent her a friend 
request. He then started to ask her to send him explicit pictures of herself and if she 
didn’t, he would report her to the police for drug dealing.  

 
ED staff contacted social care and completed a referral. Staff concerns were also 
reported to the Safeguarding lead in ED for her to take to the next MET (Missing, 
Exploited, Trafficked) team meeting.  

 
Domestic Abuse Case – ED – Adult  

 
Patient B was brought to the emergency department with injuries including bite marks 
and scratches all over her body and bruising to both legs. She reports that she had too 
much to drink and fell over a few days ago.  

 
Staff were concerned by the extent of the injuries and the mechanism reported by the 
patient. They completed the domestic abuse screening questions and when asked if she 
felt afraid, she replied ‘yes’  
 
Upon further questioning Patient B disclosed that she had been subjected to 2 weeks of 
beating and abuse from her boyfriend. He is ex-military and medically discharged due to 
PTSD.  She said that his mood changes at the weekends when he gets paid and buys 
alcohol.  She reports that she is afraid every Friday because she knows what the week-
end will bring.  Upon completion of the iDASH (MARAC) assessment she also disclosed 
that he has tried to strangle her on a number of occasions. She refused contact with the 
Police and didn't want the MARAC completed.  However due to disclosing that she had 
been strangled a MARAC referral was sent.  
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Police have since made contact and supported her in finding a safe place to stay.  Her 
boyfriend may face criminal charges but will also be given the help and support that he 
needs as well. 

  
This case highlights the importance of completing the domestic abuse screening tool and 
giving the patient the opportunity to talk. 
 
High Intensity User – Adult  

 

28-year old female frequently attends the Emergency Department but increase in 
attendances noted over a couple of months.  A challenging clinical, behavioural and 
home situation with several different organisations involved.  Safeguarding referral 
completed by clinical staff who suggested that MARM (Multi-agency Risk Management 
Framework) may be the most appropriate way forward to support this lady.  

 
This case demonstrates staff understanding of the wider scope of safeguarding practice 
and an awareness of the broad range of tools and support mechanisms available.  

 
Adult Carer 
 
25-year old lady who acts as carer to elderly parents who required a hospital admission 
due to own health care needs.  Safeguarding Services supported practitioners to arrange 
for a Carers Assessment (in line with Care Act 2014), and Care Act assessment for the 
parents to ensure their needs were met.  
 
Maternity Case  

 

Maternity patient with a background of eating disorders in pregnancy, admitted to ITU 
following dropping her weight to below 40kg during her pregnancy.  Stability of physical 
health achieved, delivered of her baby and deemed appropriate for admission to a 
mental health bed but not sectionable.  Agreed to voluntary admission.  

 
Not appropriate for Mother and Baby Unit due to the complexity of eating behaviours.  
Not appropriate for ED bed as behaviours driven by OCD as opposed to a typical eating 
disorder.  Not appropriate for Acute MH bed as concerns about the refeeding risks.  

 
Safeguarding of newborn baby and other children facilitated via an interim care order 
which placed the children in the sole care of father with no unsupervised contact from 
mother. 

 
Multi agency meetings including NHSE, MH Trusts and CCG facilitated via the Named 
Midwife and MH Matron, resulting in medical review and discharge being arranged to 
Acute Mental Health facility on a voluntary basis.  

 
Working together in this way enabled the therapeutic needs of the mother to be 
addressed alongside the prioritising of the safeguarding of the neonate and its siblings.  
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Deaf Awareness  

Over the 2019/2020 period 2 section 42 enquiries (The Care Act (2014)) initiated which 
related to the care and treatment, of patients who were profoundly deaf using Trust 
Services.  

To enable learning from these enquiries during 2020 a Trust wide Deaf Awareness 
Project commenced. A nominated Safeguarding Adult Specialist, in conjunction with 
leads from the Patient Experience Team developed and facilitated Deaf Awareness 
Education events. 

The events aimed to raise awareness of care and treatment requirements for people who 
are profoundly deaf, using Trust services, 

The events included participation from a member of Hampshire Deaf Services Team, a 
British sign language interpreter, and a key member of the Rotary Club supporting deaf 
awareness sessions within the community.  

The Safeguarding Practitioner, with the consent of one of the patients subject to a 
section 42 enquiry, told the story of their patient experience when attending the Trust.  

Two sessions were held, the attendance was multidisciplinary with Nursing, Health Care 
Support Workers, Physiotherapists, Speech and Language Therapists, Occupational 
Therapists and Chaplaincy staff.  
The sessions received positive evaluation from participants.  

Following the sessions further work has been completed with Learning and Development 
to use the patient’s story as part of Registered Nurse preceptorship patient experience 
training. 

The training sessions were featured as an article in the Portsmouth News (2020) 
 
Intensive Care – Court of Protection 

In Sept 2020 a 17-year-old young person collapsed on a field whilst playing football with 
friends. They were provided immediate CPR and South-Central Ambulance Service 
(SCAS) responded, achieving Return of Spontaneous Circulation (ROSC) approximately 
20 minutes after the initial collapse.  
 
The young person was conveyed to QAH and was admitted to ITU and intubated for a 
prolonged period of time. Following their successful extubation, the young person was 
found to have a significant hypoxic brain injury and they lacked the capacity to consent to 
remain in hospital and engage with treatment.  
 
In the matter of D (a child) [2019] UKSC 42, the Supreme Court decided that parents of a 
16 or 17 year old cannot consent to their child being deprived of their liberty, the 
implications of which for the Trust being that an application to the Court of Protection was 
required to provide a legal framework to continue to appropriately adhere to their Human 
Rights as per the European Convention on Human Rights.  Successful application 
resulted in approval of the ongoing deprivation of the young person’s liberty and 
treatment. They remain an inpatient requiring neurological rehabilitation.  
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Liberty Protection Safeguards, when they come into effect, will provide an alternative 

mechanism for approving restriction of this cohort of young people, however this will only 

apply to children over the age of 16 and so there may remain an additional cohort of 

young people for whom CoP applications are required – as the key issue relates, not to 

age, but to how much the restrictions placed on the child differ from normal parental care 

 

Paediatrics 

In March 2021 a child was admitted to paediatrics with a significant food aversion and 
information was identified that the parents of the child had been in a domestically violent 
relationship for a prolonged period.  
 
During the child’s period of admission, it became apparent that the child had experienced 
neglect for most of their life and the impact of this was evident to clinicians on the ward. 
 
The Paediatric Link Nurse worked closely with the family, ward staff and multi-agency 
colleagues to support relationship building, admission support and discharge planning 
and the child was able to be discharged to a safe environment, with appropriate 
safeguarding frameworks in place and a multi-agency plan in place to ensure that they 
were protected from the ongoing impact of neglect and domestic abuse.  
 
This case was a catalyst for supporting staff on the ward to identify the impact of 
domestic abuse on parenting capacity and the multitude of ways that children can be 
harmed in this environment.  
 
The Paediatric Link Nurse received plaudits from nursing and medical staff for the 
support and insight she had offered throughout her involvement in this case and for the 
outcome she helped to secure for the child and their family.  
 
Maternity 
 
In Jan 2021 a Maternity patient attended for the birth of her child following significant 
multi-disciplinary and multi-agency work in the antenatal period to attempt to identify and 
mitigate risks presented by the mother. A background of mental health challenges, a 
reported traumatic brain injury and known previous incidents of assault against NHS staff 
presented the need to consider and plan for potential complications and difficulties in 
labour.  
 
Multiple meetings attended by the Interim Director of Midwifery, Security, Named Midwife 
Safeguarding Children, Mental Health Matron, Perinatal Mental Health Midwives, 
Children’s Social Care, Legal Representatives and Safeguarding Operational Lead 
Midwives facilitated the development of those plans.  
 
On their admission, this patient presented as challenging, requiring the input of 2 
midwives throughout her labour and the attendance and assessment by the Mental 
Health Liaison Team.  
 
Ultimately Police attendance was requested and officers utilised their powers under S46 
of the children’s Act (1989) to remove the baby from mother’s care in the immediate post 
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birth period, from where the child was accommodated by the Local Authority. The mother 
was discharged to family carers and with support from the Safeguarding Operational 
Lead Midwife was able to engage fully with her postnatal care.  
 
Fracture Clinic 
 
A child reviewed by Fracture Clinic in October 2020 was found to have suffered a 

fracture of concern which, on reviewing the notes, was felt not to have been escalated by 

another department.  

Appropriate action was taken by fracture clinic to escalate concerns and a multi-agency 

response initiated. On multi-disciplinary review the concerns were lowered to a level 

whereby the safety of the children in the care of their parents was no longer considered 

to be unachievable.  

A case review was held following this and identified that documentation from Oceano 

(Emergency Department System) did not provide clarity on safeguarding actions in some 

cases, remedial work was actioned and completed, and a review of potentially affected 

cases is ongoing 

Collaborative working – Child Health and ‘No Limits’ Youth Workers 

The ‘No Limits’ youth workers have been on site since February 2021 to provide support 
& advice to children and young people (CYP), aged 11-25 years, that come into the Trust 
through the Emergency Department.   
 
The youth workers will see any patient, regardless of presentation, although have ended 
up predominantly seeing CYP presenting due to mental health and complex social issues 
(including exploitation, crime and family breakdown).  Despite being based in the 
Emergency department, any ward/area can refer patients to them. 
 
This case demonstrates how invaluable the ‘No Limits’ Youth Workers are and the 
extraordinary outcomes that they can achieve in a short amount of time with highly 
vulnerable CYP: 
 
Child A is a 15-year-old boy, who lives at home with mother, stepfather and siblings.  He 
is under the CAMHS service but has disengaged and stopped taking medication for his 
mood disorder (diagnosis not clear).  His mother reports that he has a ‘Jekyll and Hyde’ 
personality.   
 
Child A attended the Children’s department for day surgery to fix a broken nose that was 
sustained during an altercation with travellers on a local estate.  Child A displayed 
challenging behaviour from admission as did not want surgery, was hungry and could not 
understand why he couldn’t go to theatre on full stomach despite rationale being given.    
 
Child A stormed off ward, shouting and swearing.  The security guards were called, and 
child A returned to ward talking calmly to security team.  Child A agreed with senior sister 
to talk to ‘No Limits’ team.  Child A engaged incredibly well with ‘No Limits’ youth worker 
and the time he spends with her revealed a number of concerns that he had.  These 
were rapidly explored with the youth worker and resulted in a number of outcomes, 
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including an action that he would contact his biological father to discuss an 
apprenticeship within his company when Child A finishes school and a frank discussion 
re potential dangers of being involved with the particular travelling family that he had 
been fraternizing with.   
 
The youth worker succeeded in making child A calm and focused, and he agreed to go to 
theatre as the youth worker advised that ‘there are worse things in life than a finger up 
your nose when asleep to improve outcome’. 
 
Although this case doesn’t directly refer to the actions of the safeguarding team, it is a 
prime example of the key roles that other agencies have and illustrates how important 
collaborative working is to ensure the safety of vulnerable people, be them CYP or 
adults. 
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Enc. 3a 3b 4  

Enc. 3a 3b  
Title of report BOARD RISK REGISTER 
Board / 
Committee 

QUALITY & PERFORMANCE COMMITTEE – 19th July 2021 
 

Executive lead Lois Howell – Director of Governance & Risk  
Liz Rix – Chief Nurse 

Author Ellie Lindop Deputy Director of Governance and Risk 

Date report 
written 

9th July 2021 

Action required Discussion / Approval – recommend Trust Board adopts updated Board Risk 
Register  
 

Executive 
summary 

The Board Risk register currently details 25 risks. Of these risks the 
rating is noted as: 
 

• One risk is rated at 20 (2120) Risk of patient intentional or accidental 
patient self-harm if PODs are kept in unlocked lockers 

• Eight risks are currently rated at 16 

• Eleven risks are rated at 12 

• Four risks rated at 9 

• One risk rated at 8 
 

Two new risks added to the register since the date of last reporting include: 

• Risk 2248 relating to the impact of Trust wide telephony issues 

• Risk 2210 relating to the risk of service interruption, poor patient 
experience & impact on working capital if Trust fails to control available 
resources 

 
Six risks have been closed on review as either no longer a risk or all actions 
complete and therefore the risk is no longer required to be held and monitored 
on the register. 

• Risk 2121 

• Risk 1444 

• Risk 1413 

• Risk 1916 

• Risk 1915 

• Risk 1451 
 
 

Appendices 
attached 

Appendix A – Board Risk Register 
 

Recommendations That the Quality & Performance Committee reviews the updated Board Risk 
Register with a view to recommending adoption by the Trust Board. 
 

Next steps The following actions will be taken after consideration of this report: 
a)  Presentation of Board Risk Register to Trust Board  
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Links to Corporate Objectives (Please ✓) 

 

 

 

 

 

 

 

 

 

 
✓ ✓ ✓ ✓ ✓ 

CQC Domains (Please ✓) 

Safe Effective Caring Responsive Well-Led 
✓ ✓ ✓ ✓ ✓ 

Links to Board 
Assurance 
Framework 

BAF8; BAF28; BAF33; BAF6; BAF29; BAF7; BAF1. 

Links to Corporate 
Risk Register 

Not applicable 

Compliance / 
Regulatory 
Implications 

Not applicable 

Quality Impact 
Assessment 

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

Equality Impact 
Assessment 

No equality implications. 
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Board Risk Register update  

The Board Risk register currently details 25 risks and current position has been reviewed and updated.  
 
In summary: 
 

• One risk is rated at 20 (2120) Risk of patient intentional or accidental patient self-harm if PODs are 
kept in unlocked lockers. Whilst initial supplies were purchased it has become evident that more are 
required 
 

 
 

• Eight risks are currently rated at 16; of these five relate to the whole Trust and relate directly to the 
impact of Covid-19 
 

 
 

• Eleven risks are rated at 12  
 

ID Title Specialty Rating (current) Additional actions planned Target Date

2120

Risk of patient intentional or 

accidental patient self harm if 

PODs are kept in unlocked 

lockers 

Whole Organisation 20

A summary of this review will go to TLT 

The patient safety team will be completing a 

Trust wide audit to identify how many of the 

current POD lockers require replacement so 

that a bid for capital funding can be progressed 

to replace or repair.

31/03/2022

ID Title Specialty Rating (current) Additional actions planned Target Date

2248
Impact of telephony issues 

Trust wide on patient care
Estates & Facilities 16

Daily reviews continue with escalations.

Engineers on site as required.
23/07/2021

2090

Mismanagement of patient 

care and experience in urgent 

care pathway due to high 

occupancy & poor flow within 

& beyond the Trust

Whole Division 16

Continued implementation of winter plan and 

Covid-19 actions.

Implementation of ambulance handover 

improvement plan continues.

Monitor ambulance holds weekly at ODG and 

TLT and report to NHSEI, CQC and CCG.

System conversations continue to improve.

Pilot projects in progress to improve the patient 

journey for care that does not require and acute 

response via ED

01/04/2022

2124

Potential risk of C-19 

transmission to patient 

and/or staff within the 

retained estate  due to 

inadequate ventilation

Whole Organisation 16

Comms cascade to ensure windows are opened 

routinely at mealtimes in all ward areas 3 times 

per day. Provide sufficient blankets to opm to 

ensure compliance with ventilation during 

winter months

01/04/2022

1869

Risk of patient harm arising 

from Trust inability to meet 

cumulative demand 

associated with Covid-19 

pandemic

Whole Organisation 16

Risk assessment for key services in preparation 

to resume provision. Although delivery against 

the approved recovery plan is broadly on track, 

the further course of the pandemic is not yet 

known and it would be premature to reduce the 

rating of this risk at this time.

01/04/2022

1683

Risk of patient harm or 

mismanagement of care 

during coronavirus outbreak 

causing an overcrowded 

hospital.

Whole Organisation 16

Compliance with all national guidance as 

published.

Additional capacity as part of the winter 

pressure plan 2020/21The Trust is facing a 

number of challenges associated with flow 

through the hospital arising from the effects of 

the pandemic in the hospital and beyond These 

include ambulance handover delays and 

delayed discharges.  The risk rating remains at 

12.

01/04/2022
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ID Title Specialty Rating (current) Additional actions planned Target Date

1535

Compromised care of 

patients with primary mental 

illness due to lack of 

specialist knowledge, 

provision and training.

Safeguarding 12

Specialist mental health matron to design 

mental health strategy and establishment 

requirements.

Business case to be submitted with support for 

OPM, A6/C5 and ED - first priority.

Role of Band 7s in MH nurses to define training 

strategy for Trust within Core 24 standard.

MH training has been suspended due to the 

second coronavirus wave- to recommence.

Dementia lead commenced in role Feb 2021

30/09/2021

651

Financial loss arising from 

cost of sourcing aseptic 

pharmacy services externally 

if PMU fails.

Pharmacy 12

Business case to be commenced December 

2020.

Review of aseptic services options for HIOW 

region and cost-benefit analysis underway (Q3, 

2020-21).

Funding for two pilots will be released in 2021 

and for a national roll out from 2022. It is 

uncertain whether HIOW will be included in the 

pilot scheme but HIOW region has registered an 

expression of interest.

31/03/2022

243

Inadequate local induction 

potentially impacting on 

patient safety and staff 

performance

Workforce & Organisational 

Development
12

Electronic reporting of completion to be 

introduced across the Trust in December.

December - electronic reporting and new local 

induction pack launched.  Will review in March 

2021 to demonstrate improvement with 

compliance.

01/04/2022

648

Risk of patient harm from 

prescribing, dispensing and 

administration errors due to 

lack of electronic prescribing 

system.

Pharmacy 12

NHSI funding secured in July 2020 and contract 

signed with software supplier (WellSky) in 

October 2020.  Ward roll out scheduled from 

April 2021.

Project implementation team in place, risk 

remains until system is commisioned.

31/12/2021

2125

Risk of patient harm if 

safeguarding responsibilities 

regarding neglect/ acts of 

omission are missed due to 

operational pressure

Whole Organisation 12

safeguarding service to review repeated 

staffing issues to establish threshold for 

reporting. 

Military staff and volunteers used to support in 

these areas. 

A full progress plan is available as to actions in 

response to demand.

30/09/2021

1583

Risk of poor patient 

experience if Trust has 

insufficient capital to 

maintain infrastructure

Whole Organisation 12

"Plans for 2021/22 under development. Scoping 

of capital needs underway to support longer 

term planning and prioritisation. The Trust 

awaits the release of the system capital 

allocation and is engaging with ICS  partners to 

agree its distribution, so that the priorities of 

the Trust can be progressed. 
01/04/2022

1682

Risk of service interruption 

due to Coronavirus outbreak 

causing reduced staffing level 

as a result of wellbeing 

impact. 

Workforce & Organisational 

Development
12

Wellbeing Support in place and sickness has 

returned to “normal” levels and no increase in 

turnover.

Continue to monitor situation should 3rd wave 

impact.

  

30/11/2022

230

Risk of staff injury due to 

exposure to violent or 

threatening behaviour from 

patients, visitors, public

Workforce & Organisational 

Development
12

Regular reporting to TLT and Security Advisory 

Group 

Security Manager follow up on incidents of 

violence with appropriate sanction 

Ongoing liaision with Police to support 

prosecution as appropriate 

Campaign being relaunched later this year as 

part of NHS People plan.

01/04/2022

1664

Risk of sub optimal care for 

children & young people if 

we cannot provide required 

psych specialist (Responsible 

Clinician).

Mental Health 12

Richard Brown is working with CCG 

commissioners on a proposal which would see a 

joint RC post across UHS and PHU.  

Potential candidate willing to take that post 

from August.  

31/12/2021

2123

Risk to patient safety if staff 

are working outside of their 

scope of practice and in 

unfamiliar clinical areas

Whole Organisation 12

Virtual training opportunities to be enhances. 

Core number of nurses to remain consistent in 

areas. Recirculate message from CNO around 

''best endeavours". Staff encourage to escalate 

safety concerns linked to scope of practice. 

Continue to strive for funded staffing 

establishment.

30/09/2021

1971

Risk toTrust 

reputation/regulatory 

position if 85% compliance 

with safeguarding level 3 

training is not achieved and 

sustained.

Whole Organisation 12

Learning and Development have provided 

Divisions with the names of staff who are non 

compliant and a trajectory of how many staff 

are needed to reach compliance

Eight e-learning opportunities via ESR have 

been available to frontline staff and advertised 

widely throughout the COVID period  

Safeguarding Board courses have been 

advertised with low uptake 

An action plan must now be implemented to 

address to include 

Face to face sessions to be converted to virtual 

learning to improve attendance and counteract 

the low numbers available to staff due to 

COVID restrictions  

Head of Safeguarding (HoS) to meet with each 

Divisional Lead to undertake a repeat of the 

training needs analysis to ensure correct staff 

are recorded for training

HoS and Divisional Nurse Director for 

Networked Services to meet with the Head of 

Learning and Development to review ESR 

30/09/2021
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• Four risks are rated at 9 
 

 
 

• One risk is rated at 8 
 

 
 
Two new risks added to the register since the date of last reporting include: 
 

• Risk 2248 relating to the impact of Trust wide telephony issues 
 

 

ID Title Specialty Rating (current) Additional actions planned Target Date

1110

Inadequate provision of adult 

safeguarding supervision for 

staff may lead to poor 

decision making and patient 

harm.

Safeguarding 9

Supervision arrangements to be introduced in 

adult areas as per child.

New adult safeguarding lead to be assigned 

responsibility for area of work.

2 safeguarding adult specialist are attending a 2 

day clinical supervision training on 18 and 19 

Feb 2021 to prepare them for supervising front 

line colleagues 

30/09/2021

652

Poor patient experience and 

risk of harm due to 

Insufficient POD lockers for 

Trust-wide Self-medication 

results in delay to meds

Pharmacy 9

Spec for new lockers to be approved and 

established Trust-wide followed by inventory 

and survey of Trust wide locker status.

Individual clinical areas to be then set an action 

plan to resolve.

POD locker stakeholder working group 

established and met in September 2020 to 

agree minimum standards for future POD locker 

procurement. Follow-up meeting delayed due 

to Covid escalation.

Target date revised from 31Dec20 to 31Mar2021 

to allow time for drafting and approval of Trust 

policy for procurement of POD lockers.

31/03/2022

699

Risk of patients being harmed 

by their medicines due to 

PHT partial compliance with 

NICE guidance NG5.

Pharmacy 9

Much of this will be resolved with the 

introduction of an EPMA system and a separate 

software system to enable refer of patients to 

community pharmacists for follow up with their 

medicines post-discharge: Pharmoutcomes.

PharmOutcomes software system is licensed by 

NHSE on behalf of acute Trusts for referral of 

patients with complex or high-risk medication 

regimens to community pharmacies for follow 

up. An ICE to PharmOutcomes interface (via 

Minestrone) has now been established 

(09Nov2020).

PHU Information Governance Team and 

Contracts Team are not satisfied that the Trust 

is fully indemnified against a data breach due to 

negligence by PharmOutcomes. This has been 

escalated to NHSE in November 2020 and 

resolution is awaited.

01/10/2021

1482

Service interruption due to 

inability to provide bespoke 

IV chemotherapy products 

due to failure of Pharmacy 

Manufacturing Unit.

Pharmacy 9

Full scale review of PMU facility for refurbish / 

rebuild in liaison with NHSE.

Business case to be commenced December 

2020.

Review of aseptic services options for HIOW 

region and cost-benefit analysis underway (Q3, 

2020-21).The second report of the national 

aseptic services review was published on 30 

October 2020. The NHS will invest in 

consolidated aseptic services provided from 

regional hubs. Funding for two pilots will be 

released in 2021 and for a national roll out from 

2022. It is uncertain whether HIOW will be 

included in the pilot scheme but HIOW region 

has registered an expression of interest.

01/04/2022

ID Title Specialty Rating (current) Additional actions planned Target Date

2122

Risk to patient safety if there 

is reduced reporting of harm 

events occurring in in-patient 

areas as a consequence of 

pandemic

Whole Organisation 8

Further strengthen SOP created for Red flags. 

Simplify Datix templates. Triangulate reporting 

with safe care. Develop assurance process to 

understand impact of actions

30/09/2021

ID Title Specialty Rating (current) Additional actions planned Target Date

2248
Impact of telephony issues 

Trust wide on patient care
Estates & Facilities 16

Daily reviews continue with escalations.

Engineers on site as required.
23/07/2021
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• Risk 2210 relating to the risk of service interruption, poor patient experience & impact on working 
capital if Trust fails to control available resources 
 

 
 
Six risks have been closed on review as either they are no longer a risk, or all actions have been completed 
and therefore the risk is no longer required to be held and monitored on the register. 

• Risk 2121 

• Risk 1444 

• Risk 1413 

• Risk 1916 

• Risk 1915 

• Risk 1451 
 
Risk management monitoring continues as part of the Quality, Safety and Patient Experience Group which 

replaced the Quality Delivery Group and the Quality Assurance Committee in July 2021. 

 

 

ID Title Specialty Rating (current) Additional actions planned Target Date

2210

Risk of service interruption, 

poor patient experience & 

impact on working capital if 

Trust fails to control available 

resources

Finance 16

Prime actions agreed by TLT:  

•Specific focus on workforce to ensure 

alignment to agreed establishment needed for 

operational demands

•Review of continuing COVID costs, and where 

appropriate, instigate plans to exit these costs

•Re-mobilisation of cost improvement planning 

01/04/2022
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Corporate Risk Register_KH

ID Title Specialty Risk Type Rating (current) Additional actions planned Risk level (Target) Target Date

1535

Compromised care of patients 

with primary mental illness due 

to lack of specialist knowledge, 

provision and training.

Safeguarding

Board Risk (Risk Management use only), 

Care Group Risk, Divisional Risk, Trust 

Wide Risk

12

Specialist mental health matron to design mental 

health strategy and establishment requirements.

Business case to be submitted with support for 

OPM, A6/C5 and ED - first priority.

Role of Band 7s in MH nurses to define training 

strategy for Trust within Core 24 standard.

MH training has been suspended due to the second 

coronavirus wave- to recommence.

Dementia lead commenced in role Feb 2021

Moderate 30/09/2021

651

Financial loss arising from cost 

of sourcing aseptic pharmacy 

services externally if PMU fails.

Pharmacy
Board Risk (Risk Management use only), 

Divisional Risk
12

Business case to be commenced December 2020.

Review of aseptic services options for HIOW region 

and cost-benefit analysis underway (Q3, 2020-21).

Funding for two pilots will be released in 2021 and 

for a national roll out from 2022. It is uncertain 

whether HIOW will be included in the pilot scheme 

but HIOW region has registered an expression of 

interest.

Moderate 31/03/2022

2248
Impact of telephony issues Trust 

wide on patient care
Estates & Facilities

Board Risk (Risk Management use only), 

Trust Wide Risk
16

Daily reviews continue with escalations.

Engineers on site as required.
Moderate 23/07/2021

243

Inadequate local induction 

potentially impacting on patient 

safety and staff performance

Workforce & Organisational 

Development

Board Risk (Risk Management use only), 

Divisional Risk, Trust Wide Risk
12

Electronic reporting of completion to be introduced 

across the Trust in December.

December - electronic reporting and new local 

induction pack launched.  Will review in March 2021 

to demonstrate improvement with compliance.
Low 01/04/2022

1110

Inadequate provision of adult 

safeguarding supervision for 

staff may lead to poor decision 

making and patient harm.

Safeguarding
Board Risk (Risk Management use only), 

Trust Wide Risk
9

Supervision arrangements to be introduced in adult 

areas as per child.

New adult safeguarding lead to be assigned 

responsibility for area of work.

2 safeguarding adult specialist are attending a 2 day 

clinical supervision training on 18 and 19 Feb 2021 

to prepare them for supervising front line colleagues 

Low 30/09/2021
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2090

Mismanagement of patient care 

and experience in urgent care 

pathway due to high occupancy 

& poor flow within & beyond 

the Trust

Whole Division Board Risk (Risk Management use only) 16

Continued implementation of winter plan and Covid-

19 actions.

Implementation of ambulance handover 

improvement plan continues.

Monitor ambulance holds weekly at ODG and TLT 

and report to NHSEI, CQC and CCG.

System conversations continue to improve.

Pilot projects in progress to improve the patient 

journey for care that does not require and acute 

response via ED

Moderate 01/04/2022

652

Poor patient experience and risk 

of harm due to Insufficient POD 

lockers for Trust-wide Self-

medication results in delay to 

meds

Pharmacy
Board Risk (Risk Management use only), 

Divisional Risk, Trust Wide Risk
9

Spec for new lockers to be approved and established 

Trust-wide followed by inventory and survey of 

Trust wide locker status.

Individual clinical areas to be then set an action plan 

to resolve.

POD locker stakeholder working group established 

and met in September 2020 to agree minimum 

standards for future POD locker procurement. 

Follow-up meeting delayed due to Covid escalation.

Target date revised from 31Dec20 to 31Mar2021 to 

allow time for drafting and approval of Trust policy 

for procurement of POD lockers.

Very low 31/03/2022

2124

Potential risk of C-19 

transmission to patient and/or 

staff within the retained estate  

due to inadequate ventilation

Whole Organisation Board Risk (Risk Management use only) 16

Comms cascade to ensure windows are opened 

routinely at mealtimes in all ward areas 3 times per 

day. Provide sufficient blankets to opm to ensure 

compliance with ventilation during winter months

Moderate 01/04/2022

1869

Risk of patient harm arising from 

Trust inability to meet 

cumulative demand associated 

with Covid-19 pandemic

Whole Organisation Board Risk (Risk Management use only) 16

Risk assessment for key services in preparation to 

resume provision. Although delivery against the 

approved recovery plan is broadly on track, the 

further course of the pandemic is not yet known and 

it would be premature to reduce the rating of this 

risk at this time.

Low 01/04/2022

648

Risk of patient harm from 

prescribing, dispensing and 

administration errors due to lack 

of electronic prescribing system.

Pharmacy
Board Risk (Risk Management use only), 

Divisional Risk, Trust Wide Risk
12

NHSI funding secured in July 2020 and contract 

signed with software supplier (WellSky) in October 

2020.  Ward roll out scheduled from April 2021.

Project implementation team in place, risk remains 

until system is commisioned.

Very low 31/12/2021

2125

Risk of patient harm if 

safeguarding responsibilities 

regarding neglect/ acts of 

omission are missed due to 

operational pressure

Whole Organisation Board Risk (Risk Management use only) 12

safeguarding service to review repeated staffing 

issues to establish threshold for reporting. 

Military staff and volunteers used to support in 

these areas. 

A full progress plan is available as to actions in 

response to demand.

Moderate 30/09/2021
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1683

Risk of patient harm or 

mismanagement of care during 

coronavirus outbreak causing an 

overcrowded hospital.

Whole Organisation
Board Risk (Risk Management use only), 

Trust Wide Risk
16

Compliance with all national guidance as published.

Additional capacity as part of the winter pressure 

plan 2020/21The Trust is facing a number of 

challenges associated with flow through the hospital 

arising from the effects of the pandemic in the 

hospital and beyond These include ambulance 

handover delays and delayed discharges.  The risk 

rating remains at 12.

Moderate 01/04/2022

2120

Risk of patient intentional or 

accidental patient self harm if 

PODs are kept in unlocked 

lockers 

Whole Organisation Board Risk (Risk Management use only) 20

A summary of this review will go to TLT 

The patient safety team will be completing a Trust 

wide audit to identify how many of the current POD 

lockers require replacement so that a bid for capital 

funding can be progressed to replace or repair.

Moderate 31/03/2022

699

Risk of patients being harmed by 

their medicines due to PHT 

partial compliance with NICE 

guidance NG5.

Pharmacy

Board Risk (Risk Management use only), 

Divisional Risk, Local Risk, Trust Wide 

Risk

9

Much of this will be resolved with the introduction 

of an EPMA system and a separate software system 

to enable refer of patients to community 

pharmacists for follow up with their medicines post-

discharge: Pharmoutcomes.

PharmOutcomes software system is licensed by 

NHSE on behalf of acute Trusts for referral of 

patients with complex or high-risk medication 

regimens to community pharmacies for follow up. 

An ICE to PharmOutcomes interface (via 

Minestrone) has now been established (09Nov2020).

PHU Information Governance Team and Contracts 

Team are not satisfied that the Trust is fully 

indemnified against a data breach due to negligence 

by PharmOutcomes. This has been escalated to 

NHSE in November 2020 and resolution is awaited.

Low 01/10/2021

1583

Risk of poor patient experience 

if Trust has insufficient capital to 

maintain infrastructure

Whole Organisation Board Risk (Risk Management use only) 12

"Plans for 2021/22 under development. Scoping of 

capital needs underway to support longer term 

planning and prioritisation. The Trust awaits the 

release of the system capital allocation and is 

engaging with ICS  partners to agree its distribution, 

so that the priorities of the Trust can be progressed. Moderate 01/04/2022

1682

Risk of service interruption due 

to Coronavirus outbreak causing 

reduced staffing level as a result 

of wellbeing impact. 

Workforce & Organisational 

Development

Board Risk (Risk Management use only), 

Trust Wide Risk
12

Wellbeing Support in place and sickness has 

returned to “normal” levels and no increase in 

turnover.

Continue to monitor situation should 3rd wave 

impact.

  

Moderate 30/11/2022
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2210

Risk of service interruption, 

poor patient experience & 

impact on working capital if 

Trust fails to control available 

resources

Finance Board Risk (Risk Management use only) 16

Prime actions agreed by TLT:  

•Specific focus on workforce to ensure alignment to 

agreed establishment needed for operational 

demands

•Review of continuing COVID costs, and where 

appropriate, instigate plans to exit these costs

•Re-mobilisation of cost improvement planning 

Moderate 01/04/2022

2061

Risk of staff contracting 

Coronavirus whilst caring for, or 

in contact with, Covid-19 

positive patients 

Whole Organisation Board Risk (Risk Management use only) 16

Roll-out of twice weekly asymptomatic testing for 

the virus for all individuals in patient-facing roles 

across the organisation.

Moderate 01/04/2022

230

Risk of staff injury due to 

exposure to violent or 

threatening behaviour from 

patients, visitors, public

Workforce & Organisational 

Development

Board Risk (Risk Management use only), 

Trust Wide Risk
12

Regular reporting to TLT and Security Advisory 

Group 

Security Manager follow up on incidents of violence 

with appropriate sanction 

Ongoing liaision with Police to support prosecution 

as appropriate 

Campaign being relaunched later this year as part of 

NHS People plan.

Moderate 01/04/2022

1664

Risk of sub optimal care for 

children & young people if we 

cannot provide required psych 

specialist (Responsible Clinician).

Mental Health
Board Risk (Risk Management use only), 

Care Group Risk, Divisional Risk
12

Richard Brown is working with CCG commissioners 

on a proposal which would see a joint RC post across 

UHS and PHU.  

Potential candidate willing to take that post from 

August.  

Moderate 31/12/2021

2126

Risk of transmission of C-19 to 

both patients and staff due to 

transfer, mixing, placement & 

spacing during excessive 

demand

Whole Organisation Board Risk (Risk Management use only) 16

Pull model for flow led by Divisions, enabling to be 

situated in the right place.

RCA to identify learning for nosocomial infections 

where this has been a contributing factor.

Establish closer link between Ops centre and IPC 

teams to share expert knowledge and reduce 

avoidable nosocomial infections. Implement 

ongoing audit programme to identify improvements 

to practice

Moderate 01/04/2022

2123

Risk to patient safety if staff are 

working outside of their scope 

of practice and in unfamiliar 

clinical areas

Whole Organisation Board Risk (Risk Management use only) 12

Virtual training opportunities to be enhances. Core 

number of nurses to remain consistent in areas. 

Recirculate message from CNO around ''best 

endeavours". Staff encourage to escalate safety 

concerns linked to scope of practice. Continue to 

strive for funded staffing establishment.

Moderate 30/09/2021

2122

Risk to patient safety if there is 

reduced reporting of harm 

events occurring in in-patient 

areas as a consequence of 

pandemic

Whole Organisation Board Risk (Risk Management use only) 8

Further strengthen SOP created for Red flags. 

Simplify Datix templates. Triangulate reporting with 

safe care. Develop assurance process to understand 

impact of actions

Moderate 30/09/2021
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1971

Risk toTrust 

reputation/regulatory position if 

85% compliance with 

safeguarding level 3 training is 

not achieved and sustained.

Whole Organisation Board Risk (Risk Management use only) 12

Learning and Development have provided Divisions 

with the names of staff who are non compliant and 

a trajectory of how many staff are needed to reach 

compliance

Eight e-learning opportunities via ESR have been 

available to frontline staff and advertised widely 

throughout the COVID period  

Safeguarding Board courses have been advertised 

with low uptake 

An action plan must now be implemented to 

address to include 

Face to face sessions to be converted to virtual 

learning to improve attendance and counteract the 

low numbers available to staff due to COVID 

restrictions  

Head of Safeguarding (HoS) to meet with each 

Divisional Lead to undertake a repeat of the training 

needs analysis to ensure correct staff are recorded 

for training

HoS and Divisional Nurse Director for Networked 

Services to meet with the Head of Learning and 

Development to review ESR capture

Moderate 30/09/2021

1482

Service interruption due to 

inability to provide bespoke IV 

chemotherapy products due to 

failure of Pharmacy 

Manufacturing Unit.

Pharmacy

Board Risk (Risk Management use only), 

Care Group Risk, Divisional Risk, 

Specialty Risk

9

Full scale review of PMU facility for refurbish / 

rebuild in liaison with NHSE.

Business case to be commenced December 2020.

Review of aseptic services options for HIOW region 

and cost-benefit analysis underway (Q3, 2020-

21).The second report of the national aseptic 

services review was published on 30 October 2020. 

The NHS will invest in consolidated aseptic services 

provided from regional hubs. Funding for two pilots 

will be released in 2021 and for a national roll out 

from 2022. It is uncertain whether HIOW will be 

included in the pilot scheme but HIOW region has 

registered an expression of interest.

Low 01/04/2022
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Appendix A: Agenda 

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

 

Integrated Performance Report 

 
The Integrated Performance Report was considered by the Committee under agenda item 083.21.  

 
Agenda 
item 

Items of note: 

081.21 Lead Executive summary 

 
The position for month two had been similar to the previous one; unplanned spending related to the exit 
from the pandemic was expected to be met by income from the Elective Recovery Fund. However, this 
source would not be available for the second half of 2021 – 22, resulting in a review of the funded 
workforce establishment to plan for this circumstance. In addition, the fact that expenditure on staff had 
exceeded plans necessitated the revisiting of the Cost Improvement Programme to ensure that 
efficiencies were found and that delivery of them commenced in the first half of the financial year.  
 
The Director of Procurement had retired, with the leadership for the area being considered as a result. 
This potentially involved the creation of a more collaborative model for the service which would facilitate 
its reach across the organisation.   

 

082.21 Investment 

 
The Trust had reviewed its nursing staff capacity in line with the recommendations from the Francis 
Report. This had arrived at a figure of 44 full time equivalent posts (costing £1.65 million over the 
remainder of 2021 – 22) that were required to be added to the workforce establishment. This had already 
been reviewed and agreed by the Workforce and Organisational Development Committee as well as Trust 
Leadership Team.  
 
The Committee  also approved the extension of insourcing for endoscopy into the second quarter of 2021 
– 22. Governance was ensuring that any external providers were using equipment supplied by the Trust 
appropriately, with quality consideration also considered using the same processes.   

 

Enclosure Number 

7 

 

Page 237 of 253



 
 

 

Agenda 
item 

Items of note: 

083.21 Finance  

 
The Trust was currently proceeding on the basis that it would achieve a break-even position over the first 
six months of 2021 – 22. The income from the Elective Recovery Fund had been revised from £7.6 million 
to £12.9 million as a result of the accelerator element; however, this was subject to performance across 
the Integrated Care System. The pressure on pay was the subject of considerable activity, with divisions 
being consulted on the actions driving any inflationary trends or management response required. 
Delivering Excellence was also informing the development of the function, with key metrics being 
compiled to provide an insight on performance.  

084.21 Investment 

 
The major infrastructure projects were the subject of considerable planning activity. The completion date 
for the outpatients’ pharmacy had been revised from July to September 2021 given the national demands 
being experienced by the provider. The North Public Car Park date had also been confirmed as moving 
from November 2021 to February 2022. Meanwhile, the modular wards were progressing well with 
building materials presently arriving on site. A revised programme for this project should allow for 
installation of the facility before winter pressures commenced later in the year.  
 
Regarding the North Public Car Park, all pre-construction permissions had now been secured. The related 
Travel and Transport Plan had been updated and was being taken through the Trust’s governance 
procedures.  

 
The Outline Business Case for the work on the Emergency Department (Building Better Emergency Care) 
was also discussed. This would be scheduled for presentation to the Committee on 20th July 2021 and is 
included on the Trust Board agenda as item 072.21.   

085.21 Infrastructure 
 
The key risks identified by the estates and facilities focused primarily on the delivery of a safe, clean and 
compliant hospital. This was underpinned by the Estate Strategy which had been approved by Trust Board 
on 29th January 2020. The Space Utilisation Group had also been established to develop the most 
effective deployment of the estate. Key developments (e.g. modular ward, new Emergency Department) 
had further impact on the function’s work. 
 
The Committee would also continue to monitor the depreciation of assets within the Trust to ensure the 
values involved were kept consistent, rather than peaking in a manner which necessitated excessive 
expenditure.  

 
 

Agenda 
item 

Items for escalation to the Trust Board: 

084.21 The Outline Business Case for Building Better Emergency Care is on the Trust Board agenda. 

 
Agenda 
item 

Recommendations: 

 Not on this occasion. 
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FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Tuesday 22nd June 2021  
1.00pm – 4.00pm  

Via Microsoft Teams 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

077.21 Welcome and apologies Noting No 13.00 Chair 

078.21 Conflicts of interest Noting No 13.02 Chair 

079.21 Minutes from 18th May 2021 Approval Yes 13.05 Chair 

080.21 Action log from 18th May 2021 Discussion/ 
decision 

Yes 13.10 Chair 

081.21 Lead Executive summary Discussion/ 
Noting 

Yes 13.15 CFO 

Key items for consideration & approval 

082.21 Investment 
1. Business Case Review Sub-Committee
2. Acuity and dependency staffing review
3. Endoscopy insourcing contract
4. Brady pacemakers contract

Approval 

Noting 

Approval 

Approval 

Yes 
Yes 
Yes 
Yes 

13.30 
DSP 
DSP 
COO 
COO 

Items for discussion or noting 

083.21 Finance 
1. 2021/22 Month 2 financial performance

Discussion/ 
Noting 

Yes 
14.30 

ADOF 

084.21 Investment 
1. Building Better for the Future: QAH major projects

monitoring and assurance
2. North Public Car Park expansion – progress update

Discussion/ 
Noting 

Yes 
15.15 

CD 

CD 

085.21 Infrastructure 
Strategy, Performance and Risk 

1. Estates, Facilities and PFI quarterly update

Discussion/ 
Noting 

Yes 

15.40 

DOEFP 

086.21 Sub Committee feedback - for noting 

• Capital Priorities Group

• Commercial Steering Group

• IT Committee

• Procurement Steering Group

Discussion/ 
Noting 

Yes 
Yes 
Yes 
Yes 

FD 
CD 
DSP 
ADOP 

087.21 Committee Administration 
1. Review of Committee effectiveness
2. Receipt of Board Assurance Framework and work

plan

Decision/ 
Noting 

Yes 
15.50 

Chair 

088.21 Additions to the Board Assurance Framework and/or 
Risk Register and for referring to the Audit Committee 

Decision Yes 15.55 Chair 

089.21 Any other business Discussion No Chair 

090.21 Items to be raised with the Trust Board Decision No Chair 

091.21 Date of next meeting: Tuesday 20th July 2021 (1.00pm – 4.00pm), E Level Boardroom 
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Committee: FINANCE AND INFRASTRUCTURE COMMITTEE 

Date of Meeting: 20TH JULY 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 28TH JULY 2021  

Chair: CHRISTINE SLAYMAKER – NON-EXECUTIVE DIRECTOR 

Lead Officer: MARK ORCHARD – CHIEF FINANCIAL OFFICER 

Agenda Item 
Number: 

076.21 

  

Appendix A: Agenda 

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

 

Integrated Performance Report 

 
The Integrated Performance Report was considered by the Committee under agenda item 098.21.  

 
Agenda 
item 

Items of note: 

096.21 Lead Executive summary 
 
An internal incident relating to telecommunications had resulted from a power surge on 30th June 2021. 
The equipment involved had been on risk register previously; however, the latest episode had 
compromised the Trust’s telephony for a considerable period. Since this time, additional capacity had 
been put in place to mitigate the issues arising. In addition, ISDN lines would be activated on 21st July 
2021 to provide a further increase in the system’s capability. In the longer term, a three-year project to 
replace the switchboard would be accelerated with the most critical component parts to be received by 
October 2021. The matter would also be reported to PFI Liaison Committee on 2nd August 2021 (which 
would also provide periodic updates on the upgrade) 
 
The Board Assurance Framework was being updated and would be presented to Trust Board on 29th 
September 2021. This would incorporate the various discussions that had been conducted regarding 
financial strategic risks (e.g. breakeven position for 2021 – 22, leadership capacity).   
 

097.21 Investment 
 
Business Case Review Sub-Committee: The Laboratory Information Management System would submit 
its full business case to the Committee on 17th August 2021. This would include cash-releasing and non-
cash releasing methods and the implementation of the system which would be shared across several 
organisations.  
 
Building Better Emergency Care had been the subject of three dedicated meetings of the Sub-Committee 
prior to its consideration at this meeting of Finance and Infrastructure Committee. This had allowed 
detailed oversight and analysis, with the case including peripheral elements as well as core aspects. The 
resulting Outline Business Case was recommended by the Committee for approval by Trust Board and is 
included on today’s agenda as item 072.21. 
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Agenda 
item 

Items of note: 

North Public Car Park expansion: The Committee recommended the business case for this project for 
approval at the private session of Trust Board on 28th July 2021. The associated costs for the Trust would 
be recovered via public parking receipts. The scheme was within the Trust’s approved delegated limits 
and therefore did not need further approval from NHS England and NHS Improvement. The proposals 
had been reviewed by the Business Case Review Sub-Committee had seen the proposals, which also 
included comprehensive fire safety measures.  
 

098.21 Finance  
 
The Trust had reported surplus of £22,000 for June 2021. As a result, the running deficit for 2021 - 22 
stood at £26,000. The main risks to a break-even position for the first six months of the financial year had 
been identified as the maximisation of income, receipt of support from the Elective Recovery Fund and 
costs related to expenditure on the pandemic. 
 
On the Elective Recovery Fund, the thresholds required to receive payment had been increased. 
However, the Trust was confident it could attain these revised standards. Operational needs were being 
balanced with the organisation’s financial position at Executive-led sessions; conclusions from this would 
be reported to Trust Leadership Team to assist with planning for the second half of 2021 – 22. The Trust 
had yet to receive notification on the regime for the last six months of 2021 – 22; however, it was 
anticipated that required standards to receive funding would become significantly more demanding.  
 

099.21 Investment 

 
The Deed of Variation for additional bed capacity had been approved. The modular wards for the ground 
floor of this project were on site and in the process of being installed.  
 
Regarding the Lloyds outpatients’ pharmacy, the fit out was set for October 2021 leading to a completion 
deadline of November. At present, any development regarding the ownership of Lloyds was not expected 
to have a material impact on the project. 
  

 
 

Agenda 
item 

Items for escalation to the Trust Board: 

097.21 The Committee recommended the Outline Business Case for Building Better Emergency Care to Trust 
Board for approval. 

 

097.21 The Committee recommended the North Public Car Park business case to Trust Board for approval. 

 
Agenda 
item 

Recommendations: 

 Not on this occasion. 
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FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Tuesday 20th July 2021  
1.00pm – 4.00pm  

Via Microsoft Teams 

Agenda 
Item no. 

Agenda Item Decision/ 
Discuss/ 
Approval/ 

Noting/ 
Information 

Encl. Time Lead 

092.21 Welcome and apologies Noting No 13.00 Chair 

093.21 Conflicts of interest Noting No 13.02 Chair 

094.21 Minutes from 22nd June 2021 Approval Yes 13.05 Chair 

095.21 Action log from 22nd June 2021 Discussion/ 
decision 

Yes 13.10 Chair 

096.21 Lead Executive summary Discussion/ 
Noting 

Yes 13.15 CFO 

Key items for consideration & approval 

097.21 Investment 
1. Business Case Review Sub-Committee
2. Building Better Emergency Care – Outline Business

Case
3. North Public Car Park expansion

Approval 

Approval 

Approval 

Yes 
Yes 

Yes 

13.30 
DSP 
CFO 

CFO/CD 

Items for discussion or noting 

098.21 Finance 
1. 2021/22 Month 3 financial performance (including

capital)

Discussion/ 
Noting 

Yes 
14.45 

ADoF 

099.21 Investment 
1. Building Better for the Future: QAH major projects

monitoring and assurance

Discussion/ 
Noting 

Yes 
15.15 

CD 

100.21 Sub Committee feedback - for noting 

• Capital Priorities Group

• Commercial Steering Group

• Procurement Steering Group

Discussion/ 
Noting 

Yes 
Yes 
Yes 

15.40 
FD 
CD 
FD 

101.21 Committee Administration 
1. Review of Committee effectiveness (including terms

of reference)

Decision/ 
Noting 

Yes 
15.50 

Chair 

102.21 Additions to the Board Assurance Framework and/or 
Risk Register and for referring to the Audit Committee 

Decision Yes 15.55 Chair 

103.21 Any other business Discussion No Chair 

104.21 Items to be raised with the Trust Board Decision No Chair 

105.21 Date of next meeting: Tuesday 17th August 2021 (1.00pm – 4.00pm) 
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Committee: AUDIT COMMITTEE 

Date of Meeting: 7TH JUNE 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 28TH JULY 2021 

Chair: DAVID PARFITT – NON-EXECUTIVE DIRECTOR 

Lead Officer: LOIS HOWELL – DIRECTOR OF GOVERNANCE AND RISK 

Agenda Item 
Number: 

079.21 

Appendix 1: Agenda 

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

Agenda 
item 

Items of particular note: 

054.21 Annual Report and Accounts 2020-21 

The Committee reviewed the latest draft of the Annual Report and Accounts and agreed the 
process to be followed for making any further amendments. 

Subject to the amendments agreed in the meeting and any further amendments required, 
following the agreed process, the Committee approved the Annual Report & Accounts for the 
year ended 31st March 2021 using the authority delegated to it by the Board. 

055.21 External Audit – report to those charged with governance 

The Committee received Ernst & Young’s 2020-21 Audit Results Report, noting that certain 
audit work was to be completed.  The auditors reported that they anticipated issuing an 
unqualified audit opinion on the Trust’s accounts.  It was noted that their report on Value for 
Money was in the course of preparation and was not, therefore, available for review by the 
Committee.   The auditors did, however, inform the Committee that they anticipated issuing an 
unqualified report on their Value for Money work. 

It was noted that the final opinion (including their Value for Money conclusions) will not have 
been considered by the Committee or the Board prior to national submission and publication. 

057.21 Meeting Administration 

The Committee noted the District Valuer’s update of their 2020 valuation of the Trust’s  land 
and buildings – it is an interim update and a full review will be carried out in 2024. 

Enclosure Number 

8 
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AUDIT COMMITTEE 

Monday 7th June 2021 
09:00 – 10:30  

Via Microsoft Rooms 

A G E N D A 

Item No. Time Item Enclosure 
No. 

Presented 
by 

051.21 09.00 
Welcome, apologies for absence, declaration of 
interests  

N Chair 

052.21 09.05 Minutes from 10th May 2021 1 Chair 

053.21 09.10 Action Log from 10th May 2021 2 Chair 

054.21 09.20 Annual Report and Accounts 2020 – 21 3 DGR 

055.21 09.50 
External audit – report to those charged with 
governance 

4 
Ernst & 
Young 

056.21 10.10 Land and buildings valuation 2020 – 21 5 HFA 

057.21 10.20 
Meeting administration 

1. Receipt of Board Assurance Framework
2. Work programme 2020 – 21

6 Chair 

058.21 10.25 

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 

059.21 
Referrals from other committees and / or Trust 
Board 

N DGR 

060.21 Any other business N Chair 

Date of next meeting: Monday 12th July 2020, 09:00, E Level Boardroom, Education Centre, Queen 
Alexandra Hospital 
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Committee: AUDIT COMMITTEE  

Date of Meeting: 12TH JULY 2021 

Meeting Receiving 
Report: 

TRUST BOARD – 28TH JULY 2021 

Chair: DAVID PARFITT – NON-EXECUTIVE DIRECTOR 

Lead Officer: MARK ORCHARD – CHIEF FINANCIAL OFFICER 

Agenda Item 
Number: 

079.21 

 
 

Appendix A: Agenda 

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

 
Agenda 
item 

Items of particular note: 

064.21 Internal audit – progress report 

Four audits were completed in the reporting period. Of these, one (vaccinations) resulted in a  
‘substantial assurance’ opinion, two (28-day cancer standard and CQC findings) ‘reasonable assurance’ 
and one (medical staff leave) ‘limited assurance’ opinions. 

On medical staff leave, Internal Audit reported that the transfer of data to Health Roster during the 
pandemic had been identified as a major source for issues regarding accurate data. This had potential 
implications for workforce matters, the accuracy of the Trust’s annual leave central staff records and 
potentially hindered the Trust’s staff planning. As a result, it requires consideration by both the Quality 
& Performance Committee and the Workforce & Organisational Design Committee. 

 

065.21 Internal audit – Annual Report 2020 – 21 (including Head of Internal Audit opinion) 

The Annual Report confirmed the overall of ‘reasonable assurance’ opinion for the year which had been 
incorporated into the Trust’s Annual Report. 

 

066.21 

 

Internal audit – recommendations tracking 

The Committee emphasised the importance of ensuring that the incoming Interim Director of 
Governance and Risk had oversight of this area upon her arrival on 2nd August 2021, as part of an 
effective handover with the substantive postholder on secondment. 

 

068.21 External auditor’s annual letter 

This was presented in its new format, which included the new and more extensive value for money 
report  The auditors gave an unqualified opinion on the Trust’s Annual Report and Accounts 2020/21. 
The value for money report did not identify any significant risks or weaknesses. 
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Agenda 
item 

Items of particular note: 

  

069.21 Counter fraud – Fraud and Corruption Strategy 

The strategy had been prepared, in line with the Government’s functional standard. It was aligned with 
its national counterpart and been agreed with the Chief Financial Officer. Within it, the risks and 
challenges facing the organisation were identified, as well as the current position alongside possible 
future issues which may be faced. This information was then used to formulate a series of objectives 
for the next three years.   

In addition, Counter Fraud formally presented their report on 2020/21 which did not identify any new 
issues and on Q1 2021/22 which contained no matters requiring reporting to the Board. 

 

072.21 Audit Committee annual report to Trust Board 

The Audit Committee agreed its self-assessment on its 2020/21 activities and considered its Terms of 
Reference. This will be reported to the Trust Board on 29th September 2021. 

 

073.21 Whistleblowing arrangements 

After discussion on the Trust’s Freedom to Speak Up arrangements, as well as other methods of raising 
concerns, the Committee concluded that arrangements were satisfactory and fully operational and that 
no additional work needed to be undertaken by the Committee.  

 

 

 
Agenda 
item 

Items for escalation to the Trust Board: 

 Not on this occasion. 

 
Agenda 
item 

Recommendations: 

 Not on this occasion. 
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AUDIT COMMITTEE 

Monday 12th July 2021 
09:00 – 12:00  

via Microsoft Teams 
 

A G E N D A 

 

 
Item No. Time Item Enclosure  

No. 
Presented 
by 

 
 

061.21 09.00 

 
Welcome, apologies for absence, declaration of 
interests  
 

 
N 

 
Chair 

062.21 09.05 Minutes from 7th June 2021 1 Chair 

063.21 09.10 
 
Action log from 7th June 2021 
 

2 Chair 

064.21 09.20 
 
Internal audit – progress report  
 

3 TIAA 

065.21 09.30 
Internal audit – Annual Report 2020 – 21 
(including Head of Internal Audit opinion) 

4 TIAA 

066.21 09.50 Internal audit – recommendations tracking 5 CFO 

067.21 10.00 TIAA client briefing notices 6 HFA 

068.21 10.10 External auditor’s annual letter 7 Ernst & Young 

069.21 10.20 Counter fraud – Fraud and Corruption Strategy 8 LCFS 

070.21 10.30 
 
Counter fraud – Annual Report 2020 – 21 

 
9 LCFS 

071.21 10.40 
 
Counter fraud – progress report quarter 1 
 

10 LCFS 

072.21 10.50 Audit Committee annual report to Trust Board 11 CFO 

073.21 11.00 Whistleblowing arrangements 12 CFO 

074.21 11.10 SFI compliance report 13 HFA 

075.21 11.20 Debt update and write off 14 HFA 

076.21 11.30 
NHS Shared Business Services Ltd – Auditor 
reports on controls 

14 HFA 

077.21 11.40 Meeting administration 15 Chair 
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078.21 11.50 

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 

079.21  
Referrals from other committees and / or Trust 
Board 

N DGR 

 
080.21  

 
Any other business 
 

 
N 

 
Chair 

 
Next meeting: Monday 11th October 2021, 09:00, E Level Boardroom 
 

  Meeting Close   

  Opportunity for private discussions with internal and external audit. 
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Executive Directors

Penny Emerit ✓ ✓ ✓ ✓ ✓ ✓ ✓

Anoop Chauhan ✓ ✓ ✓ ✓ ✓ ✓

Nicole Cornelius ✓ ✓ ✓ ✓ ✓ ✓ ✓

Chris Evans ✓ ✓ ✓ ✓

Lois Howell ✓ ✓ ✓ ✓ ✓ ✓ ✓

John Knighton ✓ ✓ ✓ ✓ ✓ ✓ ✓

Mark Orchard ✓ ✓ ✓ ✓ ✓ ✓ ✓

Liz Rix ✓ ✓ ✓ ✓ ✓ ✓ ✓

Graham Terry ✓ ✓

Mark Cubbon ✓ ✓ ✓ ✓ ✓

Helen Bray ✓ ✓ ✓

Nigel Kee ✓ ✓

Non-Executive Directors

Melloney Poole ✓ ✓ ✓ ✓ ✓ ✓ ✓

Christine Slaymaker ✓ ✓ ✓ ✓ ✓ ✓ ✓

David Parfitt ✓ ✓ ✓ ✓ ✓ ✓ ✓

Gary Hay ✓ X ✓ ✓ ✓ ✓ ✓

Inga Kennedy ✓ ✓ X ✓ ✓ X X

Martin Rolfe ✓ ✓ ✓ ✓ ✓ ✓ ✓

Roger Burke-Hamilton ✓ ✓ ✓ ✓ ✓ ✓ ✓

Graham Galbraith ✓ ✓ ✓ ✓ ✓ ✓

Vivek Srivastara ✓ X ✓ ✓

Aswinkumar Vasireddy ✓ ✓ ✓ ✓

✓

X

Attended

Apologies given

TRUST BOARD ATTENDANCE RECORD
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