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1 Vision and Strategy 
 

1.1 Overview 

Portsmouth Hospitals NHS Trust aims to be recognised as one of the best acute providers in England.  The 

Integrated Business Plan sets out the strategy and plans to implement this vision and realise this ambition. 

Our vision 

Our vision to be recognised as one of the best acute hospitals in the country will comprise excellence in our 

care and our people. Underpinning how we operate is a set of shared values which are linked to the NHS 

Constitution and define the culture and environment we are seeking to create within the Trust. 

Our vision: 

• Best hospital 

• Best care 

• Best people 

 

Our values: 

• Quality of care 

• Respect and dignity 

• Working together 

• Value for money 

 

Best hospital: 

Our clinical services strategy is a key component to ensuring this. It summarises how we are transforming 

clinical services to realise our vision of recruiting the best people and providing the best care.  

Best care: 

• The Trust will deliver safe, high quality and effective care and be in the top 20% of our peers 

• The Trust will seek to partner other providers to ensure that the right people are providing the 

right care in the right place 

• Patients and GPs will consistently choose to use our services 

• patient pathways, models of care and patient experience will demonstrably be better than 

those of peers 

• Leading educational, Research and Development, third sector and commercial organisations 

will prefer to partner with the organisation because they know that the innovative approaches 

of the Trust can help them achieve their objectives 

 



Best People: 

• Our staff will be proud to work here and the Trust will have no difficulty in recruiting and 

retaining the best people 

The clinical services strategy of the Trust sets out how clinical services will be transformed to realise this 

vision, by: 

• Providing comprehensive and high quality healthcare for our local population of 650,000.  The 

strategy involves working with partners to redesign how care is delivered in line with the local health 

economy plan to deliver more integrated care services; 

• Building on existing areas of specialist expertise including minimally invasive surgery and specialist 

care in cardiology, diabetes, and stroke, provided to a population of approximately 1 million across 

Hampshire and West Sussex.  The strategy describes how the Trust will sustain and grow market 

share for elective services and grow our business in those areas where the Trust performs strongly 

• Further developing the existing Tertiary referral units in renal medicine, kidney transplantation and 

cancer services.  

In addition the Trust is building on its growing reputation as a centre for training (pre- and post-graduation 

for medical, nursing and other professions) and enhancing its reputation as a centre for research. 

1.2 Strategic Objectives 

In order to drive the delivery of its vision, five strategic objectives have been agreed.  These are 

incorporated into the Trust’s Integrated Governance Framework, and are summarised below: 

1. Deliver safe, high quality and effective care in the top 20% of peers 

 

 

a) Ensure all of our services achieve the highest standards of patient safety, outcomes and 

experience 

b) Improve further how we seek patient feedback at all stages of their treatment and care, ensuring 

that we listen to their comments and act on them 

c) Improve how we involve patients in their care and increase the choices we offer to patients 

about the care they receive, for example offering greater choice in the mode of dialysis, 

potentially leading to a higher number of patients dialysing at home 

d) Identifying and agreeing the action that needs to be taken to improve access to services 7 days a 

week 

e) Further improving the physical environment for our patients, including ensuring facilities are fit 

for purpose 

 

 

2. Partner with others to deliver the right care in the right place 

 

a) Improve access and flows into and out of  A&E so that the Trust consistently achieves access 

targets 

b) Work with partners in the local health system to develop new models of well-defined and 

coordinated acute, community and social care, in particular for older people, which leads to 

fewer patients being admitted to hospital.   



c) Identify and eliminate delays in and outside of the hospital to reduce the number of patients 

with extended lengths of stay 

d) Develop new models of ambulatory care for adults and children which provide safe, appropriate 

alternatives to hospital admission 

 

3. Patients and GPs will consistently choose the Trust’s services 

 

 

a) Increase our market share on the boundaries of our catchment in key services where we excel.  

This includes: 

� Growing our highly regarded stroke and under 65 neuro-rehabilitation services 

� Developing marketing strategy to promote key surgical, medical and specialist services and 

service developments, including: 

o Cancer 

o Cardiology 

o Laparoscopic surgery 

o General surgery 

o Urology, cardiology 

o Vascular and  

o Upper GI surgery. 

� Growing our renal services  

b) Develop ambulatory gynaecology service so that the majority of minor procedures are provided 

through ambulatory one stop 'see and treat' clinics that meet the needs of local women 

c) Developing further  simple, effective, standardised elective pathways which are evidence based 

d) Improve our use of social networking and web technology to offer better patient information  

e) Grow our private patient business  

 

4. Staff are proud to work for the Trust and recruitment and retention 

will not present an issue 

 

 

a) Develop our people, ensuring we have a highly trained, motivated and valued workforce in order 

to deliver high quality services to patients 

b) Recruiting and retaining high quality people to vacant posts in the Trust, enabling a significant 

reduction in the use of agency and temporary staffing 

c) Ensuring that all staff receive high quality appraisal and agreed personal objectives, linked to 

delivery of the trust strategy 

d) Improving the processes through which the Trust engages with staff to enable improvements in 

the care provided to patients 

e) Putting in place systems by which the values of the trust are embedded at all levels in the 

      organisation and that an open and progress culture underpins all the work we do 

 

5. Secure Long-term future of the Trust 
 

a) Deliver the financial plan in 2013/14  

b) Progress the application to become an NHS Foundation Trust application 

c) Further reduce length of stay and service productivity to achieve ‘best in class’ performance, 

d) Ensure that the Trust’s services are appropriately remunerated for the activity delivered, in 

particular as services are redesigned.  Ensure that best practice tariffs are maintained across the 

organisation 



1.3 2013/14 Priorities 

Our operating plan for 2013/14 describes the priority actions the Trust will take over the next 12 months to 

progress delivery of the strategic objectives.  The operating plan has been developed in the context of 

• The local health system priorities, including the development of a more coordinated care system to 

provide high quality care for all patients, in particular for the frail elderly, to improve quality and 

reduce the cost of unscheduled care, and to redesign scheduled care services 

• The key service developments for the Trust, which respond to the local health system priorities, and 

support delivery of the trust strategy are as follows: 

Ambulatory and a 

Coordinated Care 

System  

 Elective Care  Listening into 

Action 

 Delivering the 

Strategic Vision 

 

• Design and manage 

Ambulatory Care 

pilots, review their 

impact and then roll-

out as appropriate 

• Work with partners to 

design and implement 

more coordinated care 

services working to 

reduce unnecessary 

non-elective 

admissions 

• Further develop the 

model for Urgent Care, 

including the creation 

of an Urgent Care 

Centre and how the 

111 service is 

delivered 

 

• Engage with local 

GPs who have 

lower than 

average referral 

rates 

• Target key 

specialties for 

growth, in 

particular into 

West Sussex and 

the Isle of Wight 

• Grow our private 

patient business 

 

 

 

• Participate in the 

national pioneer 

programme aimed 

at improving 

outcomes for 

patients by 

engaging staff and 

empowering them  

to make change 

happen 

• Putting clinicians 

and staff at the 

centre of change for 

the benefits of 

patients 

 

  

• Refreshing the 

business strategy of 

the Trust 

• Continue to 

implement the 

clinical service 

strategy 

• Delivering a 

successful NHS 

Foundation Trust 

application  

 

The key operational challenge for 2013/14 is to make further improvements to non-elective patient flows 

in the hospital.  This includes: 

• Minimising handover time from ambulance to A&E to ensure patients receive immediate access to 

A&E care, and to release ambulances from the hospital 

• Improving flows through A&E so that the Trust consistently achieves the 95% threshold against the 

access targets and creating capacity in A&E to manage peaks in demand 

• Working with partners in the local health system to halt the rise in non-elective activity, so that 

patients admitted to hospital are only those whose needs cannot be met safely in the community 



• Identifying and eliminating delays in and outside of the hospital to reduce the number of patients 

with extended lengths of stay, releasing capacity in the hospital to manage the demand from acutely 

ill patients 

1.4 Business Opportunities 

There are a number of areas where the Trust intends to focus some of its efforts to both drive efficiency, 

cost reduction, improve the quality of our workforce and income generation. Some detail is set out below: 

Innovation. The Trust launched its Innovation Strategy in 2009.  This set out to create an innovative culture 

by giving employees opportunities to explore, investigate and experiment with service development and 

clinical advances, as well as to ensure that management provides support through active encouragement 

of these types of behaviours.  At a broader level, the organisation put structures and processes in place to 

allow for smooth transitions from conception of new ideas to their implementation. 

A long list of significant and substantial innovation ideas from within the Trust (including for example the 

VitalPac electronic early warning system and the ALERT training methodology for clinical professionals to 

manage deteriorating patients), many of which have gained significant traction and even been successfully 

commercialised, suggest that the Trust can reasonably be considered to be at the forefront of innovation 

within the NHS. 

The Trust intends to continue to encourage all staff to continue to put forward and develop their ideas 

Research and Development: The Trust is committed to having an effective research and development 

(R&D) strategy.  The Trust’s current R&D strategy has five key goals: 

• To embed research by integrating a comprehensive research strategy into Trust culture, policies 

and practice 

• To increase opportunity, participation and performance by maximising patient participation in high 

quality, funded, NHS-focused research 

• To develop capability, capacity and infrastructure by developing an expert workforce and clinical 

research infrastructure 

• To improve standards by establishing effective R&D management and governance systems to 

ensure quality, safety and regulatory compliance 

• To maximise benefits by maximising clinical and economic benefits of research and research-

related innovations. 

Training and Education:  The Trust is a major education and training provider for undergraduate and post 

graduate medical staff, for nursing and for the professions allied to medicine. This is an important resource 

for the Trust and is significant in enhancing the reputation of the Trust as a place to work. 

The Learning and Development department supports all staff from their first day in the Trust. All staff have 

access to an outstanding knowledge and library service based at the hospital. Newly-qualified clinical staff 

undergo a preceptorship programme of professional development in their first year. 

Trainee doctors have an educational supervisor and access to extensive medical education programmes 

and support. In the General Medical Council’s Trainee Survey 2011, the trainees gave positive feedback 

about many areas including handover, clinical supervision and access to education resources. They admit 

that their workload is intense and tiring, but that they get unrivalled clinical experience which rapidly 

develops their skills.  



The body of consultants undergo continuing professional development courses and the Hospital at Night 

scheme promotes multi-disciplinary working, junior doctor education and patient safety. The aim is to 

widen participation for all staff and encourage them to undertake work-based qualifications. The 

apprenticeship programme for existing staff and newcomers helps them develop work-based skills 

including ICT. In 2011 the Trust supported 15 business and administrative apprenticeships and several have 

subsequently found permanent employment within the Trust. This initiative was so successful that the 

Trust has developed the recruitment in this area and has offered apprenticeships in a range of roles 

including healthcare support workers.  

The Trust aims to continue to build on this important aspect of its core business, if for no other reason than 

to attract the highest calibre of candidates through their experience gained whilst training at the Trust. 

Utilisation of Estate: The Trust has a large, and predominately modern estate. The Queen Alexandra 

Hospital site was extensively remodelled to create a modern and 'fit for purpose' hospital, completed in 

2009.  This was undertaken as a private finance initiative (PFI) in partnership with 'The Hospital Company'. 

The Trust centralised the vast majority of its clinical  services on the Queen Alexandra Hospital site 

following the completion of the redevelopment.    

The trust also operates out of other sites. There are three midwifery led birthing centres at St Mary’s 

Hospital, Portsmouth; Petersfield Hospital; and Gosport War Memorial Hospital on the Gosport peninsula.  

The Trust provides renal dialysis at satellite units in Bognor Regis; Basingstoke; Isle of Wight; Salisbury; 

Totton and Chandlers Ford (both in Southampton).  Outpatients and diagnostics are provided at the listed 

sites and in Fareham. I addition a number of “back office functions”, including Human resources, medical 

records etc are housed off the main hospital site in office buildings in various locations. 

It is the Trust’s intention in 2013/14 to review the use of off-site commercial accommodation with the 

intention of moving all, or as much as possible into Trust owned on-site accommodation. This has a twofold 

benefit of both reducing leasing, accommodation and associated travel charges whilst at the same time 

bringing all key functions together on one site and achieving the benefit of greater synergies.    

1.5 Clinical Service Centres 

Business Plans have been developed by each of the Clinical Service Centres in the Trust. Significant progress 

has been made on these plans, and they will continue to be refined during March.  Each of these local plans 

sets out the Clinical Service Centre strategy, the priority quality and service improvement priorities and the 

CSC financial plan.  Clinical Service Centre business plans, in turn are underpinned by workforce plans.   

The headline developments outlined within CSC business plans are summarised in the table below: 

Clinical Service Centre Overview of business plan developments 

Emergency Medicine � Development of an urgent care centre with the health system to 

support delivery of ambulatory pathways, admission avoidance and 

rapid assessment at the front door 

� New model for emergency workforce to support alignment of the new 

model for urgent care 

� Investments in an IYT system to support flow in emergency services  

� Redesign of the operation centre to support decision making across the 

organisation to improve flow and patient experience 

Medicine � Progress the development of and improve access to alternatives to 

admission, such as ambulatory care 

� Eliminate waste in patient pathways & standardise processes, delivering 



further service redesign, resulting in reductions in length of stay 

� Developing new roles such as cardiology nurse practitioners and 

Physician Assistant, and identifying the workforce changes required to 

provide a consistent level of service 7 days per week 

� Undertake a full review and restructure of the CSC management and 

administrative support functions 

� Achieve JAG accreditation and progress the Flexi-Sigmoidoscopy 

screening bid with the aim of being selected as a FS screening centre. 

Medicine for Older 

People, Rehabilitation 

and Stroke 

� Continue to work with partners to develop and extend integrated 

pathways for Frail Elderly Patients across community, acute & social care 

� To develop a clear acute pathway for frail older patients within PHT in 

collaboration with Emergency and Medicine CSCs, and to resolve acute 

capacity and geriatrician resource requirements attached to assessment 

services, short stay and acute care for frail older patients.   

� Identify and deliver reductions in bed capacity as the number of patients 

with extended hospital stays is reduced, due to improved acute and 

community pathways. 

� Seek opportunities to grow the Trusts well respected Stroke and under-

65 neuro rehabilitation and disablement centre services. 

 

Surgery and Cancer � Deliver a programme of quality improvement including the 

development of the Surgical Assessment Unit for urgent admissions 

� Review service models to improve service delivery, review pathways 

with partners to address process issues relating to access, diagnostics 

and treatment & discharge 

� Actively pursue opportunities to promote services and enhance market 

share 

Musculoskeletal 

Services 

� Maintain and improve clinical outcomes and waiting times, ensuring 

that PHT is able to grow market share and be the provider of choice for 

the South 

� Maintain best practice pathway for fractured neck of femur patients 

� Work collaboratively with external partners to review rheumatology 

and chronic pain patient pathways with a view to implementing 

community shared  care services appropriate to the patients’ needs 

Head and Neck � Continue to improve efficiency and patient experience through the shift 

of activity from inpatient based care to day case and outpatient care, 

and through redesign enabling better use of available capacity 

� Use of technology and innovation to market services and collect 

information, for example monitoring patient satisfaction by smartphone 

– as part of a wider programme to seek patient feedback at all stages of 

their treatment and care, and listen to their comments at every step 

Renal and 

Transplantation 

� Make further improvements to productivity and efficiency, aiming for 

best in peer group performance 

� Increasing market share and the number of successful transplants 

� Increasing the unit’s Renal Registry standing and outcomes, and 

increasing the choices offered to patients in the mode of dialysis – 

potentially leading to higher numbers of patients dialysing at home 

Critical Care, 

Anaesthetics and 

Theatres 

� Further embed The Productive Operating Theatre (TPOT) redesign 

programme, with wide scale surgical buy-in 

� Embed the pre-operative assessment pathway 

� Increase day surgical unit capacity and private patient activity 

� Review the number of Critical Care Beds 



Women and Children � Develop an office (ambulatory) service for minor gynaecological 

procedures, reducing the need for theatre capacity and improving 

patient experience 

� Move to 98 hours per week obstetric labour ward presence 

� Work with internal partners, CCGs and GPs to improve paediatric 

unscheduled care pathways, including primary care triage 

Clinical Support � Extend working day for CT and MRI examinations and introduction of 

Interventional on-call 

� Delivery programme of radiology equipment replacement  

� Successful replacement of PACS / RIS across SWASH (Salisbury, Wight 

and South Hampshire) with PHT as host trust 

� Implement the new pathology consortium leading to improvements in 

quality and value for money 

� Pharmacy progression of E-prescribing (EPMA) and roll out of Homecare 

� Recruit additional plus train and develop all coders to ensure the Trust 

has the capacity and capability to deliver in depth coding 

� Develop and implement internal quality standards for reporting of 

imaging and histopathology 

 

 

  



2 About the Business Planning Process 

2.1 Overview 

The Trust’s business planning process commenced in November with a series of meetings with each of the 

Clinical Service Centres (CSC’s) and corporate functions. These meetings explained the context the 

challenge facing the Trust heading in to 2013/14 and detailed the key templates and documentation that 

would need to be completed as part of the process. 

2.2 Business Planning Co-ordination Group 

The business planning process was overseen by a business planning co-ordination group which met on a 

fortnightly basis and contained representation from each of the corporate departments as follows: 

• Director of Finance; 

• Chief Operating Officer; 

• Head Of Planning and Performance; 

• Head of Contracts; 

• Head of Transformation 

• Deputy Director of Finance; 

• Workforce Planning and Intelligence Management; 

• Head of Governance;  

• Head of Financial Management; and 

• Head of Business Intelligence 

2.3 Clinical Service Centres plans 

This corporate business planning team held meetings with each of the CSC’s on a 2-3 weekly basis to assess 

progress on individual CSC plans and address any emerging key issues. 

An output from the business planning process has been a comprehensive business plan for each Clinical 

Service Centre and corporate function covering the following areas (where applicable): 

• CSC Strategy including SWOT analysis; 

• CSC overview; 

• Quality; 

• Financials, including CIP’s, Service Developments and Cost Pressures; 

• Workforce; 

• Activity levels including Market share analysis; 

• Capacity Planning; 

• Performance; 

• Key Risks; and 

• Horizon Scanning for years ahead. 

 



3  Quality 

3.1 Overview 

The Trust has a mature quality improvement strategy which aims to: 

• Meet the requirements of key regulators 

• Reduce harm to patients and improve outcomes 

• Enhance patient experience 

• Deliver an annual quality account 

• Achieve key internal improvements arising from organisational, self and external scrutiny 

• Provide evidence of quality and quality improvement to commissioners 

• Obtain financial benefits from quality improvement initiatives 

• Manage risks of responding, or failing to respond, to complex quality initiatives at local, regional 

and national level. 

Key quality indicators, and progress against plans, are reported monthly both to Trust Board and to 

designated quality sub-groups (Patient Safety, Patient Experience and Clinical Effectiveness).    The Trust is 

also an active member of the South Central Strategic Health Authority Patient Safety Federation work 

programme and the National Patient Safety Campaign.   

The Trust develops its priorities for quality improvement by consulting with patients and staff, and by 

triangulating evidence available through a variety of internal and external sources.  These include 

complaints, incident reporting, Dr Foster, national patient surveys, clinical audit, and NPSA and NICE 

guidance.  Each year, key priorities are chosen that are expected to have the greatest impact on reducing 

harm and mortality for patients.  

Specific and already agreed strategic aims are as follows: 

Improve safety and reduce harm - 

• Show evidence of a growing safety culture within the organisation 

• Achieve year on year reduction in avoidable harm 

• Reduce the number of the most frequent and potentially serious incidents. 

Improve patient experience - 

• Ensure all indices of patient satisfaction continue to improve on a local level and are benchmarked 

against national figures. 

Improve clinical effectiveness and outcomes - 

• Achieve year on year reductions in avoidable mortality, reflected in reduced mortality rates 

• Involve all clinical teams in improvement activities 

• Incorporate the best evidence-based practice into all pathways to ensure best outcomes for 

patients. 

3.2 National and Local Priorities 

The quality priorities are agreed as part of the Trust’s Quality Account development. The 2013/14 Quality 

Account is being developed and the proposed quality priorities for inclusion are listed below (this may be 

subject to change as the Quality Account develops). The Trust has held a stakeholder engagement event in 

March 2013 to seek views from the local community with regards to the proposed priorities. 



Patient Safety 

This will focus on: 

• Venous Thrombo-embolism  (VTE) - The Trust has made significant improvements in increasing the 

number of adult in-patients who receive a VTE risk assessment on admission. This will continue with 

the delivery of the National VTE CQUIN which has a target of 95% risk assessment per quarter for 

2013/14. In conjunction with the risk assessment, there will be a full investigation of all VTE events to 

identify underlying themes and trends to inform improvement plans. 

• Safety Thermometer and improvement goal related to pressure ulcers - The Trust is currently 

negotiating the improvement goal relating to pressure ulcer reduction with the Commissioners. 

• Reduction in the number of patient falls resulting in moderate/severe harm - The Trust is currently 

discussing the reduction target with the Commissioners. 

Patient Experience 

• Implementing the Friends and Family Test - Commencing 1 April, the Trust will offer every adult who 

stays one night or more or who attends the Emergency Department an opportunity to provide 

feedback on their experience. One simple question, “Would you recommend this ward/Emergency 

Department to a friend or family member?” will be asked in the form of a feedback card or directly 

onto a dedicated webpage. This will be supplementary to the national patient experience surveys. A 

minimum response rate of 15% is planned with a rise to 20% or more at year end.  

• Care of people with dementia -The care of people with dementia and the support for those who care 

for them has been recognised as an area which requires improvement both nationally and locally. 

Moving forward, the Trust will focus on two aspects:  

o The early identification of people with dementia on admission to hospital, clinical assessment and 

onward referral for advice. 

o The identification and signposting of informal carers of people with dementia to appropriate 

support services. 

 

• Improving the care of people with cancer - The Trust made the most significant improvements in 

England in the 2011/12 survey. It is recognised however that there is still a need for further 

improvement. The 2012/13 results will focus the organisations  approach on the areas in which the 

Trust performed more poorly than other trusts. 

Clinical Effectiveness 

• Hospital Standardised Mortality Ratio (HSMR) / Summary level Mortality Indicator (SHMI).- HSMR 

and SHMI are indicators of healthcare quality, measuring whether the death rate at a hospital is higher 

or lower than that which would be expected. These indicators require monitoring as high mortality 

rates can provide a warning sign that things are going wrong within an organisation. Reducing mortality 

was a Trust priority last year and continues to be an area of focus for 2013/14. HSMR and SHMI rates 

will be monitored monthly by the Clinical Effectiveness Steering Group and underlying data will be 

scrutinised. There will be an increased focus on specialty review of mortality in order to identify 

underlying trends. 



3.3  Quality in the Business Planning Process 

One of the main aims of the 2013/14 business planning process has been to ensure that  quality has been 

integrated as part of the process rather than just existing as a separate item. Consideration of how quality 

links to finance, performance and workforce plans has been a key requirement of CSC submissions. 

The business planning quality statement was produced and has been considered by each CSC to assist them 

in identification of their key quality developments for 13/14. This statement takes into account each quality 

element as follows: 

• Patient Safety 

• Patient Experience 

• Clinical Effectiveness 

• Compliance  

It also considers both local and National quality priorities. Each CSC has undertaken an assessment of 

quality and this has informed the development of CSC quality improvement plans for 13/14. 

There will be also be some clear links between CSC quality improvement plans and the CQUIN measures 

that are embedded as part of the Trust’s contract with commissioners for 2013/14, this are further covered 

in section 4 of this business plan 

3.4 Quality Impact Assessment of Cost Improvement Programmes 

Regardless of the financial settlements reached for 2013/14, it is inevitable that the Trust will face a 

sizeable cost improvement target for the year ahead. Planning is well underway with each CSC and 

corporate function targeted with finding efficiency savings totalling 8%. Given the scale of this challenge, 

the Trust has recognised the importance of ensuring that all potential savings are assessed to understand 

the impact on the quality of services provided with the clear aim being to minimise any adverse impact on 

service provision. This has been done through the introduction of a clear process for ensuring all savings 

are quality impact assessed. This builds on and formalises good practice undertaken by the Trust in 

previous years. 

The process the Trust follows is outlined in the table below. It shows that all savings schemes must pass 

through an eight stage gateway process before ultimately being approved for adoption. The Trust uses a 

standard Quality Impact Assessment tool and risks are assessed using the standard 5 x 5 risk matrix. All 

schemes that are worked up in outline and have an impact on workforce and/or clinical services will 

undergo a quality impact assessment. To do this effectively, the right information is needed in order to 

understand the potential risks to quality and plans will be put in place to ensure action is taken before 

quality deteriorates 

An impact assessment on quality and safety will be completed in the planning stage and schemes that are 

considered unrealistic or that pose a risk to quality will not be put forward. In challenging financial times it 

is increasingly likely that all CIP/Service Development schemes will need some form of quality impact 

assessment. In addition to doing this assessment at the planning stage, the Trust will also do this during 

delivery, at key milestones and post-implementation to ensure sustainability. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



4 Activity and Contracting 

 

4.1 Overview 

The Trust heads into the 2013/14 financial year facing a changing commissioning landscape. The structural 

changes within the NHS see the demise of Primary Care Trusts, with the bulk of the commissioning of 

hospital services being transferred to either Clinical Commissioning Groups (CCG’s) or the NHS 

Commissioning Board (NHSCB). For Portsmouth Hospitals NHS Trust, the four major commissioners will be 

as follows: 

 

• Portsmouth CCG; 

 

• Fareham & Gosport CCG;  

 

• South Eastern Hampshire CCG; 

 

• NHS Commissioning Board (specialist services, direct commissioning, Public Health and military) 

 

Outside of these four commissioners the Trust will continue to have contracts with CCG’s on the boundary 

of the Trust’s main catchment area. Some of these present opportunities for growth in market share such 

as West Sussex and Isle of Wight. 

 

As a general rule of thumb, CCG’s will commission the majority of routine general hospital activity whereas 

specialist commissioning will fall under the auspices of the NHSCB. In tandem with the restructure of 

organisations, a major change has been implemented to redefine the definitions that determine whether 

hospital activity is specialist or general in nature. This change has added an additional layer of complexity 

to a contracting process that usually thrives on the certainty of known and historic baselines. 

 

At a national level, the planning guidance “Everyone counts: planning for patients” confirmed that the 

newly established CCG’s have been given an increase in allocations of 2.3%, but actually received 2.1%. 

Tariffs for providers have been deflated by 1.3%, but actually 1.1%, with all providers required to deliver a 

4% efficiency gain once inflationary pressures have been taken into account. QIPP remains a key part of the 

NHS agenda with a drive to see a move away from centrally driven initiatives to local health services 

bringing about transformational change. 

 

4.2 Activity volumes 

The Trust has experienced significantly levels of activity over plan in 2012/13 culminating in an agreed year 

end payment of an additional £8.1m (before CQUIN).  The Trust is forecasting activity above plan as follows 

for the main points of delivery: 

• Elective Spells (including  daycases) 3.7%; 

• Non-Elective Spells 0.7%; 

• A&E attenders 6.0%; 

The Trust’s activity for 2012/13 is further analysed in the graphs below which show the comparison to 

plan and 2011/12 activity on a monthly basis: 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This over-performance compared to plan therefore becomes the backdrop against which the 2013/14 

contracted activity is negotiated. 

 

The Trust has carried out comprehensive modelling work to assess the levels of activity it feels need to be 

done in 2013/14 to maintain performance against RTT modelling. This has been done on a speciality by 

specialty basis looking at historic activity levels, trends in referrals and waiting list sizes. The outcome of the 

modelling work is summarised in the table below. 

 

 

 

Non-Elective Admissions spells ( 

mth 
12/13 
Plan 

12/13 
Actual 

11/12 
Actual 

Apr-12 4550 4,785 4,877 
May-12 4503 4,942 4,826 
Jun-12 4411 4,520 4,727 
Jul-12 4430 4,786 4,748 
Aug-12 4292 4,563 4,599 
Sep-12 4221 4,465 4,524 
Oct-12 4330 4,897 4,640 
Nov-12 4524 4,772 4,848 
Dec-12 5641 4,784 5,091 
Jan-13 5520 4,705 4,932 
Feb-13 4993 4,274 4,686 

Mar-13 5186 4,911 5,137 

Total 56601 56,404 57,635 
 

 

New Outpatient Attendances 

mth 
12/13 
Plan 

12/13 
Actual 

11/12 
Actual 

Apr-12 10,046 10,750 11,281 

May-12 11,390 13,266 12,906 

Jun-12 13,060 10,735 13,754 

Jul-12 12,072 12,179 12,734 

Aug-12 11,865 11,986 12,895 

Sep-12 13,062 11,542 13,195 

Oct-12 12,258 13,725 12,580 

Nov-12 13,771 13,032 13,902 

Dec-12 10,081 10,189 11,494 

Jan-13 10,772 12,753 13,095 

Feb-13 11,645 11,476 11,781 

Mar-13 11,956 11,239 11,668 

Total 141978 142,872 151,285 
 

 



 
 

 

This shows the initial additional activity the Trust sought from commissioners in respect of outpatient and 

elective activity. The respective growth figures are 2.2% for Outpatients and 4.3% for electives. The 

commissioners challenged the Trust on the scale of increased activity required and work is on-going to 

understand the reasons for this difference of opinion with the aim of coming to a final common view on 

activity required for 2013/14 using quarter one data. 

 

4.3 Commissioning Intentions and QIPP 

The Trust received commissioning intentions from its 3 main clinical commissioning groups which outlined 

some of the major themes for the year ahead. Some of the main areas include: 

• A drive to move care closer to home, with a view to changing pathways in some current PHT 

outpatient specialities; 

• Reviewing of the urgent care model with a continued focus on public education to make the right 

choices; 

• Integrated Care; 

• Reviewing Ambulatory Care Pathways; 

• Paediatric Admissions Avoidance; 

Of critical importance to the Trust are the CCG’s QIPP plans for the year ahead. These schemes represent 

potential changes to the flows of activity coming to the Trust and in some cases changes to the services 



that the Trust provides. From a financial perspective QIPP schemes can represent a loss of income to the 

Trust and may present an additional financial challenge due to the difficulty in releasing both marginal 

costs and stranded fixed costs. 

For 2013/14, the three CCG’s indicated initial QIPP schemes totalling £12m, a summarised list of the 

schemes is included below. At present there remains a £3m unidentified gap. 

 

It is important that the Trust only accepts QIPP schemes that it feels are real and deliverable otherwise 

there will be a distortion of activity targets which will make operational planning more difficult. With this in 

mind, the contracting team shared the QIPP details with each of the CSC’s to establish a clinical view on the 

QIPP schemes listed above which in turn will be fed back to commissioners as part of contract negotiations.  

As a result of this process only £5.4m of these schemes were included in the initial contract and this value 

was further adjusted as a result of the non-elective threshold payment mechanism to an actual income 

reduction of £4m. 

4.4 CQUIN 

Throughout the national planning guidance there is a strong focus on ensuring the NHS standard contract is 

enforced, with specific reference to commissioners imposing financial penalties for under-performance or 

data provision failure. This, as ever presents a financial risk to the Trust. Commissioning for quality and 

innovation (CQUIN) remains at 2.5% of contract value, with clear instruction that CQUIN should only be 

paid for quality over and above the standard contract.  In previous years 40% of CQUIN payments have 

been linked to national goals with the remainder being locally determined.  In the 2013/14 contract this 

will move to only 20% being attributed to national goals. 

From April 2013, compliance with the high impact innovations is a prequalification requirement for CQUIN. 

The prequalification criteria that the Trust has agreed with Commissioners to take forward are: 

• 3 million lives 

• Intra-operative fluid management (IOFM) 

• Digital first 

 

The Trust has submitted high level proposals to meet the criteria which have been agreed by 

Commissioners. The detailed plans for delivery throughout 2013/14 are now being worked up. 

We need to deliver all of the e above plans in order to qualify for CQUIN funding. 

 



In terms of the national CQUIN schemes the following are being considered with commissioners: 

• Friends and Family Test 

• NHS Safety Thermometer and associated improvement goal related to pressure ulcers  

• Dementia 

• VTE  

 

There are significant issues with both the NHS Safety Thermometer and VTE and these are being escalated. 

 

In terms of monitoring – the National CQUIN will form part of the quality heatmap that is reported to the 

Board and Governance and Quality Committee monthly. There is also a monthly meeting chaired by the 

Finance Director where we monitor progress against all the National, local and specialist CQUIN. 

 

4.5 Other Issues 

There are a number of contract risk areas which will require mitigation during 2013/14. These include: 

• The capacity of Commissioners to afford the activity anticipated through modelling by the Trust  - 

and the absence of collaborative strategies in place to remedy this. 

• The increasing number of smaller Commissioners with less flexible financial envelopes. 

• The complexity introduced by moving to maximum take and the attendant reporting streams, also 

the cost associated with establishing new data-capture to inform CQUIN, QIPP and other 

requirements. 

• The need to improve a range of recording and data-capture systems, to avoid incurring contractual 

penalties and to demonstrate performance delivery e.g. to demonstrate delivery of the new 

Maternity Pathway. 

 

 

 

 

 

 

 

 

 

 
 

 

 



 

5 Performance 
 

5.1 Overview 

 

The key performance targets facing the Trust for 2013/14 are largely unchanged as follows: 

 

• Referral to Treatment waiting times for non-urgent consultant led treatment 

- Admitted patients to start treatment within a maximum of 18 weeks from referral (90%) 

- Non-admitted patients to start treatment within a maximum of 18 weeks from referral (95%) 

- Patients on incomplete non-emergency pathways (yet to start treatment) should have been 

waiting no more than 18 weeks from referral (92%) 

 

• Diagnostic test waiting times 

- Patients waiting for a diagnostic test should have been waiting less than 6 weeks from referral 

(99%) 

 

• A&E waits 

- Patients should be admitted, transferred or discharged within 4 hours of their arrival at an A&E 

department (95%) 

 

• Cancer waits – 2 week wait 

- Maximum two week wait for first outpatient appointment for patients referred urgently with 

suspected cancer by a GP (93%) 

- Maximum two week for first outpatient appointment for patients referred urgently with breast 

symptoms (where cancer not initially suspected) (93%) 

 

• Cancer waits – 31 days 

- Maximum one month (31 day) wait from diagnosis to first definite treatment for all cancers 

(96%) 

- Maximum 31 day wait for subsequent treatment where that treatment is surgery (94%) 

- Maximum 31 day wait for subsequent treatment where that treatment is an anti-cancer drug 

regimen (98%) 

- Maximum 31 day wait for subsequent treatment where the treatment is a course of 

radiotherapy (94%) 

 

• Cancer waits – 62 days 

- Maximum two month (62 day) wait from urgent GP referral to first definitive treatment for 

cancer (85%) 

- Maximum 62 day wait from referral from an NHS screening service to first definitive treatment 

for all cancers (90%) 

- Maximum 62 day wait for first definitive treatment following a consultants decision to upgrade 

the priority of the patient (all cancers) – no operational standard set 

 

• Mixed sex accommodation breaches 



- Minimise breaches 

 

• Cancelled Operations 

- All patients who have operations cancelled, on or after the day of admission (including the day 

of surgery), for non-clinical reasons to be offered another binding date within 28 days, or the 

patient’s treatment to be funded at the time and hospital of the patients choice. 

 

5.2 Shadow Monitor Governance Risk Rating 

As in previous years the Trust will continue to assess against the Monitor Governance Risk rating and 

report to the Board against this framework. The current performance of the Trust  is weighted 1.0: 

Amber/Green, due to failure of the A&E 4-hour wait target. However, as result of the Trust having failed to 

achieve the A&E 4-hour waiting time target for three of the past five quarters, under Monitor’s Compliance 

Framework, the Trust’s governance risk rating would have been increased to Red from Q3 2012/13. Overall 

the Trust will seek to maintain a Governance risk rating of <1.5 (amber-green). 

This represents significant concerns against authorisation; the Trust would be required to demonstrate to 

Monitor during the assessment process that the underlying issues resulting in the persistent breach of this 

target had been addressed on a sustainable basis. The Trust has agreed plans with local commissioners 

with the support of ECIST to restore performance against the A&E target in Q1 of 2013/14. The 

performance against the Monitor Governance Risk rating is set out in the table below.  

  



 

 

  

  

 

Notes:  
1. Monitor requires NHS FTs to report performance quarterly. 
2. Performance reported to Monitor relates to the 

quarter/quarter end, except for: 
o Non-compliance with CQC essential standards 

(immediate); and 
o RTT targets (monthly). 

 

 



6 Finance 
 

6.1 Overview 

The Trust has experienced another challenging financial year in 2012/13 experiencing pressure on both the 

income and expenditure position and the associated liquidity position. Despite the difficult underlying 

financial position the Trust achieved its targeted surplus of £4.3m for 2012/13.This represents a significant 

recovery from an in-year deficit position of £8.1m at the end of October 2012. 

Some of the themes that underpinned the Trust’s financial narrative in 2012/13 will continue to feature as 

we head into 2013/14.  Nationally, the squeeze on public finances and the associated “£20bn Nicholson 

Challenge” continue to impact on funding for the hospital sector with tariff prices reduced by 1.3% as 

Trust’s are again asked to achieve a 4% efficiency requirement. Added to this the 30% marginal payment 

rate for emergency admissions beyond the 2008/09 level will continue to have an adverse impact on the 

Trust in a health system that has at best managed to stem the increase in emergency admissions rather 

than achieve meaningful reductions. At a local level, commissioned activity levels and associated payment 

will have a huge bearing on the scale of financial challenge for the Trust for the year ahead. The often 

conflicting tensions between ensuring the hospital asset is fully utilised versus commissioner affordability 

and the desire to treat patients closer to home again seems certain to be the subject of much debate and 

negotiation. 

 

As a result of the underlying financial position of the Trust and the financial environment described above 

the Trust’s overall financial objectives for the year are as follows: 

 

• Achieving a  planned deficit on Income and Expenditure of £5m, (after IFRS vs UK GAAP financial 

adjustment) – subject to the approval of the Trust Development Authority (TDA); 

 

• Achieving a liquidity position of at least 15 days; 

 

• Managing capital spend within the agreed capital programme of £15.4m; 

 

Delivering these objectives will be tough and will require the full focus of the organisation. The finance 

section of the business plan aims to outline some of the key issues in meeting these objectives, and sets 

out the financial challenge of £20.5m of expenditure reduction required for 2013/14 to be able to achieve 

the above objectives.  

6.2 Income & Expenditure Position 

The Trust’s financial plan for 2012/13 was to achieve a £4.3m surplus on income and expenditure. The 

table below illustrates how that surplus was delivered compared to the original plan and the revised 

trajectory produced at month 5. 

 

 

 

Summary of I&E performance 2012/13 



 

Whilst the achievement of the £4m surplus represents a substantial improvement on the in-year deficit 

reported earlier in the year, it has been achieved through a number of one off measures. This means that 

rather than starting the year with a balanced financial position, the Trust starts the year with a significant 

underlying deficit. 

The underlying deficit is largely the result of a number of non-recurrent items that have increased income 

or reduced expenditure during 2012/13.  In order to start the 2013/14 financial year with confidence in the 

level of income and expenditure budgets required it was agreed by the Trust Board to rebase all budgets to 

reflect the current ‘run rate’.  This is effectively the annualised actual expenditure of the last quarter less 

any non-recurrent costs or income.  In addition to stripping out any one off items rebasing the budgets also 

ensures that the full year effect of any service changes or cost increases are reflected.  This provides a 

more robust starting point to model any anticipated in year changes to income and expenditure. 

 

 

 

 

 

 

 

 

 

Calculation of Financial Challenge for 2013/14 



 

 

It is important to understand the key drivers of the Trust’s financial challenge; each item is therefore 

covered briefly in turn in the section below. 

• Underlying Deficit: This is assumed to be the 12/13 outturn position after the removal of non-

recurrent items, the rebasing of budgets to reflect the current ‘run rate’ (the actual level of 

expenditure being incurred) and the impact of baseline SLA income changes.  The significant non 

recurrent items that have to be removed from the 12/13 outturn position include: 

 

� financial support received for non-elective activity (£4m),  

� incomplete spells (£2m) 

� profit on disposal of land (£3.3m)  

� pathology and radiology income (£2.4m) 

� non recurrent expenditure credits/income (c£2m) 

� the adding back of the £1.3m CQUIN penalty incurred in 12/13 

 

In addition to the removal of the above items from the 12/13 outturn position the rebasing of the 

expenditure budgets to reflect underlying costs includes the recognition of a further £6.5m of 

expenditure.  Work to date indicates that the underlying position is circa £14m deficit. 

 

• Tariff Reductions: The national planning guidance for 2013/14 confirmed that tariff prices for 2013/14 

would be deflated by an average of 1.3%. This covers both national tariff prices and locally agreed 

prices and equates to £4.3m for the Trust. 

 

• Inflation increases: This includes the 1% pay award, an allowance for incremental drift and inflation on 

non-pay such as drugs, clinical supplies and the PFI. It also reflects the £1.1m increase in the Trust’s 

CNST premium.   The Trust pays an annual insurance premium to the NHS litigation authority to cover 

the costs of litigation cases. The Trust’s premium for 2013/14 has increased by 17% generating a cost 

pressure of £1.1m.   The rise in the premium reflects the Trust’s claims history, the NHSLA information 



shows that claims paid out against Portsmouth Hospitals have significantly exceeded the premiums 

paid. 

 

• Price increases negotiated: This is the extra income that the Trust will receive as a result of agreeing 

increases to local prices for services not covered by the mandatory national tariff.  The move to the 

new national maternity pathway tariff has also benefited the Trust. 

 

• Activity increases – net impact: As a result of an increase to activity volumes contracted the Trust 

should benefit from a net contribution (the additional income less the marginal costs of delivery).  The 

value of the additional activity has been assessed as £6.7m and is likely to require an additional £4.4m 

of expenditure to deliver. 

 

• Service developments/contingency: This represents additional costs for service developments and 

investments required to improve services and meet CQUIN targets.  It also includes contingency 

reserves to cover risk and investment in transformational change. 

 

• QIPP – net impact :The contract agreed with commissioners includes an income reduction of £4m as a 

result of QIPP (this is lower than the headline QIPP number as some activity was being paid for at 

marginal rates and not all schemes were clinically agreed).  Assuming QIPP is successful the Trust 

should experience a decrease in costs, although not to the full value of the income reduction, to 

partially mitigate this.     

 

• Stranded cost support: Successful implementation of QIPP will result in the Trust being left with some 

fixed (stranded costs) which can no longer be apportioned to activity.  Commissioners are required to 

ring-fence 2% of their budgets to support system change.  The Trust has sought for some of this 2% to 

be utilised to support stranded costs. 

 

• CIP Income: There are several schemes within the Trust to improve the financial performance by 

securing additional income.  In the current financial climate these can be challenging and are being 

monitored separately to the expenditure CIP programme. 

 

• CIP expenditure: Based on an assessment in April of the value of CIPs identified (circa £15m) a stretch 

target of £20.5m has been agreed.  Successful delivery of this target will result in a planned deficit 

position of £5m. 

 

The above factors generate a £29.5m gap between income and expenditure before any savings plans or 

surplus target are factored in. The combination of the income generation (£3.7m) and expenditure 

reduction (£20.5m) CIPs coupled with an IFRS/UK GAAP accounting adjustment of £0.3m result in a 

planned deficit position of £5m. 

 

 

 

Summary of PHT Financial position for 2013/14 



 

6.3 Cost Improvement Programme 

A £20.5m cost improvement target is a considerable challenge representing about 5% of the Trust’s total 

turnover. This challenge is amplified by the fact that the Trust has delivered a significant volume of savings 

over the last 5 years and therefore has fewer “quick wins” to target.  

As in previous years, the Trust aims to utilise a series of “corporate” workstreams to supplement the ideas 

generated by the CSC’s. These are particularly important where the savings opportunity is best viewed 

across the Trust as a whole in areas such as Procurement or Length of Stay. It is important however that 

CSC’s take ownership of corporate workstream ideas and look to utilise them to achieve their cost 

improvement targets. In reality the budgets sit within the CSC’s and corporate functions and ultimately this 

is where the savings need to be delivered. 

As part of the business planning process, each CSC and corporate function has been required to make 

regular submissions to the Programme Management Office (PMO) to demonstrate progress in identifying 

2013/14 I&E Projections Plan (£000)

Opening baseline 

SLA income 381,591

Other income 57,858

CQUIN/baseline changes 1,672

Subtotal 441,120

Expenditure (455,180)

Underlying (14,060)

Changes - Income

Tariff reductions (4,328)

Price increases 6,019

Volume changes 6,648

QIPP (3,990)

Stranded cost support 2,000

Subtotal 6,349

Changes - Expenditure

Inflation changes (12,051)

Volume changes (4,362)

Service developments/contingency (7,394)

QIPP impact 2,021

Subtotal (21,787)

13/14 Income 447,470

13/14 Expenditure (476,967)

Surplus/Deficit before mitigation (29,497)

Mitigating actions

Additional income generation 3,654

Cost improvement programme 20,500

IFRS/UKGAPP adjustment 343

24,497

Surplus/Deficit after mitigating actions (5,000)



savings plans for the year ahead. These have been reviewed at the business planning meetings held with 

each CSC on a 2-3 weekly basis. 

Assessing the quality impact of any potential savings schemes has been an important part of the process. 

The Trust has strengthened its review process in this area with the introduction of an eight stage gateway 

process for all schemes to go through. This involves the completion of a high level quality impact 

assessment for all schemes with a more detailed assessment being undertaken for those schemes 

considered higher risk. All assessments are signed off by both the Medical Director and the Nursing 

Director with all savings plans ultimately being signed off by the Trust Board. 

Status of 2013/14 Cost Improvement Programme 

Prior to the decision to plan for a £5m deficit in 13/14 the Trust was targeting a £28.3m cost improvement 

plan.  This was to deliver a £26m net reduction in expenditure, after investment in a transformational 

change programme. Subject to the Trust Development Authority formally agreeing to the revised 13/14 

deficit plan, the cost improvement target will be reduced to reflect the £20.5m target. 

The table below is based upon a cost improvement programme of £28.3m and shows that the Trust has 

developed plans totalling £14.2m against this. It shows the split of the target between the CSCs and the 

Corporate Functions and the degree to which each area has progressed in developing schemes against this. 

 

Whilst c£14m of cost reduction presents a substantial contribution to the overall savings target further 

work is required to close the gap to achieve the overall target the Trust requires to deliver its financial 

targets. All CSC’s and Corporate functions are being pushed to generate further ideas to ensure they are all 

delivering the agreed target wherever possible. The above plan includes work to improve productivity 

which is being commissioned with Newton Europe. 

 



6.4 Clinical Service Centre Financial Positions 

The Income and Expenditure position outlined in section 2 represents a Trust wide “top down” perspective 

of the financial position. In tandem with this, the business planning process has been focusing on 

encouraging Clinical Service Centre’s to see themselves as individual profit centres and develop their own 

sustainable financial positions for 2013/14. 

The key elements that each Clinical Service Centre has been asked to focus on has been as follows: 

• Underlying financial position (i.e. the positive or negative position carried forward from 2012/13); 

• The cost improvement target for 2013/14 and plans they have developed to meet this; 

• The financial impact of any activity changes anticipated for 2013/14; with the aim of deriving a 

financial benefit; 

• Any local cost pressures or service developments at a CSC level; 

• Any other issues affecting CSC financial positions, for example, major tariff changes. 

The table below summarises the current status of the “bottom up” assessment of the Trust’s financial 

position using the financial analysis produced from each CSC for month 12 of 2012/13.  

2012/13 Outturn by Clinical Service Centre 

 

 

All CSC’s continue to be tasked with closing their respective gaps despite the Trust overall producing a 

deficit planned position for 13/14. At the end of 2012/13five CSCs were delivering a balanced position, 

namely Cancer and Surgery, Clinical Support, Women’s and Children, Theatres and Head and Neck. The size 

of the financial gap in several CSC’s remains a significant cause for concern.  

 

Budget  Actual Variance Budget  Actual Variance Budget  Ac tual Variance

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
CLINICAL SERVICE CENTRES
Cancer & Surgery 76,175 79,205 3,030 (39,466) (41,336) (1,870) 36,709 37,869 1,160
Clinical Support 16,434 17,418 984 (50,916) (51,396) (480) (34,482) (33,978) 503
Emergency Care 46,083 46,880 797 (17,888) (20,205) (2,318) 28,196 26,675 (1,521)
Head & Neck 33,264 33,442 179 (20,363) (20,469) (106) 12,900 12,973 73
Medicine 53,317 53,212 (105) (36,140) (38,972) (2,833) 17,178 14,240 (2,938)
Medicine for Older People 26,946 26,143 (803) (26,003) (27,945) (1,942) 943 (1,802) (2,745)
Musculo-Skeletal 51,138 47,509 (3,629) (21,591) (22,016) (424) 29,547 25,493 (4,054)
Renal 29,090 28,926 (164) (22,631) (24,205) (1,574) 6,458 4,721 (1,737)
Theatres 8,540 9,522 982 (41,200) (41,682) (482) (32,661) (32,161) 500
Women's & Children 46,406 47,351 944 (33,311) (32,954) 357 13,095 14,397 1,302

OTHER
Pharmacy Trading 18,196 15,221 (2,974) (17,296) (14,628) 2,668 900 594 (306)
Facilities 2,522 2,553 31 (50,541) (50,613) (72) (48,020) (48,061) (41)
Corporate Functions 20,939 21,283 344 (34,461) (33,822) 639 (13,522) (12,539) 983
Central Income & Reserves 10,837 23,120 12,283 (27,250) (27,593) (343) (16,413) (4,473) 11,940
PCT QIPP Schemes 0 0 0 1,671 0 (1,671) 1,671 0 (1,671)

Total 439,886 451,784 11,899 (437,386) (447,837) (10,451) 2,500 3,947 1,447
IFRS / Donated Assets Impact 0 0 0 1,763 354 (1,409) 1,763 354 (1,409)
Adjusted Total 439,886 451,784 11,899 (435,623) (447,483 ) (11,860) 4,263 4,301 38

 INCOME EXPENDITURE NET POSITION



6.5 Cash Flow and Balance Sheet 

Despite delivering a £4.3m surplus in 2012/13 the Trust was required to carefully manage its cash position 

throughout 2012/13 because of: 

• A weak underlying liquidity cash position - due largely to the I&E deficit recorded in 2009/10 

• The 2012/13in-month timing of cash flows. 

• The monthly cash phasing of income, expenditure and efficiency savings being favourably weighted 

towards the later part of the 2012/13 financial year. 

• The delivery of the £4.3m surplus included some non-cash backed items, such as the introduction 

of incomplete spells (£2m). 

• Uncertainty over the timing of funding for waiting list activity. 

• Failure to secure a working capital loan, with the Department of Health eventually concluding that 

it would be more affordable for the Trust to receive Public Dividend Capital (PDC) early in 2013/14.  

 

The Trust Balance Sheet and Cash Flow are set out at Annexes ‘a’ and ‘b’ to this section (derived from I&E 

as per Annex B). 

 

The key features are: 

• A planned cash outflow of £2.389m in 2013/14 relating to a 2012/13 provision for redundancies 

funded by the SHA late in 2012/13.  This will be managed through a planned movement in working 

balances. 

• Slippage from 2012/13 into 2013/14 of £2.979m on the 2012/13 capital programme (including 

planned slippage of £1.685m on the MRI project).  This will be managed through a planned 

movement in the working balances. 

• The reduction in the 2013/14 planned I&E position from a £1m surplus to a £5m deficit and the 

cash management issues arising from this.  

• The receipt of £6.2m of PDC in April 2013 to provide on-going liquidity and the planned retention 

of this sum in cash balances at 31
st

 March 2014. 

• It has been assumed that there will be no in-year adverse slippages on income, expenditure or 

efficiency plans and that there will be no substitution of ‘non-cash backed’ items to support the 

delivery of the I&E position. 

 

NB - Due to cash affordability, arising from the above, the Balance Sheet and Cash Flow do NOT currently 

provide for £8.738m of the proposed capital programme.  This will need to be addressed through a range 

of potential mitigating actions which are set out below the following summary table: 

 



 

 

The range of potential mitigating actions that should be considered include: 

 

• Seek TDA support for Trusts with planned deficits - further guidance is awaited on this. 

• Deploy some or all of the £6.2m of PDC - which was originally intended to support long term cash 

flow relating to the in-month timing of receipts and payments. 

• Reduce Capital Expenditure - revisiting the prioritisation and risk assessment of schemes. 

• Further working balance management – More aggressive management of receivables and 

payables.  

• Inventory management – seeking to reduce the carrying value of stocks. 

• Seek additional Public Dividend Capital Funding. 

• Working capital loan (unlikely as previous loan application rejected). 

 

The Trust will pursue a strategy derived from the above mitigating actions to best manage both the capital 

programme and the liquidity position. 

2013/14 CURRENT CASH FLOW SUMMARY Inflow/(Outflow)
£'000 £'000

Opening Cash (1/4/2013) 554

Add I&E Cash:
Surplus/(Deficit) (5,340)
Less Net Profit/Loss on Disposal (57)
Add Depreciation 16,931 11,534

Less Cash to Service Provisions
Redundancy (2,389)
Carbon Trading (269)
Pensions (55)
Legal Claims (360)

(3,073)
Less Planned Working Balance Movement (re Redundancy) 2,389 (684)

Less Cash to Service Financing:
Repayment of existing Loans (1,332)
PFI Principal repayment (4,504)
Dividend movement (165)
Repayment of new & exisiting leases (745)

(6,746)
Less Planned Working Balance Movement (re Dividend Movem't) 165 (6,581)

less Cash to Service Liquidity:
New PDC re Liquidity 6,200
Planned Closing Cash Balance (£6.2m PDC & Opening Cash) (6,754) (554)

Less Cash to Service Capital Proposals:
Capital Expenditure (7,736)
Capital b/f (slippage £579k & £715k & MRI £1,685k) (2,979)
PACS (Non Lease element) (550)
Capital Expenditure (Component Accouting) (4,721)
New Finance Leases (6,450)
Gross Proposed Capital Programme (22,436)
Donated Additions (504)
Less Charitable Funding 504
Capital re In Year Capital PDC (26)
Less Capital PDC Receipt 26
Less Planned Working Balance Movement (re Capital b/f) 2,979
Less Non Cash Items - Finance Leases: 6,450 (13,007)

Current Cash Funding Shortfall (8,738)



6.6 Capital Programme 

The Trust has developed a proposed capital programme for 2013/14 that reflects the following key factors: 

• Strategic Capital Programme at £10m new investment for 2013/14 (in line with overall affordability 

projections incorporated into the Long Term Financial Model). In addition, £4.7m has been 

incorporated to support the capitalisation of relevant PFI lifecycle maintenance costs in accordance 

with the Trust’s Accounting Policy. 

• Essential capital schemes delayed from 2012/13 to assist with the Trust’s cash / liquidity position at 

circa £2.3m have been prioritised as the “first call” on the available £10m – placing significant 

pressure on the overall capital programme resulting in only the highest priority scheme being 

considered. 

• The capital programme outturn for 2012/13 identified £0.7m of committed capital schemes that 

were not delivered by 31 March 2013. The capital programme for 2013/14 has therefore been 

increased by this sum recognising that the associated cash would remain within the Trust’s working 

capital as at 31 March 2013. 

• In addition, although not representing a cash outflow, the capital programme makes a general 

provision against the capital resource limit for known / potential finance leases of £6.5m (e.g. PACs 

system; potential Da Vinci robot; potential Pathology consortium). This means the Trust will have a 

higher capital resource limit to accommodate the capitalisation of the assets within these finance 

leases without placing further pressure on the Trust’s liquidity position. (NB: The cash flow in 

respect of finance leases is charged against the relevant revenue budgets). 

• NB: The capital programme was developed within the context of liquidity arising from a £1m 

planned revenue surplus (this surplus has subsequently been revised to a £5m deficit). Reducing 

the planned level of capital expenditure is one of mitigating actions which requires consideration in 

order to balance the 2013/14 cash position of the Trust. 

 

As part of the business planning process, the Senior Management Team (SMT) has reviewed a ‘long-list’ of 

prioritised capital requirements submitted by each of the CSCs and confirmed the list of schemes for 

inclusion in this year’s programme. The SMT also requested Julie Dawes to lead a group to review and 

further prioritise the list of ICT schemes. 

 

The proposed, prioritised, capital investment for 2013/14 is summarised below. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Capital Investment for 2013/14 

    2013/14 2013/14 
    Proposed Potential  
    Programme Requirements 
    
Capital commitments planned to ‘slip’ from 2012/13   £579,000 £579,000 
Capital commitments from 2012/13 (not delivered by 31 
March 2013)  £715,000 £715,000 
MRI replacements (includes £1.7m planned to ‘slip’ from 
2012/13)   £3,000,000 £3,000,000 
Medical Equipment Replacements (MDMC)   £1,400,000 £1,400,000 
ICT Strategy Investment and Service Developments   £2,821,000 £2,821,000 
Transformation investment   £1,250,000 £1,250,000 
Estate Strategy / Rationalisation  £600,000 £600,000 
Revenue to Capital (e.g. network computer via revenue)   £350,000 £350,000 
PFI capitalise lifecycle - component accounting   £4,721,000 £4,721,000 
PACs replacement – upgrading of clinical viewing monitors 
(cash)   £550,000** 
        
Total Capital Cash Requirement   £15,436,000 £15,986,000 
        
Finance Lease movement – (e.g. PACS , Da Vinci etc.) 
(non-cash)   £7,000,000** £6,450,000** 
        
Capital Resource Limit requirement (cash & 'non-cas h') * £22,436,000 £22,436,000 
*   Excludes donated additions (£504k); in-year central funding via PDC (birthing unit £26k) 
** To be confirmed   

6.7 Financial Risk Ratings 

The Trust operates as a “shadow” Foundation Trust and financial performance is measured against the 

Monitor Financial Risk Rating.  The chart below shows the 2012/13 year end financial performance as 

assessed using the Monitor risk ratings. The financial risk ratings improved as the financial position of the 

Trust has improved over the second half of the year.   

 

The weighted average metric stood at the end of 2012/13 at 2.75. Under the monitor rules this would have 

been rounded to an overall score of 3. This is the minimum score required by monitor to be authorised as a 

Foundation Trust. 

 

2012/13 Monitor Financial Risk Rating 

 

 

 

 

 

 

 

 

 

 

 

 

The planned deficit position for 2013/14 will have an adverse impact on the financial risk ratings of the 

Trust however the organisation can build confidence with its potential regulator by achieving its revised 

financial plans and agreeing a trajectory which sees the organisation return to a surplus position. 

 



7 Workforce 

 

7.1 Overview 

The Trust will move into 2013/14 with a clear strategic direction aimed at engaging and developing the 

workforce in delivering high quality patient outcomes so that staff are proud to work here and we will have 

no difficulty recruiting and retaining the best people. In particular our priorities are to: 

• Develop our people, ensuring we have a highly trained, motivated and valued workforce in order to 

deliver high quality services to patients 

• Recruit and retain high quality people to vacant posts in the Trust, enabling a significant reduction 

in the use of agency and temporary staffing 

• Ensure that all staff receive high quality appraisal and agreed personal objectives, linked to delivery 

of the trust strategy 

• Tackle the underlying issues which led to poor performance in the latest staff attitude survey, and 

creating the culture and behaviours needed to enable the Trust to provide consistently excellent 

care 

• Improve the processes through which the Trust engages with staff to enable improvements in the 

care provided to patients 

In order to deliver these priorities, the Trust has concentrated the workforce and organisational 

development strategy into five key strategic programmes: 

• Workforce Planning – Best People,  Best Skills, Right Time, Right Place; 

• Talent Management and Leadership Development – Growing our Talent and Future Leaders 

• Performance Management – Performance and Accountability 

• Employee Engagement – Great Place to Work and Learn 

 

7.2 Workforce Planning 

The Trust directly employs 6,300 people (5,600 FTE) and our Facilities Management contractor, Carillion, 

supplies a further 800 staff (500 FTE) in ancillary areas including portering, security and catering. In 

addition, approximately 90 Military staff work in the organisation in clinical roles as part of the hosted 

MDHU. Staff numbers have reduced since 2009 as efficiency improvements have been made in addition to 

voluntary and compulsory redundancies, mainly amongst administration, clerical and management staff. A 

summary of the Trust’s staffing levels since 2005/06 is summarised in the table below. 



 

The Trust has experienced significant levels of activity over plan in 2012/13 which has resulted in an 

increased reliance on temporary workforce to bridge the gap, which has had a significant impact on the 

trusts financial position. This has been taken into consideration when developing the plans for 2013/14, as 

well as forecast growth of services. Increases have been observed in Professional and Technical staff. This 

relates to a number of staff transferred under TUPE from the Ministry of Defence in Imaging, Pharmacy, 

HSDU and Supplies in 2008/09. In addition, an increase in activity has resulted in increased demands on 

diagnostic services. In 2011/12, this staff group appeared to increase as Operating Department 

Practitioners were recoded to Professional and Technical staff from Nursing & Midwifery. Medical and 

Dental staffing has increased slightly, predominantly in lower grade locums as activity has increased. 

As part of the Business Planning process, all CSCs have been supported with the development of action 

plans to address these priorities, and have been required to submit a forecast of the required staffing they 

will need to safely and effectively run services in accordance with commissioned activity plans, as well as a 

‘worse case scenario’ of the staffing levels required if the levels of growth experienced throughout 2012/13 

continue into 2013/14.In addition, all CSCs have been working to develop cost improvement plans, as 

referred to in section 6.3, some of which have a workforce component to them. 

The challenge this year, as in previous years, is to provide a responsive and flexible staffing model which 

provides the best possible outcomes for patients, whilst being financially viable, and at the same time 

planning for the challenges of the future, particularly in terms of changes to educational commissioning. 

The Trust is committed to working with the Trust Development Authority in implementing the National 

Workforce Assurance Tool, in order to help consider and review areas of potential workforce risk using an 

integrated approach with finance, activity, performance and quality information, and will use this tool as 

plans are further progressed. 

The model of staffing at this stage indicates that the required reduction in the workforce to support the 

Trusts Long Term Financial Model presents a significant challenge to the Trust. The Trust have 

commissioned an external organisation (Newton) to support the Trust as we look for ways to improve 

workforce productivity and reduce costs. 

The key workforce planning priorities for the Trust attempt to address the following areas: 

• Unscheduled care provision and recruitment difficulties 



• Reduction in numbers of Junior Doctors 

• Specialist Elderly Care nursing, requiring changes to skill mix 

A review has been undertaken of the staffing requirements across the Emergency Department, which has 

indicated a need for a number of changes to the workforce. The CSC are actively working to model staffing 

against activity requirements, and match the staffing to the skills required.  

Medical staffing is an area of pressure, with difficulties in recruitment nationally, which has resulted in the 

development of a new nurse-led model of the Advanced Clinical Practitioner. This role will bridge the gap 

between the consultant nurses and the Emergency Nurse Practitioners and provides a clinical career 

pathway within nursing. It will assist towards ensuring there is a permanent presence of clinically 

competent senior decision makers within the ED. 

The Physician’s Assistant role (Medical Technician) is being trialled as a pilot, with routine tasks usually 

performed by Junior Doctors delegated, with the intention of reducing the number of Junior Doctors 

required, which bridges the anticipated gap coming in future years.  As the pilot progresses, the trust is 

looking to increase the number of Physicians Assistants in other areas where reductions in medical staffing 

are likely to occur. The trial currently in progress offers the exciting opportunity to work with our Ministry 

of Defence colleagues in offering training and subsequent employment to Medical Assistants being 

released from the armed forces, thereby retaining their wealth of skills in the healthcare sector, as many 

are unable to secure roles within the NHS at this current time. 

Changes to nursing education, in particular degree level entry, requirements to provide a specialist Elderly 

Care nursing model, combined with increasing levels of patient acuity will undoubtedly put pressure on the 

nursing workforce. As a result, the current skill mix is likely to need modification, with a greater emphasis 

on specialist roles, band 4 development and apprenticeship schemes being extended, with associated 

career pathways being developed to provide career progression, job satisfaction and improved retention. 

Significant Nurse recruitment has taken place in 2012/13, with a large emphasis on recruitment from the 

European Union to address a large volume of vacancies within elderly medicine particularly. Innovative 

recruitment plans are required to ensure that staffing levels are maintained. 

The provision of high quality learning and education opportunities for all staff is essential in developing the 

strategy into a reality, and the role of the Trust in the newly formed Learning, Education and Training Board 

(LETB), and continued partnership with the deanery and other external education providers will help 

ensure the Trust is well placed in attracting staff who see learning, education and continuing professional 

development as essential elements of their work. With the  development of innovative new roles taking 

place within the Trust, and a number of key workforce redesign initiatives required to provide a sustainable 

workforce being implemented, it is critical that the Trust position itself well on the national stage for 

learning outcomes  by encouraging the best of all professional groups to work at Portsmouth.  

Moving forward it is essential that the Trust are able to demonstrate that provision of learning and 

education programmes provide outcomes which meet the requirements of the new Educational Outcomes 

Framework, with all learning and Education interventions being measured against this framework to ensure 

they are supporting the capability needs of the trust, the development needs of individuals, and excellent 

healthcare to patients.  

 



7.3 Talent Management and Leadership Development 

The Trust aspires to be a place of work where careers are sustained and developed, and it is recognised 

that the current workforce arrangements will not be sufficient to respond to the flexible demands of the 

health care system and specifically be able to underpin the long term financial model. As a result, the Trust 

must identify and develop those with talent and potential to equip them with the skills they need to drive 

clinically led change and improve the quality of care for patients. 

Throughout 2012/13 the Trust has implemented the Working Together for Patients programme, using 

Aston Organisation Development methodology to improve Team Based Working, which will continue to be 

built on throughout 2013/14 as it is fully imbedded within the organisation.  

7.4 Performance Management 

Alongside talent management it is critical that the Trust provides a robust performance management 

process to build organisational capability and a high performance culture throughout the organisation, 

both at CSC level and at an individual level. 

The current performance appraisal process is being strengthened to ensure that individuals are objectively 

measured in relation to both performance and potential so that developmental interventions are provided 

and reflect the talent pool in which they sit. The Appraisal Process has improved measurably in terms of 

both compliance and quality of appraisal, and work is on-going to ensure that individual objectives are 

linked to the strategic goals of the Trust.   

Specific capability plans are being developed to ensure that the trust has sufficient staff able to fill critical 

posts with the necessary skills they require to undertake the roles effectively. The current system of 

appraisal and performance management  

7.5 Employee Engagement 

The key Trust objective in relation to workforce is that staff are proud to work here and that we will have 

no difficulty recruiting and retaining the best people, and as a Trust we are committed to improving staff 

satisfaction and becoming a great place for people to work and learn. 

2013/14 is an exciting year for the Trust in terms of staff engagement, as we launch Listening into Action 

(LiA) as a new way of working at Portsmouth Hospitals NHS Trust. This is about achieving a fundamental 

shift in the way we work and lead, putting clinicians and staff at the centre of change for the benefit of our 

patients, our staff and the Trust as a whole.   

LiA has met with great success in other NHS organisations and focuses on: 

• Connecting and bringing people together  

• Empowering clinicians and staff to get on and make the changes we all want to see  

• Collaborating to come up with good ideas and then quickly turning them into action 

• Celebrating our successes and using our stories to inspire others 

• Sharing ownership and responsibility for improving care for our patients and working lives for 

ourselves. 

The focus of this, and the actions which will follow, is to support and enable all staff within the organisation 

to do the very best for patients and their families, in a way which makes all staff feel proud. This different 



approach is timely and appropriate in light of the recent Francis report and recommendations.  Positive 

action will follow, with direct involvement from the staff, empowered to make it happen.   

Invitations have gone out to 800 staff inviting them to attend one if six big conversations that will be 

personally hosted by the Chief Executive taking place end April through to mid-May 2013. These will be 

structured to identify what really matters to staff, what gets in their way and what the Trust should 

prioritise changing moving forward. 

Following this the Trust will collate the outcomes into themes and move forward to deliver quick wins 

identified by staff and then some enabling people projects. The first ten teams will also be identified to 

implement service/process/system changes that come out of the big conversations or via teams 

nominating themselves 

A sponsor group has been set up with key clinical leaders who meet every 2 weeks with Ursula and ensure 

things are moving in the right direction/check and balance/challenge etc 

 

8. Risks to Plan 

The plan is subject to a number of significant risks; 

• A contract needs to be signed with Commissioners to underpin the financials in the plan – The key 

mitigation is the Strategy followed by the negotiating group and the support of the Board, 

• The CIP programme of £20.5m and the £3.7m of additional income must be achieved in full – The 

key mitigation is the work of the PMO and the rigour of the process to date. This work is also 

underpinned by engagement of Newton to undertake the key redesign work. However this remains 

a key risk. 

• Non-Elective activity exceeds that agreed with Commissioners – The key mitigation is to work with 

the local system to reduce this risk.  



Trust Balance Sheet 2013/14       Annex A 

 

 

BALANCE SHEET Opening Mar-14
Plan

Non Current Assets
Property Plant & Equipment 303,809 301,883

PFI Other Assets 683 683

Other Receivables - Non Current 2,093 2,093
Total Non Current Assets 306,585 304,659

Current Assets
Inventories 11,973 11,973

NHS Trade Receivables - Current 7,749 7,749

Non NHS Trade Receivables - Current 2,044 2,044

Other Receivables - Current 9,687 9,687

Other Fin. Assets - Current (eg accr'd income) 2,592 2,592

Provision for bad Debts (642) (642)

Cash & Cash Equivalents 554 6,754

Land Held For Sale 0
Total Current Assets 33,957 40,157

Current Liabilities (less than 1 year)
DH Capital Loan - Current Borrowings (1,332) (1,332)

Finance Leases - Current Borrowings (126) 619

PFI Leases - Current Borrowings (4,504) (5,162)

Trade - Current Payables (2,311) (2,311)

NHS - Current Payables (1,956) (1,956)

PDC Dividend - Current Payables (165) 0

Other - Current Payables (18,483) (20,872)

Taxation - Current Payables (867) (4,515)

Capital - Current Payables (2,292) (2,292)

Accruals - Current Payables (6,853) (6,853)

Payments on Account - Current 0 0

Deferred Income - Current 0 0

Provisions - Current (3,140) (45)
Total Current Liabilities (42,029) (44,719)

Net Current Assets/Liabilities (8,072) (4,562)

Total Assets less Current Liabilities 298,513 300,096

Non Current Liabilities
Finance Leases - Non Current Borrowings (36) (36)

Provisions Liabs/Chgs (1,785) (1,807)

DH Capital Loans - Non Current (4,006) (2,674)

Finance Leases Non Current 0 (6,450)

PFI Leases - Non Current Borrowings (248,645) (243,483)
Total Assets Employed 44,041 45,646

Taxpayers Equity
Public Dividend Capital 42,798 49,024

Retained Earnings (Accumulated Losses) (43,312) (43,312)

Income & Expenditure Account * 0 (5,340)

Revaluation Reserve 44,555 45,274

Donated Asset Reserve 0 0
TOTAL FUNDS EMPLOYED 44,041 45,646
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CASH-FLOW Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec -13 Jan-14 Feb-14 Mar-14
2013/14 
Total

Actual Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan Plan P lan

EBITDA 722 1,812 355 2,328 2,787 1,970 4,633 2,914 2,602 3,954 2,325 3,257 29,657

Tfr Donated Assets 0 (84) (42) (42) (42) (42) (42) (42) (42) (42) (42) (42) (504)

EBITDA After Exceptionals 722 1,728 313 2,286 2,745 1,928 4,591 2,872 2,560 3,912 2,283 3,215 29,153

MOVEMENT IN WORKING CAPITAL
Inventories (661) 60 60 60 60 60 60 60 60 60 60 60 0

NHS Trade Receivables - Current (754) 69 69 69 69 69 69 69 69 69 69 69 0

Non NHS Trade Receivables - Current 26 (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) 0

Other Receivables - Current (1,910) 174 174 174 174 174 174 174 174 174 174 174 (0)

Other Receivables - Non Current (113) 10 10 10 10 10 10 10 10 10 10 10 0

Other Financial Assets - Current (eg accrued income) 903 (82) (82) (82) (82) (82) (82) (82) (82) (82) (82) (82) (0)

Payments on Account - Current 1,488 (135) (135) (135) (135) (135) (135) (135) (135) (135) (135) (135) 0

Provisions - Current 22 (478) (478) (478) (478) (478) (706) (3,073)

Trade Payables - Current 224 (20) (20) (20) (20) (20) (20) (20) (20) (20) (20) (20) 0

Accruals - Current (3,320) 302 302 302 302 302 302 302 302 302 302 302 0

NHS Payables (other payables) 2,914 (265) (265) (265) (265) (265) (265) (265) (265) (265) (265) (265) (0)

Other Payables - Current (other payables) 8,017 (5,628) 2,389

Taxation Payable (other payables) 4,060 (37) (37) (37) (37) (37) (37) (37) (37) (37) (37) (37) 3,648
Total Movements 10,896 (406) (406) (406) (406) (406) 72 (63 4) 72 72 72 (5,556) 2,964

C/F From Operations 11,618 1,322 (93) 1,880 2,339 1,522 4, 663 2,238 2,632 3,984 2,355 (2,341) 32,117

Investing Activities
Capital Expenditure (643) (687) (645) (645) (645) (645) (645) (645) (645) (645) (645) (645) (7,779)

Capital Payables (937) (908) 1,845 0
C/F Before Financing 10,038 (273) (738) 1,235 1,694 877 4, 018 1,593 1,987 3,339 1,710 (1,141) 24,338

Financing Activities
PDC Capital Received 6,200 26 6,226

Dividends Paid (operating cost in FIMS) (937) (773) (1,710)

Interest Payable on Loans (operating cost in FIMS)(1,350) (1,388) (1,388) (1,388) (1,388) (1,388) (1,388) (1,388) (1,388) (1,388) (1,388) (1,388) (16,617)

Interest Received 2 3 3 3 3 3 3 3 3 3 3 3 39

Loans - Repayment Of Committed (666) (666) (1,332)

Finance Leases - Current (63) (62) (62) (62) (62) (62) (62) (62) (62) (62) (62) (62) (745)

PFI Leases - Current 0 110 55 55 55 55 55 55 55 55 55 55 658

PFI Leases - Non Current (121) (739) (430) (430) (430) (430) (430) (430) (430) (430) (430) (430) (5,162)

Movements Grants/Oth 0 84 42 42 42 42 42 42 42 42 42 42 504
NET CASH (OUT) / IN 14,706 (2,265) (2,518) (545) (60) (2,506) 2,238 (187) 207 1,559 (70) (4,360) 6,200

CASH BOOK
Opening Balances 554 15,260 12,996 10,478 9,933 9,873 7,367 9,605 9,418 9,625 11,184 11,114 554

Net Cash (Out) / In 14,706 (2,265) (2,518) (545) (60) (2,506) 2,238 (187) 207 1,559 (70) (4,360) 6,200
Closing Balances 15,260 12,996 10,478 9,933 9,873 7,367 9, 605 9,418 9,625 11,184 11,114 6,754 6,754


