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Trust Board Meeting in Public 
 

Held on Thursday 1 September 2016 at 10:00am 
 

Lecture Theatre 
Queen Alexandra Hospital 

 
 

MINUTES 
 

Present:  Sir Ian Carruthers   Chairman 
   Steve Erskine         Non-Executive Director 

Liz Conway    Non-Executive Director 
Mike Attenborough-Cox  Non-Executive Director 
Mark Nellthorp                         Non-Executive Director 
 

   Tim Powell    Interim Chief Executive 
   Cathy Stone    Director of Nursing 
   Chris Adcock    Director of Finance 

Simon Holmes      Medical Director  
Ed Donald    Chief Operating Officer 
Rebecca Kopecek   Interim Director of Workforce 
Simon Jupp                             Director of Strategy 

 
In Attendance: Simon Hunter    Chief of Service, Emergency Medicine  
 Rosemary Brownbridge  Head of Nursing, Emergency Medicine 

Ali Bartens    Chief of Service, AMU 
Peter Mellor    Director of Corporate Affairs 
Michelle Andrews   PA to Trust Board (Minutes) 

    
 

Item 
No 

Minute 
 

 
109/16 

 
Apologies: 
 
John Smith, Non-Executive Director 
Rob Haigh, Director for Emergency Care 
 
Declaration of Interests: 
There were no declarations of interest. 
 

110/16 Patient Story 
 
Simon Hunter, Chief of Service, and Rosemary Brownbridge, Head of Nursing, were in 
attendance for this item and delivered the following presentation which summarised the 
general patient experience across the Emergency Medicine CSC: 

Trust Board EM CSC 
re patient story Sept  
Liz Conway asked about staff morale within the department. Rosemary advised that due to 
the never ending pressures staff morale had been very low, particularly after the publication 
of the CQC report, even though staff had been prepared for the likelihood of a negative 
report. However, the positive response from the public following the publication of the report 
has been a real morale boost. Simon Hunter explained that the on-going improvement 
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projects within the department were keeping the staff morale high as these were projects 
that staff had contributed to via the various focus groups.  
 
Steve Erskine asked whether the department felt part of the wider team across the 
organisation and whether any collaboration from the rest of the organisation was needed. 
Simon Hunter felt that there had been a real shift change throughout the organisation in 
recognising the pressure within the Emergency Department. Professional standards had 
been introduced which have made a positive impact.  
 
Mark Nellthorp referred to the number of patients who were inappropriately brought to the 
Emergency Department via ambulance. He asked whether there is was any way that the 
Trust could have a service which enabled those patients to be triaged in the community 
before coming to hospital. The Medical Director advised that it was only a small group of 
patients and they usually come from nursing homes. Dr Jim Hogan, Portsmouth CCG, has 
taken responsibility for reporting back any inappropriate attendances. There is a now a 
‘silver phone’ process in place which enables nursing homes to phone directly to a 
Geriatrician for advice and this is expected to reduce the number of inappropriate 
attendances. 
 
The Chairman thanked all members of staff for their continued hard work during this difficult 
time. He was pleased to hear of the positive improvements being made and the recognition 
that urgent care was the responsibility of everyone within the organisation and not just those 
within the Emergency Department. 
 

111/16 Minutes of the Last Meeting – 7 July 2016 
 
The minutes were agreed as a true and accurate record. 
 

112/16 Matters Arising/Summary of Agreed Actions 
 
All complete. 
 

113/16 Notification of Any Other Business 
 
None. 
 

114/16 Chairman’s Opening Remarks 
 
The Chairman reminded that the NHS was facing a challenging time, both nationally and 
locally. There were challenges nationally, in particular, with both urgent care and financial 
health. He drew attention to a number of closures of Emergency Departments across the 
country but confirmed that this would not affect us locally.  
 
He drew attention to the Sustainability and Transformation plans being developed across 
the country. For services to be truly sustainable in the future, some difficult choices would 
need to be made. There was currently a most significant savings requirement from the 
healthcare sector in Hampshire and the Isle of Wight.  
 
A further Junior Doctors dispute is being planned for mid-September. How this would affect 
the Trust was unknown but, historically, Junior Doctors working at Portsmouth had always 
acted responsibly with only a minimal impact on services. 
 
The search process for a substantive Chief Executive was now underway. It was not likely to 
be concluded until early November. It could then be a considerable period of time before the 
successful individual would be in post because of the possible need to serve a period of 
notice. 
 
The Chairman thanked all staff, Governors and Volunteers for their invaluable contribution to 
the organisation. 
 

115/16 Chief Executive’s Report 
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The Interim Chief Executive drew attention to key areas of his report: 

· Supporting Providers to improve A&E performance - Plans are underway to help 
NHS providers find ways to meet and sustain A&E performance.   

· Strengthening Trusts' Financial and Operational Performance for 2016/17 - NHS 
Improvement unveiled a suite of new measures for providers and commissioners 
to restore financial discipline and help ensure on-going financial sustainability for 
the NHS. They have placed five challenged NHS providers in financial special 
measures in order to bring about swift improvement and, as part of this, each 
Trust will undergo a rapid review and agree a financial recovery plan. 

· Mental Health Risk Summit – National issues around the provision of care. The 
mental health service is at crisis point in Hampshire with provision of care 
deemed inadequate. A summit will help to identify the most pressing risks 
currently facing the care system and how organisations might best work together 
to mitigate them.   

 
116/16 Integrated Performance Report  

 
Quality 
 
The Director of Nursing drew attention to the following areas, with supporting comment from 
the Medical Director: 

· Tissue viability – a continued improvement was being seen by ensuring that the right 
supplies are in the right place at the right time. One of the elective orthopaedic wards 
had recently been given an award for being ‘incident free’ for 7 years. 

· Patient moves after 12am – a decrease in the number of non-clinical moves has 
been seen.  

· ED Friends and Family Test – there has been a reduction in the response. The 
reasons for this are multifactorial. There has also been a slight decrease in the 
reported satisfaction rate. 

· Falls – there were 3 falls reported in July, however, this was adjusted to 4 following 1 
historical case which was confirmed as a severe harm incident during July. 

· PLACE audit – the Trust scored above the national average in 7 of the 8 domains, 
with food scoring slightly lower. 

· Healthcare Acquired Infections – There were zero incidents of MRSA reported in 
July. There were 3 reported cases of C.Difficile in the month with a year to date 
position of 9 cases against an objective of 13. There were 4 reported cases of MSSA 
in July, which compared favourably nationally.   

· Mortality – There has been a sudden rise in the Trusts HSMR score. Whilst it is 
‘within expected range’ it was now above the national average. The position has 
been reviewed by Dr Foster and internally by the Clinical Effectiveness Steering 
Group and there are 3 clear themes: 

o The figures include those deaths which happen in Jubilee House, despite the 
patients being the responsibility of Solent NHS Trust. There was a ‘batch’ of 6 
months’ worth of data reported in one month. 

o The coding for palliative care had fallen off. 
o There has been a rise in the number of patients recorded in a ‘residual code’ 

rather than the correct code for their morbidities. 
· Stroke – a continued improved performance with a trajectory to move to rating ‘B’ by 

the end of the year which would be earlier than planned. 
 
Liz Conway was concerned at the HSMR rate and particularly the on-going issue of coding. 
The Medical Director agreed that coding was an issue and that the Trust was currently 
looking at how others have overcome the issue. It was agreed that a paper should be 
brought to the next meeting outlining the reasons for the sudden increase in the HSMR. The 
paper also needs to include the independent assurance from Dr Foster. 
Action: Medical Director 
 
Steve Erskine referred to the Quality Care Review and asked what the reason was for the 
variation in standards between the different maternity wards. The Director of Nursing 
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explained that the reviews imitate that of the CQC and this particular case of variation was 
due to a small cohort of new Midwives who were unaware of some of the Trusts internal 
processes.  
 
Operations 
 
The Chief Operating Officer drew attention to the following areas of the report: 

· A&E service standard – performance was 80.25% against the 95% standard. Whilst 
this was below the improvement trajectory of 85%, performance was improving. The 
number of ambulances being held was lower and the percentage of patients being 
triaged within 15 minutes remained high. 

· Continued improvement seen in the identification and treatment of sepsis. 
· Good progress with the implementation of the Frailty Improvement Team. 
· Delayed transfers of care are currently at an all-time high and patients are being 

reviewed on a daily basis so that any issues can be escalated. 
· RTT – 91.21% achievement against the 92% standard and improvement trajectory. 

The number of long waiting patients has reduced and recovery plans have been 
developed for those areas of concern. 

· Cancer – a consistent improvement seen with 7 of the 8 standard achieved. A slight 
dip in performance is possible for August because of patient choice over the holiday 
period.  

· Diagnostics – performance of 99.4% against a trajectory of 99%. The challenge is 
now to maintain this performance. 

 
Liz Conway asked how many outpatient clinics had been cancelled as a result of the urgent 
care pressures. The Chief Operating Officer agreed to circulate the information. 
Action: Chief Operating Officer 
 
Steve Erskine felt that RTT specialty fails has been an on-going issue for some time and 
asked what plans were in place to address this. The Chief Operating Officer advised that it 
was primarily an issue of capacity and sufficient Consultant cover. With recent appointments 
made, improvements in performance should be seen from October onwards.  
 
There was a discussion about the sustainability of services and how the Sustainability and 
Transformation Plan alliance might help resolve this. 
 
Finance 
 
The Director of Finance drew attention to the following areas of the report: 

· The I&E position at the end of July is a deficit of £6.1m. This is £1.8m over the 
planned deficit of £4.2m. 

· For the month of July, income was lower than anticipated and validation of the 
position has highlighted a number of anomalies.  

· A quarter 1 review of the forecast year end position has taken place. It is shown to 
be challenging with considerable risk, however, based on the number of variables 
and opportunities identified; it is still considered to be a deliverable objective.  
The total value of the savings programme is £32.2m, however, potential 
opportunities identified thus far only equate to £30.6m worth of savings.  

· There is significant risk with the cash flow position and the application for cash 
support had still not been approved. 

 
Mike Attenborough-Cox asked what the reason was behind the sudden deficit increase and 
felt that it was due to the number of temporary staff. The Director of Finance advised that 
there was a combination of factors around pay which had impacted the position: 

· The Workforce CIP was short / cost of premium rate agency staff 
· Unanticipated costs – for example, keeping E4 open 
· The planned capacity reduction has not materialised. 

 
Steve Erskine reported that whilst the Finance and Performance Committee recognised the 
progress made so far, it reminded of the need for accelerated progress and sustainability. 
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There were 2 key areas of concern: CIP’s and Workforce. 
 
Workforce 
 
The Interim Director of Workforce drew attention to the following areas of the report: 

· The pay bill is £1.1m over plan, mainly caused by the failure to reduce the expensive 
temporary expenditure. All CSC’s are required to improve the pay position by the 
end of September. In the meantime, more immediate actions have been taken such 
as a recruitment freeze in corporate functions. If CSC’s are unable to make the 
necessary savings, there is a list of actions which could be taken. 

· Appraisal compliance has increased to 74.5% but still continues to be below the 85% 
target. All CSC’s have been contacted with a list of those staff whose appraisals are 
out of date. Discussions have been had with the JCNC about how compliance could 
be potentially linked to the incremental pay increase.  

· Sickness absence rate has decreased and actions are being taken to try and keep it 
down. 

 
A discussion followed about the appraisal rate and actions which could be taken to improve 
it. The current appraisal performance rate was thought to be unacceptable and the 
Executive team need to take whatever action was necessary. 
 

117/16 CQC Enforcement Notice and Urgent Care Quality Improvement Plan (CQC) 
 
The Director of Nursing presented the new updated report which comprised of 2 parts: 

· Part C – compliance with the CQC enforcement notice 
· Part B – compliance with the Urgent Care Improvement Plan 

 
A robust discussion was had about flow through the organisation. The Interim Chief 
Executive reported back following a recent meeting with NHS England and NHSI about the 
improvement plan. It was recognised that performance was moving in the right direction and 
whilst there were still challenges, the Trust was much more resilient in times of challenge. 
 

118/16 Quarter 1 delivery against Business Plan 
 
The Director of Strategy presented the quarter 1 review of the Trusts Operating Plan, 
covering: 

· Activity 
· Quality 
· Workforce 
· Finance 
· STP 
· Business Planning Lessons Learnt 

 
Steve Erskine felt that whilst the quarterly review was very good, time was needed to 
properly consider, discuss and validate it and make the necessary changes to the plan for 
the rest of the year. He felt that it should be discussed at the Finance & Performance 
Committee, followed by the Workshop before final presentation to a Trust Board meeting in 
public. 
Action: Director of Strategy 
 

119/16 Annual Complaints Report 
 
The Director of Nursing presented the report, advising that it was a consolidation of the 4 
previous quarterly reports that had been provided to the Board. She highlighted the key 
areas of the report: 

· Themes from complaints 
· More willingness from patient to engage from the outset 
· Number of plaudits 
· Relationship between Complaints and PALS 
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120/16 
121/16 

Business Conduct Standards / Trust Board Code of Conduct 
 
The Director of Corporate Affairs presented both of these policies and sought the Trust 
Board approval of them. 
 
Steve Erskine asked who was responsible for maintaining and reviewing the Hospitality 
register. The Director of Corporate Affairs confirmed that it was his responsibility. 
 
Both policies were ratified. 
 

122/16 Frailty Improvement Programme 
 
Ali Bartens, Chief of Service, AMU, was in attendance for this item and delivered the 
following presentation: 

Trust Board 
Presentation Frailty S   
 
The Chairman thanked Ali Bartens and her team for their continuing hard work and 
commitment. 
 

123/16 Workforce Race Equality Standard (WRES) 
 
The Interim Director of Workforce advised that the Workforce Race Equality Standard 
(WRES) was introduced because it was felt that BME staff members were treated less 
favourably than white staff across the country. The paper outlined the Trusts performance 
against the standard and demonstrated that the Trust performs well in this area. There is a 
regular Equality & Diversity report which is presented to the Governance & Quality 
Committee. 
 
The Director of Nursing asked whether the Trust benchmarks its results against other 
Trusts. The Interim Director of Workforce advised that the Trust’s Equality & Diversity 
Manager actually manages a number of other NHS organisations and she was confident in 
the Trust’s performance however, we are not complacent and are always looking at further 
ways to improve. 
 

124/16 DIPC Annual Report 
 
The Medical Director presented the Infection Prevention Annual Report and felt that the 
report demonstrates the high quality of service provided by the team.  
 
Steve Erskine complimented the report and asked the Medical Director what were his areas 
of particular concern, if any. The Medical Director felt that resistant bugs were the biggest 
area of concern and the number of cases was increasing each month. Whilst the Trust is 
very good at screening and isolation, it still remains a real challenge for the future. 
 

125/16 Revalidation Update 
 
The Medical Director presented the report, and the Trust’s position: 

· There are currently 532 doctors who have the Trust as their designated body.  
· To date 379 doctors have successfully revalidated. There are 31 doctors left to 

revalidate before the end of the initial cycle which ends March 2018. The Medical 
Director is also due to revalidate again on 19 February 2018. 

· 94 deferrals have been submitted mainly due to incomplete paperwork or the doctor 
being new to the UK or the hospital (77 people have been deferred once and 17 
more than once).   

· Deferral is regarded by the GMC as a ‘neutral act’ with no implications to the doctor. 
· No doctor has been referred as ‘non-engagement’ and thus at risk of loss of licence 

to practice by GMC. 
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· The number of doctors due to revalidate has slowly started to decline as we 
approach the end of the first 5 year cycle; however this will start to increase again 
from 1 April 2018. 

 
Steve Erskine asked how revalidation links to the Trust’s value as leadership roles have a 
huge part to play in setting example. The Medical Director agreed and advised that 
revalidation was being linked to both appraisals and job planning etc. 
 

126/16 Charitable Funds Update 
 
The Director of Corporate Affairs presented this report. 
 
A discussion followed about the tax liability on staff social function contributions that was to 
be charged to the charity. It was felt that this needed following up to ensure it was 
appropriate. 
Action: Director of Corporate Affairs 
 

127/16 Audit Committee Report 
 
Mike Attenborough-Cox drew attention to 2 of the recent audit reports that had been 
received that had been given ‘limited assurance’. He intended to circulate these to the 
Board. 
Action: Mike Attenborough-Cox 
 
Mike Attenborough-Cox advised that there was a gap in assurance due to the lack of an IT  
Strategy. The Director of Strategy agreed to follow this up. 
Action: Director of Strategy 
 

128/16 Non-Executive Directors’ Report 
 
Liz Conway was concerned at the increasing work implications for the Non-Executive 
Directors and their ability to undertake additional activities on top of attending Committees 
and chairing Consultant Interviews. The Chairman asked that the Director of Corporate 
Affairs pull together a schedule to help better identify the priorities. 
Action: Director of Corporate Affairs 
 

129/16 Annual Work plan 
 
The annual work plan was noted.   
 

130/16 Record of Attendance 
 
The record of attendance was noted. 
 

131/16 Opportunity for the Public to ask questions relating to today’s Board meeting 
 
Mr Kennedy, member of the public, asked whether the Trust was aware of an increase in 
yellow fever cases as he had been told that there were concerns at the number of cases of 
yellow fever in Africa. The Medical Director advised that he was not aware of any such 
concern but confirmed that people are encouraged to vaccinate against this before travelling 
to such countries. 
 
Roland Howes, Governor, was again concerned at the poor appraisal performance, and in 
particular that only 4 CSC’s were compliant in the last month. 
 

132/16 Any Other Business 
 
There being no any other business, the meeting closed at 1.15pm 
 

133/16 Date of Next  Meeting:   
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Thursday 6 October  
Venue: Oasis Centre, Queen Alexandra Hospital 
 

 



 ROLLING ACTION POINTS FROM: Trust Board Meeting in Public     Thursday 1 September 
 

2016 
Minute  Agenda Topic Summary of Action required Responsibility for Action 

is with Due Date  

116/16 Integrated 
Performance Report 

Quality 
It was agreed that a paper should be brought to the 
next meeting outlining the reasons for the sudden 
increase in the HSMR. The paper also needs to include 
the independent assurance from Dr Foster. 

Medical Director October 

116/16 Integrated 
Performance Report 

Operations 
Liz Conway asked how many outpatient clinics had 
been cancelled as a result of the urgent care pressures. 
The Chief Operating Officer agreed to circulate the 
information. 

Chief Operating Officer Immediately 

118/16 Quarter 1 delivery 
against Business Plan 

Steve Erskine felt that whilst the quarterly review was 
very good, time was needed to properly consider, 
discuss and validate it and make the necessary 
changes to the plan for the rest of the year. He felt that 
it should be discussed at the Finance & Performance 
Committee, followed by the Workshop before final 
presentation to a Trust Board meeting in public. 

Director of Strategy Ongoing 

126/16 Charitable Funds 
Committee 

A discussion followed about the tax liability on staff 
social function contributions that was to be charged to 
the charity. It was felt that this needed following up to 
ensure it was appropriate. 

Director of Corporate Affairs Immediately 

127/16 Audit Committee 
Report 

Mike Attenborough-Cox drew attention to 2 of the 
recent audit reports that had been received that had 
been given ‘limited assurance’. He intended to circulate 
these to the Board. 

Mike Attenborough-Cox Complete 

127/16 Audit Committee 
Report 

Mike Attenborough-Cox advised that there was a gap in 
assurance due to the lack of an IT  
Strategy. The Director of Strategy agreed to follow this 
up. 

Director of Strategy Immediately 



128/16 NED Report 

Liz Conway was concerned at the increasing work 
implications for the Non-Executive Directors and their 
ability to undertake additional activities on top of 
attending Committees and chairing Consultant 
Interviews. The Chairman asked that the Director of 
Corporate Affairs pull together a schedule to help better 
identify the priorities. 

Director of Corporate Affairs Immediately 

 



 
 

TRUST BOARD PUBLIC – OCTOBER 2016   Agenda Item Number: 140/16 
         Enclosure Number: (1) 

Subject: Report from the Interim Chief Executive 

Prepared by / Sponsored by / 
Presented by: 

Tim Powell, Interim Chief Executive 

 

Purpose of paper To updated the Board on national and local items of interest.  

 

Key points for Trust Board 
members 

Note contents of the report 

Options and decisions required None required, for information 

Next steps / future actions: None 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

None 

Consideration of Public and 
Patient Involvement and 
Communications Implications? 

None  

 

 

 

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

Strategic Aim Strategic aim 1:    Deliver safe, high quality patient centred care 

Strategic aim 2:   Develop a reputation for excellence in 
innovation, research & development and education in the top 
20% of our peers. 

Strategic aim 3:    Become the hospital of choice for general, 
specialist and selected tertiary services. 

Strategic aim 4:    Staff would recommend the trust as a place to 
work and a place to receive treatment 

Strategic aim 5:    Develop sufficient financial strengths to adapt 
to change and invest in the future. 

BAF/Corporate Risk Register 
Reference (if applicable) 

N/A 

Risk Description N/A 

CQC Reference N/A 

 

Committees/Meetings at which paper has been approved: Date 

None  



Report of the Chief Executive 
 

Board of Directors – 6 October 2016 
 

1. NHS England Announces Trusts to Pioneer Digital Technology 
 
NHS England has announced 12 hospital Trusts that will pioneer new ways of using digital 
technology to drive radical improvements in patient care.  Known as Global Digital Exemplars, 
they are the most digitally advanced hospitals in the NHS and will each receive up to £10m 
from NHS England to inspire a digital revolution across the health service.  This follows the 
recommendations of an independent review by IT expert Professor Bob Wachter on how the 
NHS can use technology to improve service.  The 12 Trusts were confirmed as: 
 
· Salford Royal Hospitals NHS Trust 
· Wirral University Teaching Hospital NHS Foundation Trust 
· City Hospitals Sunderland NHS Foundation Trust 
· Royal Liverpool and Broadgreen University Hospitals NHS Trust 
· West Suffolk NHS Foundation Trust 
· University Hospitals Birmingham NHS Foundation Trust 
· Luton and Dunstable University Hospital NHS Trust 
· Royal Free London NHS Foundation Trust 
· Oxford University Hospitals NHS Foundation Trust 
· Taunton and Somerset NHS Foundation Trust 
· University Hospitals Bristol NHS Foundation Trust 
· University Hospitals Southampton NHS Foundation Trust 

 
The Trust will work closely with University Hospital Southampton NHS Foundation Trust, as our 
local ‘Global Digital Explorer’, in the development of our digital maturity in line with the 
recommendations made in Professor Wachter’s report. 

 
2. Plans Launched for Seven Day Hospital Pharmacy Services 

 
The NHS Five Year Forward View outlines the commitment of the NHS to ensure that hospital 
patients have access to seven day services where this makes a clinical difference to outcomes.  
The 10 seven day clinical standards define what seven day services in hospitals should 
achieve, four of which were prioritised.  By 2020 100% of the population should have access to 
hospital services which meet these four priority clinical standards.  Hospital clinical pharmacy 
services can significantly support this delivery. 
 
NHS England delivered its first report on enhancing the quality of care and improving access to 
7-day pharmacy services for patients in hospital at a recent conference.  The report 
‘Transformation of 7-day Clinical Pharmacy Services in Acute Hospitals’ sets out a vision where 
hospital pharmacy services could operate more efficiently and safely and 13 key 
recommendations of how clinical pharmacy services in hospitals can be strengthened, 
particularly at weekends, to benefit patients. 
 
However, the report recognises that a 7-day pharmacy services faces a number of challenges 
including a lack of investment and shortages of worker skills and digital maturity.  In 
Portsmouth we have a dispensing pharmacy service on Saturdays and Sundays and a ward 
service is some emergency areas, such as AMU. 

 
3. Sustainability and Transformation Plan Guidance 
 

NHS England have published the long awaited guidance for local areas to use, in involving and 
engaging with local people, in the development of Sustainability and Transformation Plans 
(STPs).  The guidance highlights the potential positive benefits of involving people, 
communities and stakeholders in developing Sustainability and Transformation Plans, as well 
as outlining when formal consultations need to be held and the legal obligations.   

 
Portsmouth, along with partners in the Hampshire and the Isle of Wight footprint, are 
developing plans to engage with Health and Wellbeing Boards, patients, carers and staff to 
shape thinking of the Sustainability and Transformation Plan. 



 
4. Revised Single Oversight Framework for Providers – Now Published 
 

Jim Mackey, Chief Executive, NHS Improvement sent the revised Single Oversight Framework 
(SOF) and a summary of consultation responses.  In his letter he summarised some of the key 
changes that were made following consultation and also outlined further refinements that to be 
made to the framework.  All comments and views were submitted by 23 September 2016.  If 
any further changes are made to the framework a final updated version, highlighting what has 
changed, will be sent by the end of this month.  The framework will be introduced from 1 
October 2016, at which point the Monitor Risk Assessment Framework and TDA Accountability 
Framework will no longer apply. 

 
The Trust welcomes the publication of the Single Oversight Framework and will be aligning the 
high-level information within the Integrated Performance Report with the outcome measures 
prescribed in the Single Oversight Framework. 

 
5. Agency Rules Update: New Framework Approved 
 

NHS Improvement mandated from 1 April that all agency staff had to be secured via their 
approved framework agreements.  They have now approved a new framework – NHS 
Collaborative Procurement Partnership: National Framework Agreement for the Supply of 
Clinical Staff – which came into force on 2 September.  All bookings with agencies through 
NHS Collaborative Procurement Partnership should now be made against the terms and 
conditions of the new framework.  This represents another step to all the major frameworks 
embedding rates that are below the agency price caps. 
 
The Trust only uses agency staff from an approved framework, unless there are exceptional 
circumstances relating to the safety of patient care, which is acceptable under the process.  We 
are using the HTE and CCS frameworks, both of which are approved.  The new framework is 
actually a revision of an old framework (LPP framework) and is called the NHS Collaborative 
Procurement Partnership National Clinical Staffing framework.  STR is the only agency that 
Portsmouth will be utilising through this framework.  We are still awaiting the framework access 
documents from the framework provider.  
 

6. Local News 
 

Southern Health NHS Foundation Trust 
 

Tim Smart has taken the decision to resign from his position as Interim Chair, with immediate 
effect, for personal reasons.  Southern Health is now working with NHS Improvement to 
appoint a new Interim Chair as soon as possible.  In the meantime, Malcolm Berryman, as 
Deputy Chair, will ensure that the duties of the Trust Board are carried out. 

 
Hampshire Hospitals NHS Foundation Trust 

 
It has been confirmed that Mary Edwards, Chief Executive, will retire at the end of this year.  
Mary has spent the last 13 years as Chief Executive of Hampshire Hospitals and has been in 
the NHS for 40 years.  A recruitment programme will be underway shortly and I will keep you 
updated. 

 
Acute Alliance 

 
One of the workstreams within the Hampshire and Isle of Wight STP is the Solent Acute 
Alliance.  This involves PHT working closely with UHS and IOW to plan a number of clinical 
services across the combined footprint of the Alliance.  This will maximise clinical outcomes 
and deliver efficiencies through collaborative working. 

 



 
 
Mental Health Liaison Service Provision 

 
The plans for an enhanced mental health liaison service continue to progress through Southern 
Health NHS Foundation Trust, as the main provider.  A new locum psychiatrist has commenced 
in the hospital and an interview date for a substantive post has been fixed.  New offices for the 
enhanced team have been found so that they are all situated together.   

 
Team Brief 

 
A copy of Team Brief is attached for your information. 



Team Brief – September 2016 



Patient Safety Report 

 

Information Governance 
• Continued incidents of medical handover sheets being left/disposed of in public areas 
 
Falls 
• Falls awareness sessions as part of the Older Person’s week in October 
• Falls Champions are focussing on footwear 
• Lead Nurse for falls is focussing on lying and standing blood pressures 
 
Pressure Ulcers 
• Rolling out Hampshire Formulary dressings to all wards to standardise practice 
• Recent incident identified mis-application of a dressing which worsened the pressure 

ulcer.  Staff to familiarise themselves with wound management and seek advice from 
the TVN team 

 
Front-line Peer Reviews 
• Unannounced night visits conducted in MOPRS, Renal, Surgery, CHOC, Medicine, 

ED, AMU, DSU, Theatres, MSK and Operations Centre 
• Positive visit – clear evidence that patients were being settled for the night, drinks and 

medication rounds in progress, observations being undertaken and vital signs 
compliance being monitored 

Mr Simon Holmes 
Medical Director 

Cathy Stone 
Director of Nursing 

How you can help 
• Be aware and proactive to respond to your patient’s needs 



Quality Care Review 

Quality Care Review – getting PHT to outstanding together 
• 26  Staff form all over the Trust supported the Quality Care Review for July 
• Critical Care and Day Surgery services were visited, all areas were rated as 

good with outstanding practice noted in all areas 
 
Areas of good practice noted 
• Safety briefings and handovers 
• Positive staff attitudes and high morale levels  
• High standard of privacy and dignity observed 
 
Learning points 
• Review of medicines storage is required 
• Signage within DSU could be improved 
• Daily fridge temperature checks need to be improved 
 
Next Quality Care Review – Monday 17 October 13.00hrs  
(off site visits took place on Monday 12 September) 

Mr Simon Holmes 
Medical Director 

Cathy Stone 
Director of Nursing 

How you can help 
• Please join a review and help PHT get to outstanding – Contact QualityCare.Review@porthosp.nhs.uk 
• Please think about the safety of patients records 



Chief Operating Officer’s Report 

Ed Donald 
Chief Operating Officer 

How you can help 
• Remember delivery of these standards makes a real difference for patients and staff 
• In line with the CQCs findings, reduce unnecessary variation in daily practice to improve the safety and quality of 

care for patients  
• We are improving, we need to maintain this and do better in some key areas 



Urgent Care Improvement Plan 

ED 
On 5 September changes to the ED Minors’ streaming process commenced with the introduction of a Nurse 
‘Navigator’ role.  Assessing the patient as soon as they arrive in ED, removing the number of steps in a patient’s 
journey through ED.  This will reduce the time patients remain in the department freeing up care spaces for arriving 
patients 
 
Reconfiguration works will start in ED Majors on 26 September to expand the area known as ‘PITSTOP’.  This work 
will create extra care spaces allowing more patients to be seen within 1 hour by an ED senior Doctor or Nurse 
speeding up their care and treatment 
 
Ward Discharges including SAFER 
The Integrated Discharge Service will Go Live on Monday 26 September.  Information sessions on how the IDS will 
work with clinical and operational teams are being held for ward staff over the next few weeks.  Be prepared by 
asking your Ward Manager/Team Manager for an update on changes to the discharge process in your clinical area 
 
Work will start in the Discharge Lounge on 4 October to create further bed spaces and also improve the 
environment for patients who go to the Discharge Lounge prior to going home, releasing a ward bed earlier for a 
patient who needs admitting 

Bedview  
Changes to Bedview’s functionality are planned before the launch 
of the IDS mainly to the ‘discharge note’ page ensuring we are able 
to track across all teams the patients discharge journey 
 
Short Stay Unit (SSU) 
Congratulations to the SSU Team who continue to discharge over 
50% of short stay patients admitted to the unit within 72 hours 



Director of Strategy Report 

Sustainability and Transformation Plan (STP) – Key Dates 
 
16 September Finance submission for all STPs 
20 September Publication of NHS planning guidance for 2017/18 and 2018/19 
21 October  Full STP submissions including an updated finance template 
End November CCG and NHS providers to share first drafts of operational plans for 2017/18 and 2018/19 
End December CCGs and NHS providers to finalise two-year operational plans 
 
Solent Acute Alliance 
 
Clinical service reviews across Portsmouth, Southampton and Isle of Wight will be priorities (the first ‘batch’ will 
include Urology, Spinal, Vascular and Colorectal).  The approach for all reviews will be consistent and will have 
the following attributes: 
 
1. Clinical leadership, delegated responsibility and ownership 
2. Positive outlook; focus on clinical excellence, safety, sustainability and volume 
3. Phase implementation 
4. Iterations of solution development and challenge 
5. Informed decision making including data packs for each service 
6. Executive oversight and challenge to each team 
7. No losers – financial pact to unlock system efficiency 
8. Utilise existing resources and infrastructure for implementation 
9. Proactive stance on demand reduction and partnerships 
10.Realistic and deliverable goals based on facts and experience 

Simon Jupp 
Director of Strategy 



Director of Strategy Report 

IT 
 
VitalPAC Is Changing 
  
• PHT are updating the version of VitalPAC currently used throughout the hospital.  This is in line with 

other Trusts across the UK 
• The updated version, which will be rolled out during October, will now include AKI alerting and the 

opportunity to pilot (Ward E2) a new fluid management module 
• Both the ‘Patient Flo’ module and ‘VitalPAC Doctor’ (Including handover) will be switched off, with 

Bedview being developed to incorporate the bed management and handover requirements  
• For more information about these changes and updated user guides, please visit the web pages 

located here  
 
Patient WI-FI 
 
• Following a successful pilot, free patient Wi-Fi is available throughout the main building of the QA site 

Simon Jupp 
Director of Strategy 

How you can help 
• If you are not yet involved with eHospital and would like to be, please email eHospital@porthosp.nhs.uk 



Finance Director’s Report 

Chris Adcock 
Finance Director 

2015/16 Financial Performance 
• Month 4 (to the end of July) YTD deficit = £6.1m 
• This is £1.8m adverse to plan, key contributing factors: 
o Pay budgets overspends and significant premium rate costs 
o Non pay pressures not offset by income 

 
Forecast at Year-End 
• Significant base forecast deficit from CSCs (£16m) 
• Mitigated/offset by submitted improvement plans to £5m deficit 
• Further opportunities for financial improvement - £TBC 
• Trust position at month 4 = year end control totals surplus remains achievable delivery 

plans to secure this position to be documented 
 
Key Risks 
• Delivery of improvements articulated in the Urgent Care Improvement plan on a 

sustainable basis 
• Adverse impact of winter pressures 
• Extent of step up in CIP programme delivery Q3 & Q4 
• Achievement of financial and performance trajectories to recover £14.6m STP 

allocation 
 
2017/18 Business Planning Process 
• Contracts to be signed by 23 December 2016 (brought forward from 28 December last 

year) 
• To reflect 2 years operating plans as set out in the H&IOW STP 
• January 2017 – 1 April 2017 = focus on delivery 
• Planning guidance to be published 20 September 2016 



Director of Workforce and OD Report 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
• Engage with the B&H campaign and appropriately challenge inappropriate behaviour or ask for help 
• Book temporary staffing correctly 
• Have your flu jab 
• Distribute and Complete the Staff Opinion Survey 

Flu Campaign – workplace vaccinator training – Its up to you to stop the flu 
• If you are a registered nurse or AHP, have up to date anaphylaxis training and would like to become a workplace vaccinator for this years flu 

campaign, to vaccinate staff in your work area, face to face training can be booked by contacting occupational health on ext 3352.  Dates in 
September and October are available.  If you are already a work place vaccinator you can renew by completing the training on ESR. 

• Flu vaccinations will be available from 26 September 2016 
 
Race 2 Rio 
• PHT have received a bronze award for achieving third place in the average distance/participant challenge during the 2016 Race to Rio 

challenge.  A total of 503km from 1246 activities was undertaken using a total of 79 hours and burning off 35,902 calories.  Well done to all 
who took part and thank you to the Oasis team for their coordination 

 
Learning & Development  
• The Resuscitation and L&D Department want to wish Anne Williams a very happy retirement 
• Barbara Pitman has retired from the Library after 40 years in the NHS and more than 30 years with PHT and she will be missed 
• Marianne Garcia from the Resus Department was nominated for the Shine Awards as ‘Outstanding Learner of the Year’  
• The annual room booking exercise is nearly complete and confirmation emails will be send by mid-September 
 
Staff Opinion Survey 
• All PHT staff will receive a National Staff Survey Questionnaire, distributed by CSC management teams from 21 September.  When you 

receive your questionnaire please complete and return it as soon as you can.  Your answers will be treated in confidence and no one in our 
Trust will be able to identify responses.  All completed and returned questionnaires will be entered into a prize to win one of 6 iPads and 
Kindles 

Sharps 
Last year we had 257 sharps 
injuries.  4 High Risk and 6 High 
Risk with a donor positive 

Sepsis Awareness 
Launch 13 September when we will 
be in the atrium and in clinical areas 
to provide education for staff on how 
to Spot it, Treat it and Beat it! 



Putting staff at the centre of change… 

You said.. 

We did… 

..in the 2015 National Staff Survey and in the following deep dive local 
survey that a quarter of staff had been bullied or harassed in some way 
whilst at work: 
 
• Most staff stated that the perpetrator was a manager (41%), closely 

followed by a colleague (40%) 
• The main type of bullying and harassment were negative comments 

in front of other staff (57%), unwarranted criticism (53%) and 
professional belittling (51%) 

• Of the members of staff who stated that they had done something 
about the bullying and harassment, 70% stated that they did not 
receive a favourable outcome, 30% stated that the bullying and 
harassment stopped 

Link to Respect Me 
web pages 

Prevention of workplace bullying and harassment 

Our Trust Board of Directors have commissioned a staff-led change 
group, led by Steve Thomas, Staff Side Chair of our Joint Consultative 
and Negotiating Committee (JCNC) to deliver and encourage: 
 
• Clear and visible leadership commitment to the wellbeing of staff 
• Definitions of what constitutes bullying and harassment 
• Swift identification and visible action when bullying or harassment 

takes place 
• A confidential means for staff to report bullying and harassment and 

for appropriate action to be taken 
• Managers who act as role models of positive behaviours and values 
• A work environment that supports and promotes positive mental 

health 
• An ethic of hope and improvement 

Tools and resources are now available for staff and managers and 
include: 

 
• ‘Respect Me’ webpages on the internet (accessible from home & work) 
• A confidential helpline 02392 286000 ext. 4321 
• A confidential and independent advice and support email 

respect.me@porthosp.nhs.uk 
• A comprehensive toolkit for managers and staff 
• Leaflets to print and distribute to your teams/departments 
• Posters to print and display in staff areas 

Teams and departments are 
invited to commit to the ‘Respect 
Me’ ethos.  ‘Say NO to bullying’ 
placards are available on the 
‘Respect Me’ web pages, take a 
photo of your team and email it to 
listening.intoaction@porthosp.nhs.
uk 

Staff-Led Change 
 



Employee of the Month 

The Employee of the Month was Tracey Thomas, Ward Sister on the Childrens Assessment Unit, who 
was nominated by Lesley Coles who said: 

A Blood Gas analyser was needed for the Paediatric Children’s 
Assessment Unit.  This equipment is essential for clinical staff to 
monitor sick children’s blood gases.  There is a Blood Gas analyser 
on NICU but this means staff running up and down the stairs to B 
Level several times a day to get these blood results.  Tracey 
suggested fundraising to buy this machine and she was supported 
to do so by the CSC Management Team.  Tracey sought advice, 
shared her vision and gathered staff who were enthusiastic and 
willing and set up a fundraising Facebook page.  Tracey 
demonstrated excellent project management skills and within a few 
months she had achieved the goal of raising 30K for the machine, 
maintenance and consumables.  This is a remarkable achievement 
that goes above and beyond her normal working day.  Tracey has 
put a lot of personal time into this project and her drive and 
commitment has paid off.  The CSC Management Team and the 
Paediatric Department are very proud of her achievements and say 
a ‘huge thank you’.  



Research & Innovation Report 

How you can help 
• Find more innovation champions 

Prof Anoop 
Chauhan 

Director of Research 

Dr Greta Westwood 
Deputy Director of 

Research 

NHS Fab Change Day 
19 October 2016, 10:00-15:00, B-level restaurant meeting room 
Organised by Research and Innovation and Organisational Development 
 
The aim is to showcase examples of changes made in the last year which have brought about 
improvements, either to patients or the working environment  
• To launch “7,000 Ideas for Improvement Campaign” to inspire staff to do something better together to 

help bring about improvement to the hospital 
• Staff are encouraged to submit an idea and be entered into a prize draw to win an iPad 

• 318 registered users 
• 41 ideas – June, July, August 
• 47 Innovation Champions  
• 5 Quick wins 

– Research Bus 
– Iodine-125 localisation technique for 

impalpable breast cancer 
– PHT Plaudits (Leanne Mincher) 
– SCAS Home transport booking for 

OT and Physio 
– Coloured beaker and glasses to 

encourage oral fluid intake especially 
with dementia and learning disability 
– AMU 



Research and Innovation Report 

How you can help 
• Follow us on the Research and Innovation Facebook and Twitter pages 
• Find out what Research & Innovation activity is taking place in your CSC 

• Recruitment of patients into research studies is going well, over 1723 patients recruited so far this 
year 

• Congratulations to the ELFIN study team for recruiting 12 babies in July alone to this national study 
• We have had a great response to our call for Patient Research Ambassadors since we launched it 

on 2 August.  Following mentions in local news outlets we have nearly 20 people who have 
expressed an interest in taking on the role 



Communications 

How you can help? 
We want to profile your patient stories and staff successes! Contact: 
communications@porthosp.nhs.uk 

You may have noticed we have 
recently changed our Facebook 
Ambassador profile image – we 
are featuring Senior Sister Kate 
Harding who has been working 
in Paediatrics on Starfish ward.  
She also features on the front 
cover of our recently published 
annual report. 
 
Kate is off to an exciting new 
adventure this month as she 
takes up a nursing post in 
Sydney, Australia.  Colleagues 
will miss her greatly.  She built 
and supported a great team who 
support children with complex 
needs.  Matron Katrina Adams 
has worked alongside Kate for 
over five years and said ‘she will 
be really missed, she is a highly 
valued colleague and nurse’. 

Who would you like to see featured as our next Facebook 
Ambassador?   Contact the communications team to make 
your nomination 



Defence Medical South Report 

Deployments and Exercises 
South Sudan 
Col Gibb, Radiologist 
Maj Stansfield, Theatre Nurse 
Lt Vincent, Infection Control 
WO2 Attridge, ODP 
CPONN Connett, General Nurse 
LNN Jennings, Surgical Nurse 
 
HMS Diamond 
Surg Cdr Connor, Anaesthetist  
Surg Cdr Coltman, Orthopaedic Surgeon 
Lt Borrough, ED Nurse 
POMT Wilkins, ODP 
LMT Jones, ODP 
 
HMS Enterprise 
MA Palmer, Medical Assistant 
 
34 Field Hospital VFH 
Lt Col Willdridge, Anaesthetist  
Maj Maloney, General Nurse  
Pte Merrett, HCA 
Pte Ryan, HCA 

How you can help 
• Continued support in your day to day engagement with military personnel with a focus on 

delivering, in partnership, a high standard of safe effective patient centred care Lt Col Adam Shorrock  
Commanding Officer  



Fundraising Report 

PortsmouthHospitalsCharity 

@PorthospCharity 

Ride to Rio – Neuro Physiotherapy Team have raised an 
amazing £6,614 
Ray from Gosport has used a specialist therapy bike as part 
of his recovery from a stroke.  He says ‘I had a stroke two 
months ago, which affected everything on my right hand 
side and my speech.  Before using the bike I could not walk 
on my leg.  Every time I tried my leg collapsed due to 
having no strength in my knee.  Since using the bike, it has 
now strengthened my leg and I can walk with a stick.  The 
bike has been a major part of my therapy and the staff have 
been fantastic’. 
 
Work Fleeces now Available – £15 (sizes XS to XXXL) 
 
Books, Videos, DVDs Needed – Sainsbury’s Commercial 
Road sell for a donation and all money raised will go 
towards the Pediatrics Ward Drop off @ Sainsbury’s or 

Fundraising Office 
Events Coming up: 
Make your Will talk – Tuesday 20 September 
12pm in the Lecture Theatre, E Level 
Make your Will Month – October  



Cascade of this team brief to all 
staff should also include key 

messages to be shared at a Clinical 
Service Centre, Specialty and/or 

department level 
What is the process and timing? 

Each month the 
Executive Team deliver 

key corporate 
messages at a face to 

face briefing to Clinical 
Service Centre and 

Directorate 
representatives and 

staff members  

Clinical Service Centre 
and Directorate 

representatives add 
relevant local key and 

priority messages. 
They meet face to face 

with senior team 
leaders to brief them 

on both the Trust wide 
and their local 

information  

Senior Team Leaders 
meet face to face with 

their teams to brief 
them and this 

continues to cascade 
down so that all 

receive Team Brief 
from their own line 

manager 

After each team 
Brief session if there 

are any ideas, 
actions or feedback 

that you need to 
take further action 

they should be 
captured centrally 

with your CSC 
management team 

On the 2nd Friday 
of each month 

By the 3rd Friday 
of each month 

As they happen 
 

By the 1st Friday 
of the following 

month 

For example 
1. On the 12th June 2015 
2. By the 19th June 2015 
3. By the 3rd July 2015 

 
 
 

Link to Team Brief and dates 
on the Intranet  



• Team Brief is a two-way 
communication tool for 
managers and staff to engage 

• Ensure you feedback to your 
manager 

• To improve this team brief 
feedback your thoughts via the 
Communications Team  

• It is always refreshing to hear 
honest and constructive 
comments from staff 

Feedback 



 
 
TRUST BOARD PUBLIC  –  OCTOBER  2016  Agenda Item Number: 141/16 
        Enclosure Number: (2) 

Subject: Integrated Performance Report (s) – August 2016 

Prepared by  
 
 
 
Sponsored & Presented by: 

Jane Lowe Head of Performance 

Tracey Stenning Head of Governance 

Leah Wilson Workforce Planning and Intelligence Manager 

Steve Smith Head of Financial Management 

Ed Donald Chief Operating Officer 

Purpose of paper The Board are asked to note the two IPR reports for August 2016. 
An easy, quick to read executive Summary and a more detailed 
report. 

The reports identify risks and improvement in relation to: 

· National & Constitutional Standards 

· Regulatory requirements 

· Contract Requirements and 

· Trust priorities  

Key points for Trust Board 
members 
 

Please refer to the Integrated Performance Reports: 

· Performance Outcomes 

· KPI and dashboards and 

· Executive Summary 

Options and decisions 
required 

The Board is asked to note the performance at the end of August 
2016 

Next steps / future actions: 

 

On-going measurement of all standards 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

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

Strategic Aim Strategic Aims 1,3,4 and 5 

BAF/Corporate Risk Register 
Reference (if applicable) N/A 

Risk Description N/A 

CQC Reference N/A 

 



Committees/Meetings at which paper has been approved: N/A Date 
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• The quality position has again been maintained with improvements being noted in FFT response rates and non-clinical patient moves.  
The Trust HSMR rate has again increased; however this remains within the revised confidence interval.  The Clinical Effectiveness and 
Mortality Steering Group continue to investigate the increase. 

• Type 1 attendances were high at 305 per day during August (297 last year) with A&E performance overall at 81.76% compared to the 
85% improvement trajectory. The Trust achieved the 85% target on 10 days in the month and 95.15% on one day. The conversion rate 
was 32% with 4,577 non-elective patients treated, 119 (2.7%) more than last August. There were an average of 219 medically fit for 
discharge patients occupying beds on a daily basis (compared to 133 in August last year).  Average occupancy was 95.4% with an 
average of 30 escalation beds open and a maximum of 58.  The key areas of focus remain: A)  implementation and delivery of 
discharge targets by CSCs earlier in the day in line with ‘SAFER’. B) implementation of Streaming in minors and PITSTOP in majors 
A&E along with a rota review and recruitment plan to increase the number of senior decision takers in the evening, overnight and at 
week-ends, to support improvements in relation to the 60 minute standard C) partnership work to implement the Discharge to Assess 
model along with daily executive led escalation meetings to reduce the high level of delayed transfers of care. 

• The Trust received 9,708 GP referrals in August, +10% (+851) more than same period last year, with 5,182 other referrals +13% 
(+577) more than last year. This resulted in 12,172 new outpatients, +6% (+785) with 6,355 elective patients treated, +18% (+975) 
more than in August last year. This significant increase in demand, combined with the continued impact  of medical outliers in surgical 
beds, meant the Trust did not achieve the RTT standard.  However the number of patients waiting more than 35 weeks for treatment 
has continued to improve, with one breach of the  28 day  guarantee. The diagnostic 6 week standard was not achieved due to clinical 
sickness and CT scanner down-time in radiology on the last day of the month, meaning patients could not be rebooked in time. 

• The Trust is forecasting achievement of 5 of the 8 national cancer standards, 62 day first definitive treatment, 62 day screening and, 31 
day subsequent surgery have provisionally not been achieved. All are expected to improve once validation and capture of all 
treatments are completed. Provisionally 8 patients were treated outside the 104 day maximum wait standard, under breach sharing 
guidance 6 of these would be attributable to the Trust. Recovery plans for RTT and cancer waits have been developed and will be 
presented to the Finance and Performance sub committee for assurance that performance in these key areas will improve. 

• There has been a small deterioration in the  Sentinel Stroke National Audit Programme (SSNAP) performance due to the inability to 
ring-fence stroke beds, due to the unscheduled care pressures. 

• The 2016-17 Income and Expenditure annual plan delivers a £1.2m surplus. The Trust's I&E position at the end of August was an 
actual deficit of £6.5m, this is £0.1m adverse to plan year to date. The August income position has been reported at planned levels for 
most points of delivery where activity information was not readily available. Cost Improvement Savings (gross of investments) of £6.5m 
have been recorded for the year to date against a plan level of £6.1m. The Trust has spent £3.6m of capital against a programme plan 
year to date of £6.0m. The Trust had a cash balance of £5.1m at the end of August which was within the minimum level of cash 
holding expected of 2 days or £2.5m. Currently the Trust has drawn down £37.3m of its working capital facility.  
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Exceptions to note in performance 

Indicator June July August Comment 

S
af

e 

C.Difficile 1 3 4 

• The Trust reported 4 patients with C.Difficile attributed to the Trust in August against a monthly objective 
of 3.  One of these cases related to late sampling and should have been attributed to the Community. 

• The Trust’s year-to-date position is 13 cases against an objective of 16 (annual target of 40 cases); the 
Trust is currently below trajectory. 

• At the time of writing this report; 1 C.Diff reported in September. 

E
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HSMR 
100.64 

(April - March  
’16) 

108.11 
(June ’15 - May  

’16) 

109.03 
(July ’15 - June  

’16) 

• Updated Trust HSMR for the 12 months to June 2016 is 109.30.  This represents an increase on the rate 
previously reported for the 12 months to May 2016 of 108.11  This remains within the revised confidence 
interval of 104.32 – 114.47 and is therefore, ‘within expected range’, but is now well above the nominal 
national average of 100. 

• The weekday and weekend HSMR for emergency admissions have also increased from the previously 
reported figures; however, both are ‘within expected range’.  

• The factors contributing to this increase continue to be investigated through the Clinical Effectiveness and 
Mortality Steering Group. 

C
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g 

Dementia screening 94.5% 96.2% 90.7% 
• There has been a decrease in compliance in August of 90.7%, compared to 96.2%  in July; however, 

compliance remains above the target. 
• This decrease may be due to the new intake of Junior Doctors; this will be monitored and data distributed 

more widely to the CSCs to encourage improved practice. 

R
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Complaints 71 45 70 • An increase has been seen in the number of complaints received in August ; in line with seasonal trends. 

Patient moves (non-
clinical) between 
0001:0700 
(average per day) 

82 
(2.8) 

73 
(2.4) 

70 
(2.2) 

• Reported non-clinical moves between 2100 and midnight, in August, has decreased to 157 from 202 in 
July. This equates to an average of 5.0 non-clinical moves between 2100 and midnight per day, compared 
to 6.5 in July. 

• A decrease has also been seen in the number of non-clinical moves after midnight to 70 from 73 in July.  
This equates to an average of 2.2 moves after midnight, compared to 2.4 in July. 

W
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In-patient 
response rate 32.8% 29.4% 30.6% 

• Both ED and in-patient areas have seen an increase in response rate. 
• ED has seen an increase in the reported satisfaction rate to 94.6%, compared to 93.5% in July. There has 

also been an increase in the reported satisfaction rate to 94.6%, compared to 93.5% in July. The number 
of patients who wouldn’t recommend ED has decreased to 1.3% in August, compared to 2.3% in July; but 
remains significantly better than the national average of 8% in July. 

• In-patient areas has seen an increase in the reported satisfaction rate to 96.5%; the number of patients 
who wouldn’t recommend in-patient areas increased slightly to 0.7% in August, compared to 0.4% in July. 
This is below the national average of 2% in July. 

ED response rate 27.9% 16.4% 22.6% 
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Referral to Treatment (RTT) Incomplete standard 
• This is all patients waiting for treatment (total waiting list)  The Trust achieved 

89.64% against the 92% standard for August, and did not meet the 
improvement trajectory of 92% at aggregate level with speciality fails due to 
continued capacity issues. 

• There were 0 breaches of the 0 tolerance 52 wk. maximum wait standard. 
Diagnostic waits 
• The maximum 6 week waiting time standard for diagnostics was  not 

achieved,  performance was 98.77% against the  improvement trajectory of  
99.1% (national standard 99%)  

A&E service quality standards  
• Performance was 81.76% against the 95% standard and improvement 

trajectory of 85%  Total attendances in August averaged 398 per day 
compared to 380 per day in August last year despite the direct admission of 
GP heralded patients. 

• There were 0 breaches of the 12 hr trolley wait standard 
Cancer standards - Provisional 
• 5 of the 8 national standards were achieved. 31 day subsequent surgery, 62 

day first definitive treatment and screening are currently not being achieved, 
validation and capture of all treatments is expected to improve performance 
but there is a risk that  the  improvement trajectory will not be achieved.  

• Provisionally there were 8 patients who waited more than 104 days for 
treatment, 2 of these would be shared breaches and 1 would not be 
attributable when the breach sharing guidance is applied. 

Cancelled operations  
• There was 1 breach of the 0 tolerance 28 day guarantee. 
• 3 urgent operations were cancelled but none of these for a second time. 
Delayed Transfers of Care 
• 6.2% of patients were officially delayed in their transfer of care compared to 

1.7% in August last year, the majority of patients are waiting for social care 
assessment. Average number of medically fit for discharge patients in Trust 
beds was 219 (191 last month and 133 in August last year) 
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The Trust has a surplus of £1.2m as its planned financial outturn in 2016-17. However, the first two 
quarters of the financial year have a deficit plan aligned to the 2015-16 final run rate with staged 
improvements required from July 2016 onwards.

The Trust's I&E position at the end of August is an actual deficit of £6.5m. This is £0.1m behind the 
planned deficit of £6.4m. The deficit position has been driven by continued use of temporary staff to 
maintain urgent care services and additional capacity that has remained open due to the volume of 
patients that have remained in hospital. Non-pay costs are higher than planned due to the use of the 
private sector to support RTT delivery and out of hospital purchase of beds.The Trusts plan by the end of 
quarter 2 year to date is a deficit position of £5.9m. Therefore to deliver this position the Trust is required 
to achieve a small surplus in September. There is a delivery risk and a review of potential adjustments 
relating to non-operating expenditure are being investigated to mitigate the position in the shortterm. 
Significant improvements in financial performance are required from quarter 3 of 2016-17.

The Trust has completed a Quarter 1 review of the forecast year end position. Under a potential realistic 
scenario this was shown to be challenging and with considerable risk.  However, based on the number of 
variables and opportunities identified, it was considered still to be a deliverable objective at this point in 
the financial year. A Quarter 2 review will provide an update to this position in due course. 

The Trust has spent £3.6m of capital against a programme for the year to date of £6.0m. The Trust has a 
cash balance of £5.1m at the end of August. The minimum level of cash holding was expected to be 
£2.5m. Currently the trust has drawn down £37.3m of its working capital facility. The Trust has been 
advised that the cash support application submitted to the Independent Trust Financing Facility (ITFF) 
meeting in February was not taken forward and the Trust continues to be in discussion with the NHSI 
about the implications and management of this. 
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Finance Report Month 05 2016/17 

Financial Sustainability Risk Rating R (Surplus)/Deficit £k A Cash £k A

Liquidity Capital   
Servicing

Overall Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date 1 1 2 Year to Date £k 6,374 6,489 (115) Year to Date £k 2,500 5,103 (2,603)
Year End Forecast 1 2 2 Year End Forecast £ (1,200) (1,200) (0) Year End Forecast £k 2,500 2,500 0

Income £k G Operating Costs £k A Capital £k A

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k 218,787 222,516 (3,729) Year to Date £k 209,828 213,817 3,989 Year to Date £k 5,969 3,610 2,359
Year End Forecast £k 544,399 544,399 0 Year End Forecast £ 506,206 506,106 (100) Year End Forecast £k 18,500 18,360 140

Cost Improvement Plans £k A Key Risks:

Plan
Actual / 

Forecast Variance
Year to Date £k 6,081 6,521 (440)
Year End Forecast £k 32,200 32,200 0

The total value of the savings programme is £32.2m in 2016-17. The 
process of developing saving workplans is ongoing but to date 
potential opportunities have been identified of £31.2m. Savings 
requirements escalate within the plan in the course of the year. In 
month 5 the savings plan was for £1.87m. Delivery against this was 
valued at £1.45m. There remain material risks associated with the full 
delivery of CIP targets and this will be covered in a separate report to 
the Finance Committee. The savings figure reported of £6.521m is 
gross of investments.

The has trust spent £0.7m capital in August and £3.6m year to 
date. This is less than plan YTD due to a linear capital profile 
being included in the original plan.

The Trust is to establish a Capital Investment Group, with 
associated sub committees for Medical Devices, IT, Estates and 
Service Development.  The sub committees will be responsible 
for the reprioritisation of the programme during the year.  This will 
strengthen the governance around capital and ensure progress 
against plans is monitored and reported regularly.

The Financial Sustainability Risk Rating adds 2 further metrics to 
Monitor's Continuity of Services Risk Rating (CoSRR). The 
trust’s risk rating at the end of June is a ‘1’, which is in line with 
plan. The end of year forecast indicates a risk rating is a 2, this is 
because the trust is forecasting achievment of the I&E plan.

NB  - a NHS trust is rated as Red for its Financial Sustainability 
Risk Rating unless it achieves a score below 2.5.

The Trust is reporting a £6.5m year to date deficit at the end of 
August; this is £0.1m adverse to the Financial Plan submitted 
to NHS Improvement. The Trust continues to review its forecast 
position and CSC's have all completed forecast scenarios, 
highlighting the risk and opportunities to improve financial 
performance. These are currently being reviewed and will be 
presented to Executives through the performance review 
framework. The financial  position reflects the Trusts 
assessment of activity and income levels delivered for the year 
to date position.

The plan reflects the July 2016 TDA submission and is based on 
the receipt of Sustainability and Transformation Plan funding and 
the achievement of the planned control total for the year.  The 
Trust has made request to draw against it's temporary financing 
facility in September, which will result in the limit being increased 
to £40.9m.

Overall the Trust is reporting a favourable variance of the income plan year to 
date.  The Trust SLA income has an over performance of £4.0m. This is offset 
by equivalent pressures of £0.2m in Private Patient income recovery and in 
Non clinincal income of £0.1m. Conversations with the CCGs on perfomance 
issues are on-going relating to the treatment of CQUINs and payment  for 
activity and this carries a risk. The Trust's estimate of activity related income 
for 2016/17 is significantly higher than Commissioners. Therefore, there is a 
risk of securing the levels of planned income. The Trust continues to work 
with Commissioners to find effective plans to mitigate these risks and find a 
joint position in relation to this.The financial  position reflects the Trusts 
assessment of activity and income levels delivered for the year to date 
position and includes the relevant propotion of STP funding (£6.1m). The Trust 
had agreed Payment by Results (PbR) contracts with both Local Clinical 
Commissioning Groups and NHS England.

At the end of August the Trust is reporting a £3.989m overspend 
against operating expenditure. Pay is £2.0m adverse to plan year to 
date. The pay overspend against profiled budget year to date links 
to a continued reliance on premium rate staff costs to both 
unscheduled and scheduled care to maintaiin capacity. The 
variance also links to an under-delivery of the workforce CIP plans.  
In addition, the on-going costs of additional capacity assumed to be 
closed as part of the Trusts Unscheduled Care Improvement Plan 
have further impacted on the expenditure trends against pay 
budgets. The non-pay variance links to higher than planned levels 
of clinical supplies of £0.7m, Outsourcing in Gastro of £0.6m, in 
Urology of £0.1m and for Out of hospital services of £0.2m. 

The key financial risks relate to controlling the deficit position 
encountered in the first two quarters of the year and 
tranforming this position into a subsequent surplus. Any 
difficulties related to this action is likely to adversely affect cash 
flow resulting in debtor and creditor management, and 
potential revisions to the capital plan.  The key risks are: (a) 
Maintaining the performance of the budgetary control 
enviroment (b) Achieving income targets (c) The identification 
and delivery of a full financial improvement plan (d) The 
delivery of performance trajectories.  The financial risk 
associated with delivering the quarter 2 plan and the year end 
surplus plan for the financial year is in progress. 
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16/17 Contracts - Contract information is dependent on validation processes so this report is regarding Month 4 
 
CCG. 
• STF trajectory plans are under way in Unscheduled care and Elective care as Service Development & Improvement Plans (SDIP). 

Progress against SDIPs requires close monitoring with Commissioners, the outcome of which is discussed at Contract meetings. 
• A Contract Performance Notice (CPN) has been issued by CCGs for some incomplete actions in the CQC report which are not 

covered by current agreed plans. The Trust agreed additional actions have been added to existing plans (e.g. SDIP) by agreement, 
and therefore not to result in additional Remedial Action Plans. 

• The CCG have introduced a revised PLCV policy and the Trust have brought some clinical risks and other ambiguities arising from 
the amendments to the attention of the Commissioners. Whilst these issues are resolved, this policy was implemented on 22 June it 
is still expected for the additional authorisation processes to apply. Failure to apply for correct authorisation will result in non-
payment. 

• Some proposed QIPP aspirations have yet to be agreed in the form of robust plans, and the Indicative Activity Plan (IAP) therefore 
still remains higher than Commissioners can afford.  

• The Trust continues to discuss some suggested changes in responsibility for mental health, learning difficulties, and other social 
needs services which were provided in the past by community partners during acute hospital stay.  

• The CSU have increased the level of data validation queries and invoice queries, which was expected this year, and necessitates 
additional Trust resource to respond to them. It will be important to escalate diagreements on time rather than allow any material 
income uncertainty to continue. 
 

Local CQUIN agreement 
• A collaborative transformation project (COBIC) CQUIN scheme is agreed with Commissioners in outline, and the Trust is currently meeting 

with main Community partners in MSK to agree a milestone plan in order to earn the full CQUIN Value. 
• The Trust continue to discuss aspects of the Paediatric unscheduled care strategy that can be implemented this year as part of the local 

CQUIN programme. 
 
NHS England contracts 
• The NHSE Contract is agreed and signed 
• A Contract Performance Notice has been received for delays in Pathology response times in Cervical Screening. A Remedial Action 

Plan is in place and expected to complete within 1 month without major concerns. 
 
17/18 contracts 
• The proposal to agree a contract by December has challenges with the uncertainties surrounding Tariff, Contract, and local STP Plans. 
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Performance Theme 
 
• The total workforce capacity decreased by 19 FTE to 6878 FTE in August and is 74 FTE over the new funded establishment. 

 
• The temporary workforce capacity decreased to 451 FTE in August, this is an in month decrease of 11 FTE and comprises 6.6% of 

the total workforce capacity. This is a 0.1% decrease compared to July 16. 
 
• The evidence collected for August indicates that overall staffing levels have decreased from 99.7% to 98% compared to planned 

levels. 
 

• The CHPPD (Care Hours Per Patient Day) metric has been recorded for 4 months. The evidence collected for August indicates 
that overall CHPPD is 5.0 for RNs and 2.5 for HCSWs for PHT.  This was similarly reported in previous months. 

 
• Appraisal compliance has increased and currently records at  77% in August however it continues to be below the 85% target. The 

appraisal compliance has been below target since the beginning of the financial year. 
 

• Total essential skills decreased in August from 88.6% to 88.5% and continues to record above the 85% target. 
 
• Fire Safety (face to face training) increased to 69.2% in August. 

 
• Information Governance Training has decreased to 89%. This is below the Information Governance Training target. 

 
• Sickness Absence Rate (12 month rolling average) remained at 3.6% in July and remains above the target. In-month sickness 

absence increased from 3.3% to 3.4% in July and is above the target. 
 

• 1 referral received in August for whistleblowing and professional registration, and no referrals received for safeguarding. 
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Integrated Performance Outcomes – August 2016 
• The quality position has again been maintained with improvements being noted in FFT response rates and non-clinical patient moves.  

The Trust HSMR rate has again increased; however this remains within the revised confidence interval.  The Clinical Effectiveness and 
Mortality Steering Group continue to investigate the increase. 

• Type 1 attendances were high at 305 per day during August (297 last year) with A&E performance overall at 81.76% compared to the 
85% improvement trajectory. The Trust achieved the 85% target on 10 days in the month and 95.15% on one day. The conversion rate 
was 32% with 4,577 non-elective patients treated, 119 (2.7%) more than last August. There were an average of 219 medically fit for 
discharge patients occupying beds on a daily basis (compared to 133 in August last year).  Average occupancy was 95.4% with an 
average of 30 escalation beds open and a maximum of 58.  The key areas of focus remain: A)  implementation and delivery of 
discharge targets by CSCs earlier in the day in line with ‘SAFER’. B) implementation of Streaming in minors and PITSTOP in majors 
A&E along with a rota review and recruitment plan to increase the number of senior decision takers in the evening, overnight and at 
week-ends, to support improvements in relation to the 60 minute standard C) partnership work to implement the Discharge to Assess 
model along with daily executive led escalation meetings to reduce the high level of delayed transfers of care. 

• The Trust received 9,708 GP referrals in August, +10% (+851) more than same period last year, with 5,182 other referrals +13% 
(+577) more than last year. This resulted in 12,172 new outpatients, +6% (+785) with 6,355 elective patients treated, +18% (+975) 
more than in August last year. This significant increase in demand, combined with the continued impact  of medical outliers in surgical 
beds, meant the Trust did not achieve the RTT standard.  However the number of patients waiting more than 35 weeks for treatment 
has continued to improve, with one breach of the  28 day  guarantee. The diagnostic 6 week standard was not achieved due to clinical 
sickness and CT scanner down-time in radiology on the last day of the month, meaning patients could not be rebooked in time. 

• The Trust is forecasting achievement of 5 of the 8 national cancer standards, 62 day first definitive treatment, 62 day screening and, 31 
day subsequent surgery have provisionally not been achieved. All are expected to improve once validation and capture of all 
treatments are completed. Provisionally 8 patients were treated outside the 104 day maximum wait standard, under breach sharing 
guidance 6 of these would be attributable to the Trust. Recovery plans for RTT and cancer waits have been developed and will be 
presented to the Finance and Performance sub committee for assurance that performance in these key areas will improve. 

• There has been a small deterioration in the  Sentinel Stroke National Audit Programme (SSNAP) performance due to the inability to 
ring-fence stroke beds, due to the unscheduled care pressures. 

• The 2016-17 Income and Expenditure annual plan delivers a £1.2m surplus. The Trust's I&E position at the end of August was an 
actual deficit of £6.5m, this is £0.1m adverse to plan year to date. The August income position has been reported at planned levels for 
most points of delivery where activity information was not readily available. Cost Improvement Savings (gross of investments) of £6.5m 
have been recorded for the year to date against a plan level of £6.1m. The Trust has spent £3.6m of capital against a programme plan 
year to date of £6.0m. The Trust had a cash balance of £5.1m at the end of August which was within the minimum level of cash 
holding expected of 2 days or £2.5m. Currently the Trust has drawn down £37.3m of its working capital facility.  
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Exceptions to note in performance 

Indicator June July August Comment 

S
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C.Difficile 1 3 4 

• The Trust reported 4 patients with C.Difficile attributed to the Trust in August against a monthly objective 
of 3.  One of these cases related to late sampling and should have been attributed to the Community. 

• The Trust’s year-to-date position is 13 cases against an objective of 16 (annual target of 40 cases); the 
Trust is currently below trajectory. 

• At the time of writing this report; 1 C.Diff reported in September. 

E
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HSMR 
100.64 

(April - March  
’16) 

108.11 
(June ’15 - May  

’16) 

109.03 
(July ’15 - June  

’16) 

• Updated Trust HSMR for the 12 months to June 2016 is 109.30.  This represents an increase on the rate 
previously reported for the 12 months to May 2016 of 108.11  This remains within the revised confidence 
interval of 104.32 – 114.47 and is therefore, ‘within expected range’, but is now well above the nominal 
national average of 100. 

• The weekday and weekend HSMR for emergency admissions have also increased from the previously 
reported figures; however, both are ‘within expected range’.  

• The factors contributing to this increase continue to be investigated through the Clinical Effectiveness and 
Mortality Steering Group. 

C
ar
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Dementia screening 94.5% 96.2% 90.7% 
• There has been a decrease in compliance in August of 90.7%, compared to 96.2%  in July; however, 

compliance remains above the target. 
• This decrease may be due to the new intake of Junior Doctors; this will be monitored and data distributed 

more widely to the CSCs to encourage improved practice. 

R
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Complaints 71 45 70 • An increase has been seen in the number of complaints received in August ; in line with seasonal trends. 

Patient moves (non-
clinical) between 
0001:0700 
(average per day) 

82 
(2.8) 

73 
(2.4) 

70 
(2.2) 

• Reported non-clinical moves between 2100 and midnight, in August, has decreased to 157 from 202 in 
July. This equates to an average of 5.0 non-clinical moves between 2100 and midnight per day, compared 
to 6.5 in July. 

• A decrease has also been seen in the number of non-clinical moves after midnight to 70 from 73 in July.  
This equates to an average of 2.2 moves after midnight, compared to 2.4 in July. 
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In-patient 
response rate 32.8% 29.4% 30.6% 

• Both ED and in-patient areas have seen an increase in response rate. 
• ED has seen an increase in the reported satisfaction rate to 94.6%, compared to 93.5% in July. There has 

also been an increase in the reported satisfaction rate to 94.6%, compared to 93.5% in July. The number 
of patients who wouldn’t recommend ED has decreased to 1.3% in August, compared to 2.3% in July; but 
remains significantly better than the national average of 8% in July. 

• In-patient areas has seen an increase in the reported satisfaction rate to 96.5%; the number of patients 
who wouldn’t recommend in-patient areas increased slightly to 0.7% in August, compared to 0.4% in July. 
This is below the national average of 2% in July. 

ED response rate 27.9% 16.4% 22.6% 
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August position  
 

Avoidable hospital acquired grade 3 and 4 pressure ulcers 
• The Trust confirmed 0 (zero) avoidable grade 3 or grade 4 pressure ulcers in August.  This 

is comparable to July. 
• The current year-to-date position is 7x avoidable grade 3 and 0 (zero) grade 4 pressure 

ulcers. 
 

Unavoidable hospital acquired pressure ulcers 
• The Trust confirmed 1x unavoidable grade 3 pressure ulcer in August. This is compared to 

0 (zero) unavoidable grade 3 pressure ulcers reported in July. 
 

 

Grade 1 and 2 pressure ulcers 
• The Trust confirmed 4x grade 1 and 2x grade 2 pressure ulcers in August giving a total of 6.  

This compares to 8x reported in July (3x grade 1 and 2x grade 2).  
 

Actions and progress to date 
• Following Tissue Viability Nurse presentation at the Nursing and Midwifery Advisory 

Committee to increase awareness and compliance of the dressing formulary, each CSC 
has agreed to invite Tissue Viability to their monthly ward managers meeting to discuss 
each individual’s wards dressing requirements. 

• Each CSC agreed to send a Tissue Viability Link Nurse to the monthly Link Nurse 
Education Sessions who will then share knowledge with other Tissue Viability Links/staff in 
their CSC. 

• Training is being provided to all staff on ward G1 on Purpose T (a pressure ulcer risk 
assessment tool) in preparation for a trial commencing in October. 

 

Present on admission 
• A total of 169 ‘present on admission’ pressure ulcers were reported in August compared to 

159 in July.  
 

Per 1,000 occupied bed days (OBD) 
• Data is now reported based on all confirmed incidents of moderate, severe or catastrophic 

harm. 
• The Trust has reported 0.0 pressure ulcers per 1,000 bed days for 3 consecutive months. 
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Pressure ulcers – Skin bundle compliance (reporting only) 

August position  
 
• The compliance is set against the overall 

audit submission rates, which for August 
stands at 99%; an increase on the July figure 
of 95%. 
 

• Compliance with the SKIN bundle for August 
has increased to 96%, compared to 93% 
reported in July.  
 

• Compliance with Braden for August has 
decreased to 90%, compared to 93% 
reported in July. 

 
Actions and progress to date.   

 
• Reminders are sent to all CSCs of the 

requirement to complete and submit 
compliance.   
 

• Compliance continues to be monitored and 
discussed at the Executive Performance 
Reviews with each CSC. 

CSC Audit compliance – August 2016 

CSC Submission Braden Skin Bundle 

CHOC 100% ↔ 65%  ↓ 95% ↓ 

Emergency Medicine 100% ↑ 90% ↔ 92% ↓ 

Head and Neck 100% ↔ 100%  ↑ 100%  ↑ 

Renal 100% ↔ 79%  ↓ 100% ↔ 

Women and Children 100% ↔ 100% ↔ 100% ↔ 

Surgery 95% ↓ 91% ↓ 95% ↑ 

MOPRS 100% ↔ 84%↓ 89% ↓ 

MSK 100% ↔ 97% 94%  ↑ 

Medicine 100% ↔ 94% ↔ 87% ↓  

G5 (private patient unit) 100% ↔ 89%  ↑ 100% ↑ 

CHAT 100% ↔ 100% ↔ 100% ↔ 

Trust total 99% ↓   90% ↓ 96% ↓ 

 Braden and SKIN Bundle compliance – August 2016 

Month Braden SKIN 
Bundle Submission rate 

August 90% 96% 99% 

July 93% 93% 95% 

June 94% 94% 99% 
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August position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic 

harm. 
 
 

• The Trust reported a total of 238 falls incidents in August; of which: 
- 2 reported as severe harm in Medicine, both of these incidents resulted 

in fractures and will; therefore, be reported as SIRIs in September. 
- 2 reported as moderate harm in Surgery and Cancer.  1 incident has 

subsequently been upgraded to severe harm due to a fracture being 
identified on the CT scan; this is currently awaiting SIRI panel. The 
second is currently under investigation. 

- 57 resulted in low harm and 177 resulted in no harm. 
 

• The current year-to-date position is 11 confirmed falls incidents 8x 
resulting in severe harm and 3x moderate harm incidents (2 moderate 
incidents are awaiting final approval on Datix). 2x moderate harm 
incidents have yet to be confirmed.   

 
 

Actions and progress to date 
• Trolley dash style additional falls training has been completed across the 

Medicine CSC. 
• Trust-wide message has been circulated on behalf of the Director of 

Nursing to reinforce the importance of recording Lying and Standing blood 
pressure in line with Royal College of Physicians recommendations.   

• A falls awareness week is planned during October to provide further 
focus. 

 

Falls per 1,000 occupied bed days 
Target: Quarterly rate of falls incidents resulting in moderate, severe or catastrophic 

harm per 1,000 occupied bed days of 2.0 on average each quarter. 
• Data is now reported based on all confirmed incidents of moderate, 

severe or catastrophic harm. 
• August equated to 0.0, compared to 0.1 in June and July. 

Falls (Quality Contract) 
Total reported falls incidents – August 2016 

CSC Level of harm 
None Low Moderate Severe Death 

CHAT 1 0 0 0 0 
Emergency Medicine 14 5 0 0 0 
Head & Neck 2 1 0 0 0 
Medicine 57 14 0 2 0 
MOPRS 42 22 0 0 0 
MSK 20 3 0 0 0 
Renal 9 3 0 0 0 
Surgery & Cancer 27 7 2 0 0 
Women and Children 5 2 0 0 0 

Total 177 57 2 2 0 
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August position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic 

harm.  
 

• The Trust reported a total of 141 medication incidents in August, of which: 
- 1 resulted in moderate harm in Medicine CSC; this is currently being 

investigated.  
- 17 resulted in low harm and 123 resulted in no harm. 

• The current year-to-date position is 6 confirmed medication incidents 
causing harm (1x severe and 5x moderate harm).  3x moderate harm 
incidents have yet to be confirmed. 

 
Actions and progress to date 
• Continue to actively encourage reporting and increase data quality, 

feedback and learning.  
• There is an increasing focus on medication safety and training by practice 

educators. 
• A new prescribing assessment has been used for FY1 doctors, along with 

increased individual feedback to doctors concerning reported prescribing 
errors or concerns. 

• The Renal wards and Acute Medical Unit have ordered patient’s own drug 
lockers with electronic access to improve medication security and facilitate 
self-medication. 
 

Medication incidents per 1,000 occupied bed days 
Target: Quarterly rate of medication incidents resulting in moderate, severe or 

catastrophic harm per 1,000 occupied bed days of 0.5 on average each quarter. 
• Data is now reported based on all confirmed incidents of moderate, severe 

or catastrophic harm. 
• The Trust has reported 0.0 medication incidents per 1,000 bed days for 3 

consecutive months. Sa
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Medication (Contract & Quality Account) 
Medication incidents – August 2016 

CSC Level of harm 
None Low Moderate Severe 

CHAT 5 1 0 0 
Clinical Support Services 17 0 0 0 
Corporate Services 1 0 0 0 
Emergency Medicine 23 0 0 0 
Head & Neck 2 0 0 0 
Medicine 19 1 1 0 
MOPRS 14 5 0 0 
MSK 10 3 0 0 
Renal & Transplant 6 2 0 0 
Surgery & Cancer 12 2 0 0 
Women and Children 14 3 0 0 

Grand Total 123 17 1 0 
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August position  
Target: Submit data to the National Patient Safety Thermometer 
 

• The Trust achieved 100% data collection for August.  
• To date the Trust has maintained high submission rates, with 100% being 

achieved each month. 
 

Actions and progress to date 
• Sustain 100% audit submission on all patients and validation of all harm 

events. 
 

Percentage of harm free care (contract) 
Target: Report percentage of harm free care. 
 

• In August, the Trust recorded in-patient harm free care of 99%; 
comparable to July. This demonstrates a sustained gradual increase in 
the percentage of patients receiving harm free care since January 2016. 

• The total harm free care, which includes pre-hospital admission harm 
events, has increased since July from 94.3% to 96.6% in August. 

• At 96.6%, the total harm free care is above the national average of 94.2%. 
(HSCIC July  2015 – July 2016. Official statistics published  9th September  2016). 

 
 

Actions and progress to date 
• Continued monthly reporting to the Director and Deputy Director of 

Nursing and Head of Nursing for each CSC with feedback to ward teams. 
• Specialist nurses working on education. 
• Clinical Dashboard available as a hard copy and via the intranet. 
• Service improvement work streams for all harm events. 

Patient Safety Thermometer (Contract) 

The Trust total harm-free care rate is directly affected by these harm categories. 
An increase in numbers of these categories will result in a decrease in the rate of harm-free care. 

Harm free care 

Month 
Total Harm Free Care 

(data collection from number of 
patients) 

Trust 
Harm Free Care 

August 2016 96.6% 
(1,047) 

99.0% 

 July 2016 94.3% 
(1,078) 

99.0% 

 June 2016 94.4% 
(1,077) 

97.8% 

Types of harm 

Types of harm June 2016 July 2016 August 2016 

Pressure ulcers 
(new and old) 

36 38 22 

Falls 5 5 5 

Catheter and UTI 12 20 7 

VTE (new) 7 2 2 

Total patients 1,077 1,078 1,047 
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Healthcare Acquired Infection (National) 
August position  
 

MRSA (Incidence more than 48 hours after admission) 
Target: 0 (zero) 
 

• The Trust reported 0 (zero) patients with MRSA bacteraemia attributed to the Trust in August.  
• The Trust’s year to date position is 0 (zero) cases, against an objective of 0 (zero) avoidable cases 
 

C.Difficile (Incidence more than 72 hours from admission) 
Target : 40 cases 
 

• The Trust reported 4 patients with C.Difficile attributed to the Trust in August against a monthly objective of 3. The cases occurred 
within MOPRS (x3) and Cancer (x1) CSC. One of these cases related to late sampling and should have been attributed to the 
Community.  

• The Trust’s year-to-date position is 13 cases against an objective of 16 (annual target of 40 cases). 
 
 

MSSA bacteraemia (Incidence more than 48 hours after admission) 
MSSA bacteraemia are not subject to DH trajectories, but are closely monitored by the Trust due to the high incidence of morbidity and mortality 
associated with these infections. 
 

• There were 2 patients reported with MSSA bacteraemia attributed to the Trust in August 
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Venous Thrombo-embolism Screening (National) 
  August position  
 

VTE Screening 
Target: 95% per month 
• The VTE risk assessment figure for August is 96.0% (subject to 

validation); compared to the July figure of 97.0%.  
• The reduction noted coincides with the new intake of Junior 

Doctors and a drop in performance in AMU. 
• The National average for VTE assessment (NHS England, Q4 

2015-16) is 96%. 
 

VTE Appropriate prophylaxis 
Target: Monitoring and reporting 
• The VTE appropriate prophylaxis figure for August is 95.8% 

(subject to validation); compared to the July figure of 96.8%.  
 

VTE Serious Incidents Requiring Investigation (SIRIs) 
and Incidents 
Target: Monitoring and reporting 
• There have been 0 reported VTE SIRIs in August 
 

• 94 VTE events were reported in August compared to 68 in July.  
 

- Of these 25 were hospital associated events (HAT), 
compared to 22 in July and 69 were community associated 
events (CAT) compared with 46 in July. 

 

VTE Root Cause Analysis (RCA) 
Target: Monitoring and reporting 
• All VTE HAT events undergo RCA investigation (100%). 
 

Actions and progress to date 
• Sustain performance and actions from investigations. 
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Serious Incidents Requiring Investigation 
 (SIRIs)  (Contract and National) 
August position 
 

SIRIs (including HCAIs and as reported on STEIS)  
Target: Monitoring and reporting 
 
 

• 3 SIRIs were reported in August, compared to 9 reported in 
July.  As noted two of these SIRIs were reported earlier in 
the year and upgraded upon receipt of post mortem results. 

 

SIRIs over 60 day deadline 
Target: Monitoring and reporting 
 

• There was 1 open SIRI at the end of August which 
exceeded the target date of 60 working days for submission 
to the Commissioners. This has been discussed with the 
Commissioners, and as the incident is subject to a police 
enquiry an extension has been approved 

 

Never Events  
Target: 0 (zero) 
 

• There were no Never Events reported in August. 
 

Duty of Candour  
The Trust is required to inform the patient and/or other relevant 
person within 10 operational days that the safety incident (moderate 
and severe harm) has occurred or is suspected to have occurred.  
 

• In August all patients, or their relatives where applicable, 
were informed of the incident within the deadline and are 
aware of the on-going investigation.  

SIRI CSC 

Physical assault of patient and member of staff (x1) Medicine 

Potential missed peritoneal bleed following fall (x1) 
Incident reported January 2016, upgraded to SIRI status upon receipt of post 
mortem results 

Medicine 

Delay in diagnosis of lung cancer contributing to death from PE (x1) 
Incident reported February 2016, upgraded to SIRI status upon receipt of post 
mortem results 

Medicine 
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Serious Incidents Requiring Investigation 

 
• To support Trusts to meet the requirements of the timescale within the Serious Incident Reporting Framework Wessex Clinical 

Commissioning Groups (CCGs) and NHS England (Wessex) have agreed a consistent approach to understanding and applying the 
NHS England Serious Incident Framework (March 2015). 
 

• The guidance provides clarification of when the 60 working day deadlines start and finish for Providers.  
 

• The guidance provides clarification of when the 20 working day deadlines start and finish for Commissioners.  
 

• The Trust implemented a revised SIRI process on the 1st July to ensure achievement of these timeframes. 
 

• The Commissioner will determine if the report is of sufficient quality for it to be closed by using aclosure checklist, which has been 
developed from the requirements in the Serious Incident Framework (March 2015). The Trust has introduced the use of this checklist 
in the new final panel process to ensure that the requirements are met. 
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Patient safety incidents (excluding SIRIs) (Contract) 
August position 
Target: Increase in overall reporting of low and no harm incidents and reduce 
severity of harm 
 

• At the time of reporting 1,487 incidents were reported in August; the top 
three reported incident categories were: 
- Tissue damage: 285 events (19.2%) 
- Clinical event: 240 events (16.1%) 
- Slips, trips and falls: 237 events (15.9%) 

• This compares to  Pathology/Blood, tissue damage and clinical event 
reported in July. The reported tissue damage incidents include present 
on admission from the community. 

• Pathology moving from local reporting systems to the use of the 
upgraded Datix system, has had a positive reporting effect. However, 
there has been a significant reduction in reported events in August, with 
these incidents no longer featuring in the top 3 categories. 

• There were no reported incidents relating to admission, discharge or 
transfer resulting in moderate, severe harm or death. 

 

Actions and progress to date 
• Continue safety work streams to reduce avoidable harm. 
• Safety Learning Event (SLE) reporting on the upgraded Datix Web 

system is now fully implemented. SLE Implementation issues have been 
resolved; the focus is now on activating dashboards, the Claims and 
Inquest and Complaints and PALs modules along with associated 
training. 

• SLE training sessions continue and are well attended 

Month Reported incidents 
at time of report 

Confirmed incidents at 
time of report 

August 2016 1,487 N/A 
July 2016 1,457 459 
June 2016 1,484 782 
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Patient safety incidents (Contract) 

Definitions of harm:  
Severe : Any patient safety incident that appears to have resulted in permanent harm (directly related to the incident and not related to the natural course of the patient’s illness or underlying condition and defined 
as permanent lessening of bodily functions, sensory, motor, physiologic or intellectual, including removal of the wrong limb or organ, or brain damage) to one or more persons receiving NHS-funded care. 
Moderate : Any patient safety incident that resulted in a moderate increase in treatment (defined as a return to surgery, an unplanned re-admission, a prolonged episode of care, extra time in hospital or as an 
outpatient, cancelling of treatment, or transfer to another area such as intensive care as a result of the incident) and which caused significant but not permanent harm, to one or more persons receiving NHS-
funded care. 
Low: Any patient safety incident that required extra observation or minor treatment (defined as first aid, additional therapy, or additional medication) and caused minimal harm, to one or more persons receiving 
NHS-funded care.  

• The ‘Total PHT reported Patient Safety 
Incidents August 14 – August 16’ graph 
represents the total number of all 
patient safety  incidents reported by 
Trust staff  (including community 
incidents). 

• There is a continued positive trend 
showing a sustained increase in the 
number of reported incidents, when 
compared to the period before the 
implementation of the upgraded Datix 
system, which incorporated the new 
simpler reporting form. 

• The second graph shows total 
confirmed incidents by severity for the 
period April - July 2016. Severity is 
coded by the reviewing manager at 
close of investigation. As part of the 
Datix upgrade, from April 2016, all 
Safety Learning Events are being 
checked for completeness and 
appropriate grading before being finally 
approved by the Risk Management 
team. 

• It should be noted that all incidents 
including SIRIs are graded on the 
severity of actual harm suffered by the 
patient.  
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August position  
 
 
Coroners recommendations – Regulation 28 reports (previously referred to as Rule 43 letters – to prevent future deaths) 
Target: Monitoring and reporting 
 

• As reported last month, the Trust received one Regulation 28 report dated 12th August; the response to which is due on 11th October. 
 

• The areas of concern relate to an apparent failure to carry out an INR test as a result of which a patient may have been given warfarin 
inappropriately. The Coroner felt there was a need to ensure that the relevant protocol is highlighted to Junior Doctors and nurse 
practitioners.  
 

• The Legal Services department are co-ordinating a response with the Medical Director and Chief of Service for Surgery and Cancer.  
 
 

CAS Alerts over deadline 
Target: Monitoring and reporting 
 

• 11 alerts were issued in August, 3 of which remain open and the Trust is currently assessing the relevance of these alerts. These 3 
remain in date and have deadline dates in 2017. 

 
• An automated system is in place sending weekly reminders of outstanding alerts to the Governance leads and e-mail reminders sent 

to Carillion. 
 
Actions and progress to date 
 

• Sustain positive action of CAS alerts. 
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Coroner’s recommendations and CAS alerts (Contract) 
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August position 
 

Sepsis 
Target: Emergency Department 

a) Timely identification and treatment for sepsis in emergency departments. 
b) Treatment and 3 day review. 
Acute in-patient setting 
a) Timely identification and treatment for sepsis in acute in-patient setting. 
b) Treatment and 3 day review. 

 
• The quarter 2 audit to meet the CQUIN requirements is currently underway.   
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Antimicrobial Resistance and Stewardship 
 

CQUIN requirements 
a) Reduction in antibiotic consumption per 1,000 

admissions by the end of quarter 4 as follows: 
i. Reduction of 1% or more in total antibiotic 

consumption against the baseline. 
ii. Reduction of 1% or more in carbapenem against 

the baseline. 
iii. Reduction of 1% or more in piperacillin-

tazobactam against the baseline. 
 

b) Empiric review of antibiotic prescriptions to determine 
whether reviewed within 72 hours. 
Target: empiric review performed for at least the 
following percentages of cases in the sample: Q1: 
25%. Q2: 50%. Q3: 75%. Q4: 90%. 
i. Local audit of a minimum of 50 antibiotic 

prescriptions taken from a representative 
sample across sites and wards. 

 

August position: 
 

a) Charts demonstrate performance against trajectory.   
b) In August 80% of antibiotic prescriptions were 

reviewed within 72 hours, compared to 90% in July; 
giving an average of 85%. 

 

Actions and progress to date 
• To improve awareness a presentation is to be given 

to the Clinical Directors Forum in September.  The 
results and feedback from the antimicrobial 
prescribing audit will be disseminated along with key 
messages to improve compliance with the CQUIN. 
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August position  
 
 

Acute Kidney Injury (AKI)  
Target: 90% (on average each quarter) compliance with reporting the 4 mandated data sets on discharge summaries. 
 Reduction (from 2015/16) in hospital acquired stage 3 AKI (reviewed 6 monthly) 
 

• The Trust achieved 94% compliance with the mandated items on the discharge summary in August. 
 

• The Trust is aiming to reduce the number of hospital acquired Stage 3 AKIs (AKI Alerts triggered ≥48 hours after admission); this will 
be reviewed in September by comparing AKI episodes recorded during the 2015/2016 financial year. 

Acute Kidney Injury (Contract & Quality Account) 

• To make it easier to assess the severity of the 
acute kidney injuries, they are categorised into 3 
stages of alerts depending how much the persons 
creatinine has increased from their baseline level.  
 

- Stage 1 Alert: An increase in a persons creatine 
that is 1.5 to 1.9 times higher than their baseline. 
This is often called a “mild AKI”. 
 

- Stage 2 Alert:  Same applies as for stage 1 but 
the increase for a stage 2 alert must be 2.0 to 2.9 
times higher than the persons baseline. Stage 2 
AKI are more detrimental to a persons health 
than a stage 1. 
 

- Stage 3 Alert:  The increase for a stage 3 alert 
must be 3 times or more higher than the persons 
baseline. Stage 3 alerts are the most severe 
AKIs. 
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August position 

CQUIN Details Current status August 2016 
(M5 Q2) 

Specialised 1:  
Armed Forces Covenant 

• Assurance that MoD patients and families are not 
disadvantaged in any way.   

• Agreed and plans are in place to 
achieve.  

Specialised 2:   
Clinical Utilisation Review (CUR) 

• Review and build data on inpatients to inform of delays / 
delayed discharges etc. 

• Agreed and project team are in 
place.   

Specialised 3: 
Dental Network 

• Involvement in the local dental Managed Clinical 
Network.  

• Improvement in recording of GDS on patient record.   
• Improvement of data to meet flex and freeze.   

• Agreed and plans are in place to 
achieve.  

Specialised 4: 
Dental Reporting Standards 

• Recording of General Dental Practice Code of referrer. • Agreed and plans in place to 
achieve 

Specialised 5: 
Dental Reporting Standards 

• Reporting data in line with flex and freeze. • Agreed and plans in place to 
achieve. 

Specialised 6 :  
Intravenous Immunoglobulin (Ivig)  

• All patients approved by panel & recorded on database 
• Attendance at IVig meetings.   

• Agreed and plans in place to 
achieve. 

Local (Local 1): 
Capitated outcomes-based 
incentivised contracts (COBIC) 

• Plan for change that supports the transformation agenda 
and leads to the delivery of the ambition of adopting 
population-based incentivised contracts. 

• First stage achieved, 
Discussions under way with CCG 
& Community to form next stage 
plan. 

Local (Local B): 
Reducing potential unwarranted 
clinical activity 
 

• This builds upon the 2015/16 agreed schemes and 
focuses on actions required to reduced potential 
avoidable unwarranted clinical activity. 

• ADT proposed. 

• Agreed and plans are in place to 
achieve modified reports for Q2 

• ADT to be finalised. 
 

Local (Local C): 
Implementing the Recommendations 
from the Paediatric Review 

• This incentives implementing the outcomes and 
recommendations of the Unscheduled Paediatric Care 
Services Review. 
 

• Mostly agreed. Awaiting 
Commissioner response. 
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Mortality indicators: HSMR and SHMI (Contract and Quality Account) 
August position 
 

Hospital Standardised Mortality Ratio (HSMR)  
Target: To be within expected range. 
 

• The updated Trust HSMR for the 12 months to June 2016 is 
109.30.  This represents an increase on the rate previously 
reported for the 12 months to May 2016 of 108.11  This 
remains within the revised confidence interval of 104.32 – 
114.47 and is therefore, ‘within expected range’, but is now 
well above the nominal national average of 100. 

 
• The weekday and weekend HSMR for emergency 

admissions have also increased from the previously reported 
figures, but both are ‘within expected range’. The weekend / 
weekday split is based on the patient’s admission date. 

 
• The factors contributing to this increase continue to be 

investigated through the Clinical Effectiveness and Mortality 
Steering Group (CEMSG).  

 

Summary Hospital-level Mortality Indicator (SHMI)  
Target: To be within expected range. 
 

• The Trust SHMI for January to December 2015 is 107.11; 
which is an slight decrease from the previous quarter’s 
figures of 107.32.  Whilst this figure is above the national 
average of 100, it is within the official control limits.   

 
• CEMSG continues to investigate some of the issues 

surrounding this with the benchmarking provider, Dr Foster. 

 

Definitions: 
HSMR:    
The Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare quality that measures 
whether the mortality rate at a hospital is higher or lower would be expected.  The national average is 
100 and a score of below this indicates less deaths than this average.  HSMR covers 56 groups of 
diagnosis and only relates to patients that have died whilst in hospital. 
SHMI:   
The Summary Hospital-level Mortality Indicator (SHMI) is a high level mortality indicator that is 
published by the Department of Health on a quarterly basis. It follows a similar principal than HSMR, 
however SHMI covers all diagnosis groups and relates to all patients that have died (whether the 
patient died whilst in hospital or not).  It does not take account of deprivation. 
SHMI adjusted for palliative care: 
The variables used in the method to calculate the expected number of deaths differ between the SHMI 
and the HSMR, for example, the HSMR includes an adjustment for palliative care whereas the SHMI 
does not.  
An adjustment/allowance is made to the indicator ‘SHMI adjusted for palliative care’ to allow for the 
number of expected deaths where palliative care is coded.  

HSMR: Emergency weekday and weekend  
 July 2015 – June 2016 
 
Weekday HSMR: 109.06 (within expected range) 
 

Weekend HSMR: 111.90 (within expected range) 

HSMR:  July 2015 – June 2016 
 
HSMR: 109.30 (within expected  range) 

SHMI: January – December 2015 
 
SHMI: 107.11  (within expected range) 
 
Adjusted for palliative care: 106.88 (within expected range) 
 
In-hospital deaths: 105.51 (within expected range) 
 
HSMR for the same period: 103.49 (within expected range) 
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August position  
 

Step 1: Find, Assess, Investigate and refer* 
Target: 90% on average over each quarter for the three steps. 
 

• There has been continued compliance with step 1 in August, with a recorded 
compliance of 90.7%, which is a decrease on the 96.2% recorded in July. 

 

• This equates to 428 patients having been assessed, from a maximum of 472 
eligible patients; a decrease compared to July. 
 

• This decrease may be due to the new intake of Junior Doctors; this will be 
monitored and data distributed more widely to the CSCs to encourage improved 
practice. 
 

• Compliance remains above the required target. 
 
Step 2: Diagnostic assessment* 
Target: 90% on average over each quarter for the three steps. 
 

• 100% of all eligible patients (65 in total) received a diagnostic assessment. 
 

Step 3: Referred for further diagnostic advice* 
Target: 90% on average over each quarter for the three steps. 
 

• The Electronic Discharge Summary (EDS) includes a mandatory field to inform the 
GP of any patients who have had a positive diagnosis of dementia in order that the 
GP can complete further investigations if required.  However, as EDS usage is 
currently variable across the CSCs, a spread sheet is kept of all patients who have 
a positive diagnosis of dementia to ensure a letter is generated and sent to the GP. 
 

 

* Definition of steps: 
Step 1 – Case finding: 
• The number of patients >75 admitted as an emergency who are reported as having a known diagnosis of 

dementia or clinical diagnosis of delirium, or who have been asked the dementia case finding question, excluding 
those for whom the case finding question cannot be completed for clinical reasons (e.g. coma). 

Step 2 - Assessment: 
• Number of above patients reported as having had a diagnostic assessment including investigations. 
Step 3 – Onward referral – under development: 
• Numbers of above patients who have a plan of care on discharge that is shared with general practice.  
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Dementia (Contract) 

Dementia compliance 

June 2016 July 2016 August  2016 

Step 1 94.5% 96.2% 90.7% 

Step 2 100% 100% 100% 

Step 3 100% 100% 100% 
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Mixed Sex Accommodation (National) 

August position  
 
Non-clinically justified single sex accommodation breaches 
Target: 0 (zero) 
 

• There have been no non-clinically justified single sex accommodation breaches in August.   
 

• The Trust year-to-date total is 0 (zero) non-clinically justified single sex accommodation breaches. 
 
Facilities single sex accommodation breaches 
Target: Monitoring and reporting 
 

• There been 0 (zero) single sex accommodation breaches relating to facilities in August.  
 

• The Trust year-to-date total is 0 (zero) single sex accommodation breaches relating to facilities. 
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August position  
Target: Monitoring and 

reporting 
 

• A total of 70 complaints 
were received in 
August, an increase on 
the 45 received in July. 
 

• No complaints have 
been attributed to a 
particular ward or staff 
member.  

 

• Reporting per 1,000 
contacts is one month 
in arrears; data for July 
equates to 0.59 
compared to 0.87 in 
June.  

   

• To date 20 complaints 
received in July have 
been responded to 
within 30 working days 
and 2 remain on target. 
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Complaints (Contract and National) 

Green (Low risk) 14 20% 

Yellow (Moderate risk) 55 78% 

Amber (High risk) 1 2% 

Red (Extreme risk) 0 0% 

CSC Jul-16 Aug-16
CHAT 2 1
CSS 2 4
DMOP 2 2
EMERGY 8 10
H&N 3 7
MED 9 15
MSK 5 12
RENTRA 1 1
S&C 11 11
W&C 2 7
TOTAL 45 70

 Month No. of Complaints received Variance year on 
year 

Variance month on 
month   2013/14 2014/15 2015/16 2016/17 

August 55 48 57 70 ▲13 ▲25 
July 63 64 61 45 ▼16 ▼26 
June 50 60 42 71 ▲29 ▲16 

July update - Complaints 
Sent within 30 working days 20 43% 
Sent after 30 working days 8 18% 
Ongoing past 30 working days 15 35% 
Ongoing still on target 2 4% 
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August position  
Complaint 
acknowledgment rate 
(national requirement) 
Target: Monitoring and reporting 
 
 

• 100% of complaints were 
acknowledged within the 
3 working day target in 
August. 

 
Parliamentary Health 
Service Ombudsman 
(PHSO) (National 
requirement) 
Target: Monitoring and reporting 
 

• The Trust received 1 new 
notification from the 
PHSO in August. 
 

Plaudits 
Target: Monitoring and reporting 
 

• The Trust received 436 
messages of appreciation 
during August. 
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Complaints (Contract and National) 

PHSO Total 
rec'd 

Under 
review Upheld Part 

upheld 
Not 

upheld 

2014-15 16 0 3 9 4 
2015-16 14 2 0 1 11 
2016-17 7 4   1 2 

Complaints Subjects - August 2016 

POLICY Policy & commercial 
decisions 1 1% 

MORT Mortuary  1 1% 
CLEANL Cleanliness & laundry 1 1% 
PROP Property & expenses 1 1% 
CPWO -W Communication (Written) 3 4% 
TR Test Results 4 6% 

APDELO Appt Delay/Cancellation 
(OPD)  4 6% 

EOLC End of Life Care 4 6% 

ADT Admission, Discharge & 
Transfer 6 9% 

CPWO -O Communication (Oral) 6 9% 
AOS Attitude & behaviour  10 14% 

ACT Aspects of Clinical 
Treatment 29 42% 
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Complaints, PALS (Contract) 
August position  
PALS contacts  
Target: Monitoring and reporting 
• 625  contacts were handled by PALS in August, 

a continued increase from 559 in July.  
 

Types of contacts  
• 158  of contacts involved concerns about care 

and treatment. 
• 118 (78%) of which were resolved within 5 

working days. 
 

Other types of contacts  
• 467 of the above contacts related to providing 

cover for Bereavement Service, Voluntary 
Services, problems with telephone lines not 
being answered, and giving directions and 
Health Information advice. 

 

PALS conversion to complaints 
Target: Monitoring and reporting 
• 1 case was converted to a formal complaint in 

August. 

August – Trust-wide themes Complaints PALS Total 
OP appt delay/cancellation  4 52 56 

Aspects of clinical treatment 28 22 50 

Communication 9 29 38 

Staff attitude/behaviour 10 17 27 
Admission, discharge, transfer 6 6 12 
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Patient Moves 
August position  
Target: <3 non-clinical moves after 2100 
 

• Work continues to be undertaken to limit the number of non-clinical 
moves experienced by patients.  Data is collected for moves between 
2100 and midnight and after midnight.   
 

• The number of reported non-clinical moves between 2100 and 
midnight decreased in August to 157 from 202 in July. This equates 
to an average of 5.0 non-clinical moves between 2100 and midnight 
per day, compared to 6.5 in July. 
 

• A decrease has also been seen in the number of non-clinical moves 
after midnight to 70 from 73 in July.  This equates to an average of 
2.2 moves after midnight, compared to 2.4 in July. 
 

• It is to be noted that the number of moves continue to be informed by 
the high level of medically fit for discharge patients that remain in 
acute beds and the requirement to create acute bed capacity.  

Patient moves – August 2016 

Month 
2100 - 0000 0001 - 0700 

No. Average 
per day No. Average 

per day 
August ‘16 157 5.0 70 2.2 
July ’16 202 6.5 73 2.4 
June ‘16 153 5.1 82 2.8 
May ‘16 183 5.9 123 4.0 
April ‘16 170 5.7 155 5.2 
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August position  
Target: Inpatient response rate target to be similar or above national 
average but not fall below 15%. ED response rate target to be 15% or 
statistically significant response rate  
 

• The total number of responses for both ED and in-patients 
has increased from 4,150 in July to 4,942 in August; a 
decrease of over 400 in the number of eligible patients, has 
resulted in an increase in the response rate in August. 
 

• The Emergency Department has seen an increase in the 
number of responses from 16.4% in July to 22.6%. The 
increase is the result of a concerted effort to improve 
collection processes in all areas that form the ED cohort. 
This remains well above the national average of 12.9% in 
July. 
 

• The In-patient response rate has also increased from 29.4% 
in July to 30.6% in August. This remains above the national 
average of 24.7% in July. 
 
 

Outpatient Department (OPD) 
• In August, there was an increase in the number of responses 

for the third month following focused work in improving 
engagement. Overall, the Trust continues to receive positive 
responses; however there has been a decrease in the overall 
satisfaction score. This is due to an increase in the number 
of ‘Don’t know’ and ‘unlikely’ responses. The surveys will be 
scrutinised to identify themes and areas for improvements   

 

Actions and progress to date 
• Continued sustainability measures to monitor responses. W
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Friends and Family Test (FFT): Increasing response rate in In-
patient areas and ED (National) 

Friends and Family Response rates 

Month 

Total response rate 
(responses / eligible patients) 

ED 
Target: 15% 

In-patient 
Target:  not fall below 15% 

Trust National 
average Trust National 

average 

August  ‘16 22.6% 
2319/10250 

- 30.6% 
2623/8562 

- 

July  ‘16 16.4% 
1756/10688 

12.9% 29.4% 
2394/8153 

24.7% 

June  ‘16 27.9% 
2719/9729 

13.4% 32.8% 
2786/8489 

25.5% 
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Friends and Family Test Improving positive responses in ED, 
In-patient areas and maternity(National) 
August position  
 

Improving positive response 
 

Emergency Department: 
 

• There has been an increase in the reported 
satisfaction rate to 94.6%, compared to 93.5% in July. 
The Trust continues to exceed the national 
benchmark of 86% in June.  
 

• The number of patients who wouldn’t recommend ED 
has decreased to 1.3% in August, compared to 2.3% 
in July. This remains significantly better than the 
national average of 8% in July. 
 

In-patient areas: 
 

• The reported satisfaction rate has increased to 96.5%. 
This aligns to the national average of 95% in June. 

 
• The number of patients who wouldn’t recommend in-

patient areas increased slightly to 0.7% in August, 
compared to 0.4% in July. This is below the national 
average of 2% in July. 

 

Maternity: 
 

• There has been a very slight decrease in the reported 
satisfaction rate to 98.98% compared to 99.44% in 
July. Maternity services however continue to compare 
favorably with against the national benchmark of 96%.  

Emergency Department - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

August ‘16 94.6% - 1.3% - 

July ‘16 93.5% 85% 2.3% 8% 

June ‘16 95% 86% 1.7% 7% 

In-patient - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

August ‘16 96.5% - 0.7% - 

July ‘16 96.3% 95% 0.4% 2% 

June ‘16 95.9% 95% 0.9% 2% 

Maternity - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

August 16 98.98% - 1.02% 

July 16 99.44% - 0.56% 

June 16 99.05% - 0.95% 
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August position  
Target: Response rate for question 2 to be similar or above the national average but not fall below 15%. 
 

• Women are asked to complete a Friends and Family form at four points of contact and 
respond to four specific questions. 

 

• The national benchmark and therefore; contract requirement is based on question 2.  The 
target for question 2 of 15% response rate, continues to be met.  

 

• There has been a continued increase in the overall response rates from 18.7% in July to 
20.1% in August.  

 
 

Actions and progress to date: 
• The results continue to be circulated to all staff showing the response rates for all questions. 

 

• Clinical Team leaders continue to encourage uptake within individual clinical areas to 
increase uptake by the women. 

 

• The named midwife can now give out the questionnaire at 36 weeks of pregnancy and forms 
are being distributed within maternity outpatient departments. 

 
Response themes: The majority of responses are positive. 
 

Positive comments:  
Timely appointments and good breast feeding support and advice. 
Everything is explained very clearly and my mind is always put at rest. The care from midwives 
was brilliant. Midwives are very knowledgeable  and answered all my questions. Very 
impressed . Attentive, supportive and caring. 5 star service. The team are very caring and 
helpful. 
 

Negative comments:  
• Dads should be allowed to stay - The environment is not conducive for all partners to stay. 

Partners; however, are able to stay in individual circumstances. 
• I waited to be induced - Community midwives have been reminded to ensure that women 

fully understand the induction process as there will be periods of delay during increased 
activity. 
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Friends and Family Test – Maternity (National) 

Maternity Friends and Family questions 

Q1.  Antenatal care (community based care up 
to 36 weeks). 

Q2.  Intrapartum labour care. 

Q3.  Immediate postnatal care. 

Q4.  Postnatal care up to discharge to Health 
Visitors. 

Maternity Friends and Family response rates 

Q. June 16 July 16 Aug 16 

1. 4.9% 3.9% 6.3% 

2. 27.7% 24.1% 27.4% 

3. 38.9% 29.5% 29.1% 

4. 24.7% 20.2% 19.7% 

Rate 17.5% 18.7% 20.1% 
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NHS Constitution performance key Standards - August 
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Referral to Treatment (RTT) Incomplete standard 
• This is all patients waiting for treatment (total waiting list)  The Trust achieved 

89.64% against the 92% standard for August, and did not meet the 
improvement trajectory of 92% at aggregate level with speciality fails due to 
continued capacity issues. 

• There were 0 breaches of the 0 tolerance 52 wk. maximum wait standard. 
Diagnostic waits 
• The maximum 6 week waiting time standard for diagnostics was  not 

achieved,  performance was 98.77% against the  improvement trajectory of  
99.1% (national standard 99%)  

A&E service quality standards  
• Performance was 81.76% against the 95% standard and improvement 

trajectory of 85%  Total attendances in August averaged 398 per day 
compared to 380 per day in August last year despite the direct admission of 
GP heralded patients. 

• There were 0 breaches of the 12 hr trolley wait standard 
Cancer standards - Provisional 
• 5 of the 8 national standards were achieved. 31 day subsequent surgery, 62 

day first definitive treatment and screening are currently not being achieved, 
validation and capture of all treatments is expected to improve performance 
but there is a risk that  the  improvement trajectory will not be achieved.  

• Provisionally there were 8 patients who waited more than 104 days for 
treatment, 2 of these would be shared breaches and 1 would not be 
attributable when the breach sharing guidance is applied. 

Cancelled operations  
• There was 1 breach of the 0 tolerance 28 day guarantee. 
• 3 urgent operations were cancelled but none of these for a second time. 
Delayed Transfers of Care 
• 6.2% of patients were officially delayed in their transfer of care compared to 

1.7% in August last year, the majority of patients are waiting for social care 
assessment. Average number of medically fit for discharge patients in Trust 
beds was 219 (191 last month and 133 in August last year) 
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Contractual and Local Standards 
Ambulance delays 
• 215 patients experienced an ambulance delay of more than 30 

minutes, compared to 282 with last month. 
• 50 patients experienced a delay of more than 60 minutes compared 

to 36 last month. 
Stroke Care Provisional (see exception report) 
• These are now being reported using the Sentinel Stroke National 

Audit Programme Tool Kit and as a result will be available a month 
in arrears. Work is on-going to provide year to date performance 
from the tool kit. 

• Provisional performance for July was that 47.7% of stroke patients 
were admitted to the stroke unit within 4 hrs. 

• Performance against the 90% stay target was 77.2%. 
     Performance reflects the operation pressures in July. 
Admission Avoidance 
• These standards will be measured a month in arrears as requires 

activity to be coded. 
Emergency Angioplasty 
• Emergency angioplasty within 90 mins of arrival was achieved for 

84.6% of patients. (standard 80%) 
• Emergency angioplasty within 60 mins, performance was 69.2% 

and underachieved. (standard 70%) 
RTT Backlog and long waiters 
• The overall waiting list size reduced by 56 but the backlog 

increased by 492 ( admitted backlog by 84 and non-admitted by 
408) 

• The number of patients waiting over 35 weeks reduced to 103. 
Cancer 62 day consultant upgrade (provisional) 
• Performance 100% against 86% standard. There were 1.5 patients 

treated with no breaches  of the standard. 
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August performance against the 4-hour A&E and 12 hr Trolley Wait 
standards. 
Performance against the 4 hr standard was 81.76%, compared  to 80.25% in July, and 
against the improvement trajectory of 85% 
There were 0 breaches of the 12 hr Trolley Wait Standard.  
Contributing factors 
• QA type 1 attendances 305 per day compared to 297 per day last August despite 

direct admission of GP heralded patients.(graph 2) The conversion rate to admission 
was 32% (graph 3) 

• High numbers of medically fit patients waiting for packages of care and placement 
(average 219 per day) with reportable delayed transfer of care at  6.2% 

Actions and progress to date 
• Compliance with the 15 minute assessment and 60 minutes to be seen has been 

maintained. Pilots of process changes in Minors and Majors have demonstrated that 
significant improvements can be achieved – and a linked business case, for multi 
professional ED workforce expansion, is currently being considered -  to bridge the 
staffing capacity gap to meet demand  

• Processes within the Short Stay Unit opened on 1st June has led to 55% of  patients 
admitted being discharged in < 72 hrs. The MD, Director of Emergency Care and 
Chiefs of Service are undertaking a 3 month review of  triage processes and 
operational performance of the Short stay Unit, with a view to further enhancing 
throughput and flow on both AMU and the SSU  

• The Frailty Intervention Team (FIT) screen of 80% of frail patients in ED (PHT 
baseline comparison  35%) – and have reduced the admission conversion rate in 
frail elderly patients from 70% to 63%. This prevents an average of 16 admissions 
per week, and delivers and an average of 35 early supported discharges per week 

• Core principles for the application of Patient Flow Bundle – SAFER for each CSC 
have been agreed and an accelerated roll out  to all wards has commenced including 
communication and engagement sessions with each individual speciality regarding 
roles and responsibilities defined for ward discharge standards and SAFER 
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Exception Report : A&E waiting time standard performance 
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Exception Report : ED waiting time standard performance 
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Exception Report: Referral to Treatment (RTT) 
August Performance against Incomplete RTT standard  
• 89.64% achieved against the 92% standard at aggregate level and 

an improvement trajectory of 92%.  
• The number of patients waiting more than 35 wks. improved from 107 

at the end of July to 103.  The number waiting > 40 wks. was 31. 
• There were no breaches of the 52 wk. maximum wait standard. 
Contributing factors 
• Clinical capacity shortfalls in surgery, dermatology, and urology, has 

meant that the capacity has not kept up with demand and the backlog 
has not been reduced as planned. 

• Continued high levels of medically fit patients outlying in surgical 
beds. 

• The reduction in cardiology clinic capacity in order to provide senior 
decision maker support to unscheduled care has resulted in longer 
outpatient waits and an increased backlog which has now impacted 
on RTT performance. 

• Continued high demand in some specialities and for dermatology a 
switch from routine to urgent demand has meant that the reduction in  
backlog and recovery has been slower than forecast. 

Actions, progress to date and risks 
• Recovery plans are being reviewed and strengthened focusing on 

recovery  of positions, this includes continued use of Medinet, 
premium rate weekend working and use of locums. 

• Scheduled access assurance meeting reviewed to provide extended 
focus and support to specialties failing to achieve standard in a 
special measures approach. 

• Outsourcing is continuing. 
• Dermatology and cardiology are now in special measures. Cardiology 

have started a recovery plan delivering 19 additional outpatient 
clinics starting at the beginning of September. 
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Exception Report: Referral to Treatment Improvement Plan 
Progress to date against Improvement trajectories 
• Recovery trajectory underpinned by speciality specific recovery plans 

including increased capacity and enhanced efficiency and these are 
being reviewed and strengthened to address the deterioration in 
performance. 

• Trust achieved 89.64% against a trajectory of 92%. 
• Internal special measures continues with specific focus on improvement 

plans and delivery of agreed trajectories extended 
Urology 81.54% and behind trajectory of 92% 
• Overall capacity to treat both cancer and RTT patients remains key risk. 

Capacity is being carefully managed including any potential clinical risk, 
with use of alternative providers for higher risk patients continuing. 
Working to drive efficiencies to increase throughput. Recovery will be 
slow once substantive appointments in post and backlog of patients is 
treated. 

General Surgery 84.16%  and behind trajectory of 90.9% 
• Deteriorating position due to clinical shortfall (operating capacity due to 

injury and vacancies), and unscheduled care pressure,  with limited 
additional capacity focused on cancer treatments, substantive 
recruitment to vacant posts has been agreed and process commenced. 

Gastroenterology 84.09%  and behind trajectory of 87.9% 
• Improved despite reduced scoping capacity and non-availability of 

locums during holiday period due to continued use of external team to 
deliver endoscopy capacity at weekends.   

Other 92.2% and achieving standard and ahead of improvement 
trajectory of 91.4% 
• Recovery plans in hepatology supported by locums and pathway change 

have started to deliver improved performance and reduce the number of 
long waiting patients significantly with 23 patients waiting > 35 wks 
compared to 97 at the end of May. 
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Exception Report: RTT Patients waiting > 35, 40 and 52 wks. 
August performance against key waiting time metrics 
• There were no breaches of the 52 wk standard.  
• There were 31 patients waiting > 40 wks. (31 last month) 
• There were 100 patients waiting >35 wks. (107 last month) 
Contributing factors 
• Continued and focused management of long waiting patients has continued to 

improve the overall number of long waiters particularly in hepatology. 
Actions and progress to date 
• The Trust is booking patients according  to clinical priority and waiting time.   
• Hepatology remains in special measures but frequency reduced to fortnightly to 

reflect overall improvements in performance and waiting times. Cardiology, 
dermatology, urology and general surgery also remain in special measures with 
additional scrutiny and support provided by Head of Performance  and the Deputy 
Chief Operating Officer 

• All patients over 40 weeks  have treatment plans in place and are reviewed on a 
named patient basis at the weekly assurance meeting.  

• Additional new outpatient capacity has been put in place to address the cardiology 
backlog. 

On-going Risks 
• Non-admitted capacity constraints and difficultly in predicting whether attendance will 

stop the clock or pathway continue and as a result further long waiters. 
• Continued cancellation of non-urgent long waiting patients due reduction in bookings 

to meet unscheduled care demand.  
• Capacity constraints in a number of specialties has been addressed by recruitment of 

clinical staff but these are not yet in post. Outsourcing capacity limited  
• Specific risk for patients waiting for kidney stone removing which is being carefully 

managed by outsourcing as recruitment for a replacement surgeon is progressed. 
• Capacity to reduce waiting times to allow capacity to be focused on unscheduled care 

in anticipation of ‘winter pressures’ preventing a further deterioration in performance. 
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Exception Report: Diagnostic 6 wk. referral to test standard 
August performance against the 6 wk. diagnostic standard 
Trust performance was 98.77% against the 99% diagnostic standard and  improvement 
trajectory of 99.1%.  There were 66 breaches of the standard 13 more than the tolerance. 
Contributing factors 
• Continued high demand for diagnostics with balancing between supporting inpatients 

to progress care, supporting cancer pathways and achieving diagnostic standard. 
• Reliance of additional sessions and locums therefore an unstable and unsecure 

workforce, compounded by summer leave. 
• MRI breakdown on 31st August resulted in the cancellation of 40 patients, and 13 of 

these breached the standard which is measured at month end.  
• Intermittent MRI scanner failures have resulted in 950 lost outpatient scans hence 

patients are now booked close to or on breach date. 
• Clinician sickness on the 31st August resulted in the loss of an ultrasound list and a 

further 3 breaches of the standard.  
Actions and progress to date 
• Continued careful management of patients to reduce risk of month end breaches of the 

standard by all modalities and reviewed on patient by patient basis at weekly 
assurance meeting. 

• Continued additional capacity to cover clinical shortfalls provided by use of locums, 
additional sessions, use of external team to support endoscopy delivery and 
maximising use of the capacity at ISTC.  

• Strict adherence to trust leave policy to maximise clinical cover. 
Risks 
• Continued reliance on locum capacity to fill clinical gaps and therefore unstable and 

unsecure workforce. 
• Financial impact of use of locums and additional adhoc waiting list initiatives whilst 

national clinical shortfall leading to inability to recruit substantively. 
• Maintaining sufficient scope cleaning, due to equipment failure of outdated washers 

and water quality resulting in reorganisation of patients to mitigate risk.   
• Increasing unreliability of MRI scanners, due to capacity constraints patients booked 

close to 6 wk breach date therefore ability to rebook in target following machine failure 
is compromised. 
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Exception Report: Cancelled Operations 28 day Guarantee 

Page 43 9/29/2016 

August Performance Cancelled Operations 28 day Guarantee  
• There were 4 urgent operations cancelled in August, but none of these 

were cancelled for a second time,  and all have subsequently been 
treated. 

• There was 1 breach of the 28 day zero tolerance standard, which 
applies to patients cancelled on the day of or after admission  for non-
clinical reasons who have not been offered a binding date for surgery 
within the subsequent 28 days.  

• There were 42 patients cancelled on the day for non-clinical reasons 
in August, all but 1 of these was treated within the 28 day standard. 

Contributing factors 
• The patient who breached the standard was cancelled due to an 

emergency patient being treated. The patient was offered an  
alternative type of surgery within target but choose to wait and was 
treated on day 29. 

• One urgent patient was cancelled due to bed availability 2 due to list 
over runs and 1 due to an emergency taking precedence, this patient 
breached 28 day standard. 

• The improved and robust processes have reduced the number of 
cancellations and the rigour around 28 day breaches means this is the 
first breach of standard since March 

Actions, progress to date and risks 
• Patients previously cancelled and subject to the 28 day standard are 

monitored on a named patient basis at the weekly assurance meeting 
and actions taken to mitigate risks with contingency plans in place for 
any rebooked within 14 days of breach date. 

• Peaks in unscheduled care demand leading to scheduled care 
cancellations remain a risk for complex patients or where an intensive 
care bed is required as these procedures are the most difficult to 
rearrange. R
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Finance: Overview 
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The Trust has a surplus of £1.2m as its planned financial outturn in 2016-17. However, the first two 
quarters of the financial year have a deficit plan aligned to the 2015-16 final run rate with staged 
improvements required from July 2016 onwards.

The Trust's I&E position at the end of August is an actual deficit of £6.5m. This is £0.1m behind the 
planned deficit of £6.4m. The deficit position has been driven by continued use of temporary staff to 
maintain urgent care services and additional capacity that has remained open due to the volume of 
patients that have remained in hospital. Non-pay costs are higher than planned due to the use of the 
private sector to support RTT delivery and out of hospital purchase of beds.The Trusts plan by the end of 
quarter 2 year to date is a deficit position of £5.9m. Therefore to deliver this position the Trust is required 
to achieve a small surplus in September. There is a delivery risk and a review of potential adjustments 
relating to non-operating expenditure are being investigated to mitigate the position in the shortterm. 
Significant improvements in financial performance are required from quarter 3 of 2016-17.

The Trust has completed a Quarter 1 review of the forecast year end position. Under a potential realistic 
scenario this was shown to be challenging and with considerable risk.  However, based on the number of 
variables and opportunities identified, it was considered still to be a deliverable objective at this point in 
the financial year. A Quarter 2 review will provide an update to this position in due course. 

The Trust has spent £3.6m of capital against a programme for the year to date of £6.0m. The Trust has a 
cash balance of £5.1m at the end of August. The minimum level of cash holding was expected to be 
£2.5m. Currently the trust has drawn down £37.3m of its working capital facility. The Trust has been 
advised that the cash support application submitted to the Independent Trust Financing Facility (ITFF) 
meeting in February was not taken forward and the Trust continues to be in discussion with the NHSI 
about the implications and management of this. 
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Finance Report Month 05 2016/17 

Financial Sustainability Risk Rating R (Surplus)/Deficit £k A Cash £k A

Liquidity Capital   
Servicing

Overall Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date 1 1 2 Year to Date £k 6,374 6,489 (115) Year to Date £k 2,500 5,103 (2,603)
Year End Forecast 1 2 2 Year End Forecast £ (1,200) (1,200) (0) Year End Forecast £k 2,500 2,500 0

Income £k G Operating Costs £k A Capital £k A

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k 218,787 222,516 (3,729) Year to Date £k 209,828 213,817 3,989 Year to Date £k 5,969 3,610 2,359
Year End Forecast £k 544,399 544,399 0 Year End Forecast £ 506,206 506,106 (100) Year End Forecast £k 18,500 18,360 140

Cost Improvement Plans £k A Key Risks:

Plan
Actual / 

Forecast Variance
Year to Date £k 6,081 6,521 (440)
Year End Forecast £k 32,200 32,200 0

The total value of the savings programme is £32.2m in 2016-17. The 
process of developing saving workplans is ongoing but to date 
potential opportunities have been identified of £31.2m. Savings 
requirements escalate within the plan in the course of the year. In 
month 5 the savings plan was for £1.87m. Delivery against this was 
valued at £1.45m. There remain material risks associated with the full 
delivery of CIP targets and this will be covered in a separate report to 
the Finance Committee. The savings figure reported of £6.521m is 
gross of investments.

The has trust spent £0.7m capital in August and £3.6m year to 
date. This is less than plan YTD due to a linear capital profile 
being included in the original plan.

The Trust is to establish a Capital Investment Group, with 
associated sub committees for Medical Devices, IT, Estates and 
Service Development.  The sub committees will be responsible 
for the reprioritisation of the programme during the year.  This will 
strengthen the governance around capital and ensure progress 
against plans is monitored and reported regularly.

The Financial Sustainability Risk Rating adds 2 further metrics to 
Monitor's Continuity of Services Risk Rating (CoSRR). The 
trust’s risk rating at the end of June is a ‘1’, which is in line with 
plan. The end of year forecast indicates a risk rating is a 2, this is 
because the trust is forecasting achievment of the I&E plan.

NB  - a NHS trust is rated as Red for its Financial Sustainability 
Risk Rating unless it achieves a score below 2.5.

The Trust is reporting a £6.5m year to date deficit at the end of 
August; this is £0.1m adverse to the Financial Plan submitted 
to NHS Improvement. The Trust continues to review its forecast 
position and CSC's have all completed forecast scenarios, 
highlighting the risk and opportunities to improve financial 
performance. These are currently being reviewed and will be 
presented to Executives through the performance review 
framework. The financial  position reflects the Trusts 
assessment of activity and income levels delivered for the year 
to date position.

The plan reflects the July 2016 TDA submission and is based on 
the receipt of Sustainability and Transformation Plan funding and 
the achievement of the planned control total for the year.  The 
Trust has made request to draw against it's temporary financing 
facility in September, which will result in the limit being increased 
to £40.9m.

Overall the Trust is reporting a favourable variance of the income plan year to 
date.  The Trust SLA income has an over performance of £4.0m. This is offset 
by equivalent pressures of £0.2m in Private Patient income recovery and in 
Non clinincal income of £0.1m. Conversations with the CCGs on perfomance 
issues are on-going relating to the treatment of CQUINs and payment  for 
activity and this carries a risk. The Trust's estimate of activity related income 
for 2016/17 is significantly higher than Commissioners. Therefore, there is a 
risk of securing the levels of planned income. The Trust continues to work 
with Commissioners to find effective plans to mitigate these risks and find a 
joint position in relation to this.The financial  position reflects the Trusts 
assessment of activity and income levels delivered for the year to date 
position and includes the relevant propotion of STP funding (£6.1m). The Trust 
had agreed Payment by Results (PbR) contracts with both Local Clinical 
Commissioning Groups and NHS England.

At the end of August the Trust is reporting a £3.989m overspend 
against operating expenditure. Pay is £2.0m adverse to plan year to 
date. The pay overspend against profiled budget year to date links 
to a continued reliance on premium rate staff costs to both 
unscheduled and scheduled care to maintaiin capacity. The 
variance also links to an under-delivery of the workforce CIP plans.  
In addition, the on-going costs of additional capacity assumed to be 
closed as part of the Trusts Unscheduled Care Improvement Plan 
have further impacted on the expenditure trends against pay 
budgets. The non-pay variance links to higher than planned levels 
of clinical supplies of £0.7m, Outsourcing in Gastro of £0.6m, in 
Urology of £0.1m and for Out of hospital services of £0.2m. 

The key financial risks relate to controlling the deficit position 
encountered in the first two quarters of the year and 
tranforming this position into a subsequent surplus. Any 
difficulties related to this action is likely to adversely affect cash 
flow resulting in debtor and creditor management, and 
potential revisions to the capital plan.  The key risks are: (a) 
Maintaining the performance of the budgetary control 
enviroment (b) Achieving income targets (c) The identification 
and delivery of a full financial improvement plan (d) The 
delivery of performance trajectories.  The financial risk 
associated with delivering the quarter 2 plan and the year end 
surplus plan for the financial year is in progress. 
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Trust Contract Activity / Cost Summary by Commissioner (Contracting Month 4)

Activity Act Var £'000 Var Activity Act Var £'000 Var Activity Act Var £'000 Var
04 Total Non-Elective Activity 17,852 (549) (450) 999 (48) (96) 570 (38) (20)
05 Total Elective Spells 18,677 701 81 1,784 (107) (164) 684 15 289
06 Total Accident & Emergency 45,683 (1,000) (199) 2,351 (195) (31)
07 Outpatients 200,502 8,094 (59) 23,666 79 13 17,619 858 88
08 Chemotherapy 9,390 276 (22)
09 Direct Access 1,597,488 2,222 1 1,100 164 0 44 39 7
10 Maternity Pathway 4,102 (149) (181) 87 (18) (17)
11 NICU 3,267 135 2
12 ITU 1,635 (89) (198) 130 4 29 661 (3) (79)
13 Rehab/DSC 18,779 360 1 917 (44) (33) 948 288 116
14 Drugs (196) (43) 119
15 Renal Dialysis 40,933 (1,251) (215)
16 Other 18,877 1,179 419 3,277 (198) 174 12,578 (2,806) (406)
17 Contractual Adjustment 115 6 (20)
18 Information Validation 2,638 441 824
19 Performance Adjustment (1,740) (50) (2)
20 Outside Contract Adjustment 1,739 50 2
Grand Total 1,923,595 10,768 1,971 34,311 (362) 280 86,694 (2,488) 682

Activity Act Var £'000 Var Activity Act Var £'000 Var Activity Act Var £'000 Var
04 Total Non-Elective Activity 241 (7) 74 19,662 (642) (492)
05 Total Elective Spells 2,214 (132) (46) 23,359 477 160
06 Total Accident & Emergency 582 (5) (2) 48,616 (1,200) (232)
07 Outpatients 11,487 1,047 132 174 (250) (61) 253,448 9,828 113
08 Chemotherapy 12 12 2 9,402 288 (20)
09 Direct Access 18,316 1,517 (1) 1,616,948 3,942 7
10 Maternity Pathway 48 7 11 4,237 (160) (187)
11 NICU 3,267 135 2
12 ITU 39 3 (1) 2,465 (85) (249)
13 Rehab/DSC 1 (14) 0 20,645 590 84
14 Drugs 0 0 0 (120)
15 Renal Dialysis 40,933 (1,251) (215)
16 Other 34,764 634 0 69,496 (1,191) 187
17 Contractual Adjustment (16) 1 0 0 86
18 Information Validation 5 0 0 3,908
19 Performance Adjustment 0 0 (1,792)
20 Outside Contract Adjustment 0 0 1,791
Grand Total 67,704 3,062 158 174 (250) (60) 2,112,478 10,730 3,031

Non Contract Activity:  6,950 261 (98)

Other Drug Funding Source: 0 0 259

Trust Plan Assumption:  0 (2,572) (3,336)

Total Trust Income Reporting:  2,119,428 8,419 (144)

Bridge from Trust Contract 
Report to Trust Income 

Report

All Contracts
POD Group Description

Wessex Area Team Specialist
POD Group Description

3 CCG's

Audiology any qualified Provider

Other CCG's

Other Local Area Team
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16/17 Contracts - Contract information is dependent on validation processes so this report is regarding Month 4 
 
CCG. 
• STF trajectory plans are under way in Unscheduled care and Elective care as Service Development & Improvement Plans (SDIP). 

Progress against SDIPs requires close monitoring with Commissioners, the outcome of which is discussed at Contract meetings. 
• A Contract Performance Notice (CPN) has been issued by CCGs for some incomplete actions in the CQC report which are not 

covered by current agreed plans. The Trust agreed additional actions have been added to existing plans (e.g. SDIP) by agreement, 
and therefore not to result in additional Remedial Action Plans. 

• The CCG have introduced a revised PLCV policy and the Trust have brought some clinical risks and other ambiguities arising from 
the amendments to the attention of the Commissioners. Whilst these issues are resolved, this policy was implemented on 22 June it 
is still expected for the additional authorisation processes to apply. Failure to apply for correct authorisation will result in non-
payment. 

• Some proposed QIPP aspirations have yet to be agreed in the form of robust plans, and the Indicative Activity Plan (IAP) therefore 
still remains higher than Commissioners can afford.  

• The Trust continues to discuss some suggested changes in responsibility for mental health, learning difficulties, and other social 
needs services which were provided in the past by community partners during acute hospital stay.  

• The CSU have increased the level of data validation queries and invoice queries, which was expected this year, and necessitates 
additional Trust resource to respond to them. It will be important to escalate diagreements on time rather than allow any material 
income uncertainty to continue. 
 

Local CQUIN agreement 
• A collaborative transformation project (COBIC) CQUIN scheme is agreed with Commissioners in outline, and the Trust is currently meeting 

with main Community partners in MSK to agree a milestone plan in order to earn the full CQUIN Value. 
• The Trust continue to discuss aspects of the Paediatric unscheduled care strategy that can be implemented this year as part of the local 

CQUIN programme. 
 
NHS England contracts 
• The NHSE Contract is agreed and signed 
• A Contract Performance Notice has been received for delays in Pathology response times in Cervical Screening. A Remedial Action 

Plan is in place and expected to complete within 1 month without major concerns. 
 
17/18 contracts 
• The proposal to agree a contract by December has challenges with the uncertainties surrounding Tariff, Contract, and local STP Plans. 
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Performance Theme 
 
• The total workforce capacity decreased by 19 FTE to 6878 FTE in August and is 74 FTE over the new funded establishment. 

 
• The temporary workforce capacity decreased to 451 FTE in August, this is an in month decrease of 11 FTE and comprises 6.6% of 

the total workforce capacity. This is a 0.1% decrease compared to July 16. 
 
• The evidence collected for August indicates that overall staffing levels have decreased from 99.7% to 98% compared to planned 

levels. 
 

• The CHPPD (Care Hours Per Patient Day) metric has been recorded for 4 months. The evidence collected for August indicates 
that overall CHPPD is 5.0 for RNs and 2.5 for HCSWs for PHT.  This was similarly reported in previous months. 

 
• Appraisal compliance has increased and currently records at  77% in August however it continues to be below the 85% target. The 

appraisal compliance has been below target since the beginning of the financial year. 
 

• Total essential skills decreased in August from 88.6% to 88.5% and continues to record above the 85% target. 
 
• Fire Safety (face to face training) increased to 69.2% in August. 

 
• Information Governance Training has decreased to 89%. This is below the Information Governance Training target. 

 
• Sickness Absence Rate (12 month rolling average) remained at 3.6% in July and remains above the target. In-month sickness 

absence increased from 3.3% to 3.4% in July and is above the target. 
 

• 1 referral received in August for whistleblowing and professional registration, and no referrals received for safeguarding. 
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Where we want to be: targets and benchmarks 
Target: Establishment of 6,596 FTE, with target of substantive staff in post at 100% of 

establishment 

Trends and Patterns 
• The funded establishment has decreased by 44 FTE to 6804  FTE for August 16. 

The funded position excludes CIP and includes investments around anticipated 
activity growth and patient demand in 1617. 

• The funded establishment has increased by 211 FTE since April 16 and increased 
by 269 FTE since April 15. 

• The total workforce capacity decreased by 19 FTE to 6878 FTE in August and is 
74 FTE over the new funded establishment. 

• Substantive workforce capacity decreased by approximately 8 FTE in August to 
6427 FTE 

• The temporary workforce capacity decreased to 451 FTE in August, this is an in 
month decrease of 11 FTE and comprises 6.6% of the total workforce capacity. 
This is a 0.1% decrease compared to July 16. 

Root Cause analysis and insights 
• A significant temporary staffing resource is still required to fill existing vacancies 

across all areas. Workstreams are in place to switch off high cost temporary 
staffing and to recruit to these positions substantively. 

• Temporary staffing is also being used due to increased patient demand and 
increased patient acuity, sickness and specialling. 

• Weekly monitoring and reporting of temp usage and the price caps for temporary 
workers continues and fortnightly meetings are held with each CSC to drive 
further reductions in temporary usage and overall pay bill where possible. 

Actions and progress to date 
• Recruitment will take place, targeting and providing a focus on the ‘hard to recruit’ 

areas to close the vacancy gap and drive reductions in the temporary workforce. 

Establishment Vacancies

CHAT CSC 764 728 ò -37
Clinical Support CSC 1374 1327 ò -47
Emergency CSC 501 476 ñ -25
Head & Neck CSC 335 298 ó -37
Medicine CSC 738 683 ñ -56
MOPRS CSC 505 480 ñ -25
Musculo-skeletal CSC 371 350 ó -22
Renal CSC 287 278 ñ -9
Research and Development 92 81 ñ -11
Surgery & Cancer CSC 584 558 ñ -27
Women & Children CSC 704 659 ñ -45
Corporate Functions 547 510 ñ -37
Total Trust 6804 6427 ñ -377

Substantive Staffing FTE

Substantive

CHAT CSC 36 ñ 764 ò
Clinical Support CSC 27 ó 1354 ñ
Emergency CSC 46 ò 522 ò
Head & Neck CSC 21 ñ 319 ò
Medicine CSC 83 ò 766 ò
MOPRS CSC 74 ò 554 ò
Musculo-skeletal CSC 31 ò 381 ò
Renal CSC 28 ñ 306 ò
Research and Development 0 ñ 81 ñ
Surgery & Cancer CSC 66 ò 624 ò
Women & Children CSC 27 ó 686 ñ
Corporate Functions 11 ó 521 ñ
Total Trust 451 ò 6878 ò

Workforce Capacity FTE

Temporary  Total Workforce



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Safe Staffing Reports / NQB 

Page 50 29 September 2016 

SA
FE

 

Where we want to be: targets and benchmarks 
Target: Planned staffing levels are 100%, planned skill mix 70.4% RN:29.6% HCSW 

ratio 

Trends and Patterns 
The evidence collected for August indicates that overall staffing 
levels have decreased from 99.7% to 98% compared to planned 
levels. 
The planned skill mix has decreased fractionally in August for 
Registered Nurses (RNs), and the actual skill mix for the Trust 
was 66.4% RNs with 33.6% Health Care Support Workers 
(HCSWs) which is a remained the same from June. 
Root Cause analysis and insights 
Funded establishment for the trust including nurses has been 
reset for new financial year. 
Actions and progress to date 
Recruitment continues locally, nationally and internationally, 
additional health care support workers are being used to 
supplement staffing numbers, and close working with NHSP 
continues to resolve any issues. 

P A % P A % P A %

17389 15998 92.0% 7182 8083 112.5% 24571 24081 98.0%

Planned vs Actual Staff Numbers
These figures include ED, Day Units, and Flexible/Unfunded Capacity

Registered Nurse Healthcare Support Worker Combined

P

223322 222237

A %

100%

Planned vs Actual Staff Hours (Day and Night)

Queen Alexandra Hospital

NHS Choices
These figures do not include ED, Day Units, or 

Flexible/Unfunded Capacity

P A % P A %

90555 83998 92.8% 41388 43376 104.8%

Planned vs Actual Staff Hours (Day)

Registered Nurse Healthcare Support Worker
NHS Choices

These figures do not include ED, Day Units, or 
Flexible/Unfunded Capacity

Queen Alexandra Hospital

P A % P A %

66344 63963 96.4% 25036 30901 123.4%

Registered Nurse Healthcare Support Worker

Planned vs Actual Staff Hours (Night)
NHS Choices

These figures do not include ED, Day Units, or 
Flexible/Unfunded Capacity

Queen Alexandra Hospital

Registered Nurses HCSW
% %

Mar-15 90.6% 118.7% 71.1% : 28.9% 65.2% : 34.8%
Apr-15 92.4% 120.1% 70.2% : 29.8% 64.4% : 35.6%

May-15 93.7% 120.8% 70.3% : 29.7% 64.7% : 35.3%
Jun-15 92.2% 119.5% 70.4% : 29.6% 64.7% : 35.3%
Jul-15 92.7% 123.7% 70.3% : 29.7% 64.0% : 36.0%

Aug-15 91.4% 121.5% 70.1% : 29.9% 63.8% : 36.2%
Sep-15 92.3% 121.9% 70.2% : 29.8% 64.1% : 35.9%
Oct-15 92.2% 117.4% 70.4% : 29.6% 65.2% : 34.8%

Nov-15 92.7% 122.9% 70.6% : 29.4% 64.4% : 35.6%
Dec-15 93.1% 117.3% 70.5% : 29.5% 65.5% : 34.5%
Jan-16 94.0% 114.2% 70.6% : 29.4% 66.4% : 33.6%
Feb-16 93.5% 113.3% 70.6% : 29.4% 66.5% : 33.5%
Mar-16 92.9% 112.5% 70.6% : 29.4% 66.5% : 33.5%
Apr-16 96.7% 111.0% 70.5% : 29.5% 67.6% : 32.4%

May-16 95.1% 111.7% 70.8% : 29.2% 67.4% : 32.6%
Jun-16 97.0% 115.9% 70.8% : 29.2% 67.0% : 33.0%
Jul-16 93.4% 115.0% 70.9% : 29.1% 66.4% : 33.6%

Aug-16 92.0% 112.5% 70.8% : 29.2% 66.4% : 33.6%

RN:HCSW RN:HCSW
Planned Actual
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Where we want to be: targets and benchmarks 
 
Introduction 
To provide a single consistent way of recording and 
reporting deployment of staff working on inpatient 
wards/units, NHS Improvement have developed, 
tested  and adopted  Care Hours per Patient Day 
(CHPPD).  
 
CHPPD is calculated to by adding the hours of 
Registered Nurses (RNs) and Health Care Support 
Workers (HCSWs) per ward and dividing by the 
midnight bed occupancy figures for the ward. 
 
CHPPD reports split out RNs and HCSWs to 
ensure skill mix and care needs are met. 
 
Trends and Patterns 
• The CHPPD metric has been recorded for 4 

months. 
• The evidence collected for August indicates that 

overall CHPPD is 5.0 for RNs and 2.5 for 
HCSWs for PHT.  This was similarly reported in 
previous months. 

• The CHPPD metric will continue to be monitored 
monthly where trends and patterns will become 
apparent as we go through the financial year. 

0

1

2

3

4

5

6

May-16 Jun-16 Jul-16 Aug-16

RN CHPPD (Hours) HCSW CHPPD (Hours)
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Where we want to be: targets and benchmarks 
Target: The compliance target for Appraisals is 85%  

Trends and Patterns 
• Appraisal compliance has increased and currently records at  77% in August however it 

continues to be below the 85% target. The appraisal compliance has been below target 
since the beginning of the financial year. 

Root Cause analysis and insights 
• As of August, the 85% appraisal target has only been met by Corporate Functions. 
• The majority of CSCs, with the exception of Corporate Functions, Research and 

Development and Women’s and Children’s, have been below the 85% target since the 
beginning of the financial year. 

Actions and progress to date 
• A targeted approach to address appraisal compliance has been adopted, which involves 

contacting the staff and managers of those who’s appraisal was most out of date. This 
approach has continued throughout August. 

Where we want to be: targets and benchmarks 
Target: the compliance target for Essential skills  is 85% (Target  for Information Governance is 95%) 

Trends and Patterns 
• Total essential skills decreased in August from 88.6% to 88.5% and continues to record 

above the 85% target. 
• Essential skills compliance has decreased in month for the majority of CSCs with the 

exception CHAT, Emergency, Medicine, MSK and Surgery & Cancer. 
Root Cause analysis and insights 
• Overall Safeguarding Children compliance (All Levels) is currently at 86.3% and is above 

the 85% target. Level 2 has increased to 92.3% and is above the 85% target. Level 3 
continues to be below target and compliance currently records at 69.2% and is a 
decrease compared to the previous month reported. 

• Fire Safety (face to face training) increased to 69.2% in August. 
• Information Governance Training has decreased to 89% 
Actions and progress to date 
• The L&D team are highlighting staff who are out of date with 3 or more essential 

skills.  Chiefs of Service are being provided with regular information on Medical and 
Dental compliance to help meet the requirements of the CQC Action Plan. 

TARGET
CHAT CSC 74.7% ñ 89.2% ñ
Clinical Support CSC 84.7% ñ 92.4% ò
Emergency CSC 67.8% ñ 91.5% ñ
Head & Neck CSC 66.1% ò 82.2% ò
Medicine CSC 75.6% ñ 86.3% ñ
MOPRS CSC 63.5% ò 84.2% ò
Musculo-skeletal CSC 72.8% ñ 90.3% ñ
Renal CSC 79.1% ñ 83.0% ò
Research and Development CSC 68.6% ò 89.8% ò
Surgery & Cancer CSC 75.3% ò 94.7% ñ
Women & Children CSC 84.1% ò 87.1% ò
Corporate Functions 91.8% ñ 90.4% ò
Total Trust 77.0% ñ 88.5% ò

85%

Appraisals and Essential Skills Compliance and in month change
Appraisals Essential Skills

85%



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Workforce Capacity – Absence & Health and Wellbeing 

Page 53 29/09/2016 

Sa
fe

 –
 A

bs
en

ce
 a

nd
 W

el
lb

ei
ng

 

Where we want to be: targets and benchmarks Target: 3% 
Trends and Patterns 
• Sickness Absence Rate (12 month rolling average) remained at 3.6% in July 

and remains above the target. In-month sickness absence increased from 
3.3% to 3.4% in July and is above the target. 

Root Cause analysis and insights 
• Emergency,  MOPRS, MSK, Renal and CSCs have the highest rate of in 

month sickness absence.  
• Some CSCs are above the in-month 3% target in July with the exception of 

Clinical Support, Head and Neck, Medicine, Research and Development, 
Surgery and Cancer and Corporate Functions.  

• MOPRS, Renal and Women’s and Children’s CSCs  are above the in month 
target for July and have both increased in month. 

Actions and progress to date 
• Absence management support continues to be provided to CSCs with high 

sickness absence by the HR team, with emphasis on the areas with the 
highest sickness. 

• Due to in-month sickness slowly increasing over previous months, letters have 
been sent out to managers to distribute to staff who have met the sickness 
absence triggers as per the sickness absence policy to drive sickness 
absence down and turn off temporary workforce where possible and 
necessary. 

Occupational Health and Safety Report 
Health and Safety  
• There was 1 RIDDOR incidents reported in August where a staff member 

twisted their knee. 
• The were 17 sharp injuries reported in August. Predominately seen in 

unknown areas, Clinical Support, Medicine and MSK CSC. 

TARGET
CHAT CSC 3.1% ò 3.9% ò
Clinical Support CSC 2.8% ò 3.1% ò
Emergency CSC 4.0% ò 3.7% ñ
Head & Neck CSC 3.0% ò 3.1% ó
Medicine CSC 2.6% ò 3.4% ò
MOPRS CSC 6.0% ñ 5.0% ñ
Musculo-skeletal CSC 6.3% ñ 4.4% ñ
Renal CSC 5.0% ò 4.5% ñ
Research and Development 2.2% ò 2.2% ó
Surgery & Cancer CSC 2.0% ò 2.5% ò
Women & Children CSC 3.9% ñ 4.6% ò
Corporate Functions 1.4% ñ 2.1% ò
Total Trust 3.4% ñ 3.6% ó

Sickness Absence rate

In month Rolling 12 month

3% 3%
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CQUIN Health and Wellbeing Action Plan 
The CQUIN action plan has been approved by Fareham and Gosport and South Eastern Hampshire CCGs. Events undertaken within 
the health and wellbeing service include: 
 
Swim for Summer Initiative July-August 2016 
124 people took part in the ‘swim for summer initiative’ approximately 55% of those who attended had either a full or part sedentary 
role. 
 
Triathlon July/August 2016 
48 staff took part in the triathlon in Oasis comprising 10 teams and 12 individual participants. In addition 3 teams took part in the mini 
triathlon 
 
Race2Rio 
Portsmouth Hospitals has received a bronze award for achieving third place in the average distance/participant challenge during the 
2016 Race to Rio challenge. A total of 503km from 1246 activities was undertaken using a total of 79 hours and burning off 35,902 
calories. 
 
CQUIN for Flu 
The CQUIN for flu has been agreed with Fareham and Gosport and SE Hampshire CCGs. PHT is required to vaccinate 75% of front 
line workers by 28 February 2017 to be eligible for £750,000 CQUIN payment. Plans are in place to meet this using workplace 
vaccinators to support occupational health clinics across the Trust. Incentives for staff to support  health and wellbeing alongside the 
flu jab include water bottles, pens, weekly incentive draws. Managers are encouraged to have their vaccination with their teams to help 
improve leadership for the campaign at all levels. Communications will be promoting the campaign and photographing teams to 
develop competition between areas. 
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Staff Friends and Family Test Pulse 
 
Quarter 1 results 2016/17 for Wessex are now available and place 
Portsmouth 101st of the 234 Trusts surveyed for staff 
recommending the organisation as a place to work. At 66% this is 
above the England average of 64% and the same as the Wessex 
average.   
 
Results place Portsmouth 107th of the 234 Trusts surveyed for 
recommendation of the organisation as a place to receive care and 
treatment. At 80% this is the same as the England average and 3% 
lower than the Wessex average.   
 
Quarter 1 was open to all staff by paper or online survey and 
unregulated, meaning that it was not restricted to one response per 
person. The survey was open for a 2 week snapshot period in 
February, during a pressured period and had an 18% response 
rate.    
 
Data has been shared with CSC’s for in depth analysis and priority 
will continue to be given to addressing the key areas of concern. 

Key actions 
• The Unscheduled Care 

Improvement Plan incorporates 
key actions arising from staff 
feedback in relation to 
leadership, culture and 
engagement 

• Resilience training and occupational health/counselling support provided 
for staff across the pathway 

• Additional dedicated Service Improvement, Appraisal and Engagement 
training in place to educate line leaders 

• Focus on management development to reduce variation of practice 
• Positive campaign to address bullying and harassment 
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Whistleblowing / Safeguarding / Professional Registration 
 
• 1 whistleblowing referral was reported in August. 
• No safeguarding referrals have been received or reported in August. 
• 1 Professional Registration referral was received and reported in August. 

Revalidation of Medical Staff 
• No doctors have undertaken revalidation as at 31st August 2016. Due to how the revalidation dates have been set by the GMC the 

numbers due to revalidate are expected to fall this year and next year. The numbers will begin to increase approximately in April 
2018 which will be the start of the second cycle. 

• 2 doctors have been deferred as at 31st August 2016. 
• All medical staff are engaged in the validation process. 

Revalidation of Nursing & Midwifery Staff 
• 178 Nursing and Midwifery staff have undertaken revalidation as at 31st August 2016.  
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TRUST BOARD PUBLIC – OCTOBER 2016               Agenda Item Number: 142/16 
        Enclosure Number: (3) 
 

Subject: CQC Enforcement Notice and Urgent Care Quality Improvement 
Plan (CQC) 
August 2016 position status 

Prepared by: Tracey Stenning, Head of Governance and Quality 
Fiona McNeight, Associate Director of Quality and Governance 
Maria Purse, Urgent Care Transformation Programme Manager 

Sponsored by: 
Presented by: 

Cathy Stone, Director of Nursing / Dr Rob Haigh, Executive Director – 
Emergency Care 

Tim Powell, Chief Executive 

Dr Rob Haigh, Executive Director – Emergency Care 

Purpose of paper Inform the Trust Board on progress against the Urgent Care Quality 
Improvement Plan (CQC) 

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

This report replaces the previous reports provided to the private part of 
the Trust Board with respect to compliance with the CQC Improvement 
Plan, CQC Enforcement Notice and the Urgent Care Transformation 
Programme. 
 
The paper is divided into two parts: 
· Part A: relates to the CQC Enforcement Notice. 
· Part B: relates to the Urgent Care Improvement Plan (CQC and 

CCG Contract Performance Notice). 
 
Part A: 
· The Board are asked to note the sustained compliance with 

Enforcement Notice Conditions 1, 2, 3 and 4. 
· The increased activity combined with the high number of stranded 

patients places an extra challenge on the Trust’s on-going resilience 
in respect of Condition 2. 

 
Part B: 
· The plan is reviewed fortnightly by the Trust Urgent Care 

Transformation Programme Board. 
· The plan has weekly scrutiny by the Chief Executive Officer at the 

Urgent Care Transformation Programme Meeting.  
· This report lists all actions with updates to date. 
Exceptions to note: 
· Discussions regarding closure of actions and evidence available to 

support closure at the Urgent Care Transformation Programme 
Board.  The Transformation Board to take this forward.   

· Further work required to ensure responses from all Clinical Service 
Centres. 



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

Any changes to format of report. 

Next steps / future 
actions: 

Clearly identify what 
will follow the Trust 
Board’s discussion 

Reporting to Governance and Quality Committee. 

Consideration of 
legal issues 
(including Equality 
Impact 
Assessment)?     

Legal requirement to meet the Health and Social Care Act regulations. 

Consideration of 
Public and Patient 
Involvement and 
Communications 
Implications? 

Nil. 

 

 

 
 

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

Strategic Aim 1: Deliver safe, high quality patient centered care 

3: Become the hospital of choice for general, specialist and selected 
tertiary services 

5: Develop sufficient financial strengths to adapt to change and invest in 
the future. 

BAF/Corporate Risk 
Register Reference 

(if applicable) 

1-1516 

Risk Description Inability to maintain on-going compliance with all CQC standards. 

CQC Reference All domains 
 

Committees/Meetings at which paper has been approved: Date 

n/a  
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Part A: CQC Enforcement notice 

Improvement Action(s) Progress to date 

Condition 1: The Registered Provider must ensure there is effective leadership of the emergency care pathway 
Delivering an Urgent Care Transformation Plan (UCTP) 
and the eight associated workstreams to deadlines 

· UCTP agreed and approved by Trust Board. 
· Amended Governance structures in place; reviewed by the Chief Executive Officer and Executive 

Director Emergency Care (EDEC) weekly and Trust Board monthly moving forward. 
Chief of Service and Head of Nursing with sole 
responsibility for the Emergency Department 

· Implementation from March 2016 onwards. 

CSCs and Executive team to deliver change by facilitating 
engagement from all staff levels with executive support 

· UCTP performance assessed and discussed at all CSC Executive performance reviews.  CSC 
specific KPIs reviewed monthly.  

· Refreshed communications plan; currently being reviewed 
Establishment of workstreams within ED for Triage, 
Minors/UCC, PITSTOP and Paediatrics 

· Workstreams established and continuing  
· Pilot schemes (e.g. PITSTOP) have highlighted improvement opportunities. 
August update: 
· Minors ‘navigator’ role in place from 5th September. Reconfiguration works to support increase in 

Majors PITSTOP capacity and duration commencing 26th September.  
Staff engagement with improvement processes through 
workshops and feedback sessions 

· Communications plan in development (as noted above). 
· Two ECIP facilitated Operational Board improvement events have taken place; next booked 16th 

October 2016 and quarterly following.  
Condition 2: The Registered Provider must operate an effective escalation system which will ensure that every patient attending the Emergency 
Department at Queen Alexandra Hospital is triaged, assessed and streamlined by appropriately qualified staff as set out in the guidance issued by the 
College of Emergency Medicine and others in their Triage Position Statement April 2011 
Establishment of escalation boards within ED. · Installation will be completed following scheduled review of Escalation Policy. 

August update: 
· The final draft of the Escalation policy has been prepared and is due to be ratified at the 

Emergency Medicine CSC Management Board on 29th September.  Following ratification will be 
implemented throughout the department. 

ED to continuously monitor: 
· effectiveness of ambulance arrival triage processes 
· enhanced triage  at times of high demand and when 

patients are held in ambulances 

· Sustained improvement in 15 minute ambulance handovers. 
· Alignment of streaming and PITSTOP processes; implementation 5th September 2016. 
August update: 
· Minors ‘navigator’ role in place from 5th September. Reconfiguration works to support increase in 

Majors PITSTOP capacity and duration commencing 26th September supporting improvements 
in triage 

· Overall improvements in 30 and 60 minute ambulance handovers - within context of increased 
numbers of  SCAS conveyances 

· Speed of escalation in PHT is improving from a SCAS perspective 
· Improvement in numbers of patients triaged within 15 minutes and first seen by clinician within 60 
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Part A: CQC Enforcement notice 

Improvement Action(s) Progress to date 
minutes 

· Refreshed Trust Escalation and Full Capacity policies, communicated with staff, implemented and 
currently under further review to optimise process 

· Regular dialogue, and information /data sharing with SCAS aligning activity profiles with ED 
staffing and whole Trust discharge delivery 

Provide an appropriate and modern Trust Escalation 
Policy which safely and consistently delivers: 
· appropriate SOP for immediate clinical review, 

management and escalation of patients being held in  
ambulances  

· immediate ambulance handover 
· the Trust Full Capacity Operational Process 

· Refreshed Escalation and Full Capacity Policies now in place and currently being reviewed.  
August update: 
· Policy reviewed as part of whole system resilience table top exercise completed on 15th 

September – PHT plan validated; after minor changes, anticipated Trust Board sign off 5th 
October. 

Weekly submission of daily monitoring metrics as defined 
by the CQC 

· In place.  
August update: 
· Weekly submissions, informed by multi-professional teams, demonstrating performance against 

the CQC improvement programme 
· RCAs undertaken on all 12-hour breaches (nil since May) 
· Executive escalation of incidents or concerns relating to internal professional standards across 

ED and AMU in place and acted upon.  
· Feedback via EDEC to individual specialty Chiefs whenever non adherence to internal 

professional standards adversely influences patient outcomes or staff experience 
Condition 3: The registered provider must ensure the large multi-occupancy ambulance known as the “Jumbulance” will not be permitted to be used 
on site at the Queen Alexandra Hospital. 
Jumbulance’ not to be used. If the vehicle is used, there 
should be appropriate action taken to ensure patients are 
kept safe at all times and ambulances waits do not exceed 
the recognised the national target 

August update: 
· The Jumbulance has not been used since the Enforcement Notice. 
· Implementation of a refreshed, Emergency Department escalation process which escalates any 

safety concerns or risk of ambulance holds exceeding the national target 
· Improvement in ambulance hand over times.  

Condition 4: The Registered Provider must provide CQC with daily monitoring information that is to be provided on a weekly basis and based on the 
provided list of metrics 
Weekly (Thursday) submission of daily monitoring 
information to the CQC. 
 

· In place. Completed weekly by multi professional teams with dedicated clinical input and signed 
off by Director of Nursing and Executive Director Emergency Care. 

Improve incident reporting within the ED and AMU. · Incident reporting via professional standards log introduced 1st April 2016 onwards (used to 
escalate ED Governance concerns). Expanded to AMU. 

· Root Cause Analysis undertaken on all 12-hour breaches. 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

Process to establish an enhanced 
triage system at times of high 
demand and when patients are held 
in ambulances 

· ED Escalation policy agreed by Chief Executive 
Officers of both the Trust and SCAS 14th June 2016; 
to be reviewed through SRG in September 2016. 

· ED escalation plan agreed: SOP for assessing 
ambulance held patients submitted to the Director of 
Nursing and Director of Operations - unscheduled 
care for comment.  Comments incorporated, however, 
an update of all Trust escalation plans is required to 
reflect new Majors layout. 

· Ratified ED escalation policy with plan 
to review post PITSTOP reconfiguration 
works completed. 

Head of Nursing 
Emergency 
Medicine CSC 

Weekly (Thursday) submission of 
daily monitoring metrics as defined 
by the CQC including the triage, 
assessment and treatment of 
patients. Weekly analysis of metrics 
to identify trends and learning 

Complete and on-going 
· On-going improvements being noted in metrics. 

· Weekly e-mails submitted to the CQC 
with all metrics and associated 
narrative demonstrating analysis of 
information, trends and learning. 

Associate Director 
of Quality and 
Governance 

Ownership of data, ensuring 
analysis and learning is 
disseminated across the 
Emergency Department 

· Analysis and learning from the weekly metrics are fed 
back to staff, including publication of the metrics on 
the staff noticeboard.  In addition, key learning is 
included in the CSC Newsletter. 

· Following implementation of incident trigger list in ED 
w/c 27th June an increase in reported incidents is 
noted for that reporting period. 

· Incident reporting still being monitored although 
improved 15 minute assessments seem to be 
minimising the risk of events: on-going monitoring 

· CSC newsletter. 
· Trust Board story. 

Chief of Service 
Emergency 
Medicine CSC 

Ownership of data, ensuring 
analysis and learning is 
disseminated across the 
organisation 

Complete and on-going 
· Data used at the Operations meeting to manage flow. 
· Data reviewed at the Urgent Care Transformation 

Programme Board. 
· SAFER flow bundle reported at CSC Performance 

reviews. 

· Weekly submission of metrics to CQC 
and partners, with associated narrative 
demonstrating analysis of information, 
trends and learning; contextualised with 
operational position of the hospital. 

· Unscheduled Care dashboard available 
on the intranet. 

Deputy COO 

Trust full capacity and escalation 
policies to be implemented fully and 
in a timely manner as the ED 
approaches full capacity 

Complete and on-going 
· Escalation implementation still not robust with 

variation across Trust with Trust on red while 
ambulances being held: ED review and production of 
escalation boards in ED may help mitigate this: Ops 

· No 12 hour DTA breaches since May 
2016; despite high level of attendances. 

· Weekly submission of metrics with 
associated narrative demonstrating 
improvement in ambulance holding 

Deputy COO 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

Centre need to be more robust in this. compliance and sustained 15 minute 
assessment. 

April 2016 
No actions 
May 2016 
Using the Trust’s performance 
review policy, all staff will be 
monitored against the delivery of 
their objectives with an appropriate 
personal development plan 
identified where required 

· Commenced and on-going. 
August update: 
· Medicine: Any new procedures or changes relating to 

patient safety are discussed at the CSC Governance 
Meeting. 

· Diarised performance reviews. 
· Formal performance review letters.  
August update: 
· An audit of the quality of appraisals will 

be undertaken during October by the 
Organisational Development Team; 
findings will be reported back to 
management teams along with any 
recommendations. 

All line managers 
across the 
pathway 

All new or reviewed processes and 
procedures will be developed with 
staff and communicated effectively 
with an opportunity for evaluating 
their effectiveness 

· Commenced and on-going. · Listening into Action events held for all 
AMU staff groups.  

August update: 
· Medicine: the LiA event due to take 

place in June was postponed due to 
lack of attendance.  In August a 
speciality presentation regarding 
expansion of the nurse role was 
presented to the Governance Meeting 
and to the Nursing and Midwifery 
Advisory Committee in August. 

· Clinical Support: the CSC has an 
extensive departmental lead staff 
engagement plan as a result of the 
National Staff Survey, which majors on 
improving staff communications. 

Chief of Service 
for each CSC 

Chief of Service and Head of 
Nursing with sole responsibility for 
the Emergency Department. 

Complete · Noted in the May 2016 Board CQC 
Enforcement Notice Exception Report 

Chief Operating 
Officer 

CSC senior management team 
(SMT) to deliver change by 
facilitating engagement from all 
staff levels with executive support. 

August update: 
· Medicine – on-going. 

 August update: 
· Medicine: Short Stay pathway launched 

26th April and Short Stay Unit opened 
on 1st June 2016. 

Chief of Service 
for each CSC 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

· Clinical Support: All levels of staff are 
encouraged to attend CSC away days 
for their development; the CSC will 
continue with their monthly staff 
engagement events. 

Establishment of workstreams 
within ED for Triage, Minors/ UCC, 
Pitstop and Paediatrics 

· Pilots for Minors and PITSTOP completed in June and 
July. 

· New minors process commencing 5th September. 
August update: 
· Minors pilot complete and new process fully 

implemented 5th September 2016.  Now undergoing 
weekly review and PDSA to ensure maximal benefit. 
Challenges remain over role of GP in UCC and there 
are on-going discussions with Commissioners around 
this.   

· Majors pilot complete and process identified.  
Requires building works to be completed and these 
commence 26th September 2016 with completion date 
end of October 

August update – action complete 
· Pilots demonstrated 100% achievement 

of 15 minute to triage in both Minors 
and Majors supporting move to new 
processes in both areas of ED, as well 
as funding for PITSTOP reconfiguration 
works. 

Chief of Service 
Emergency 
Medicine CSC 

Staff engagement with 
improvement processes through 
workshops and feedback sessions 

Complete   
· Two workshops completed. 
· Project groups have subsequently been established, 

involving all levels of staff to take forward the ED 
urgent care workstream 

 Chief of Service 
Emergency 
Medicine CSC 

June 2016 
Emergency Department continues 
to monitor the effectiveness of 
ambulance arrival triage processes, 
utilising competent ED nurses 

Complete 
· Emergency Department Escalation Policy agreed by 

Chief Executive Officers of both the Trust and SCAS 
14th June 2016; to be reviewed through SRG in 
September 2016. 

· Weekly data submitted to the CQC demonstrating a 
marked and sustained improvement in compliance 
with 15 minute assessment and ambulance holding.   

· Sustained performance demonstrated 
through CQC weekly metrics. 

Chief of Service 
Emergency 
Medicine CSC 

Implementation of the Trust Full 
Capacity Policy and Capacity 
Escalation Policy Earlier robust 
activation and management by 

· Commenced measuring unplaced speciality patients 
in ED at 0800 as a KPI. 

· No 12 hour DTA breaches since May; 
despite high level of attendances. 

August update – action complete 
· Reduction in number of unplaced 

Deputy COO 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

Operations Centre when triggers 
are reached 

speciality patients in ED at 0800 and in 
time pulled from ED into speciality bed. 

Audit the effectiveness of the 12 
hour DTA breach SOP to ensure 
timely escalation and reporting of 
breaches 

Complete and on-going · No 12 hour DTA breaches reported 
since May; this will be audited should 
any patients be at risk of spending 12 
hours from DTA. 

Deputy COO 

University of Southampton to be 
invited into the Trust to meet 
mentors and discuss how they are 
enabled to support students to 
ensure the learning environment 
provides the requisite experiences, 
mentorship and support to enable 
pre-registration students to 
progress to competent and capable 
registrants 

Complete  · Final report from the University of 
Southampton received.  The Faculty 
were entirely satisfied that the learning 
environment within the Trust is of high 
quality, fit for purpose and meets the 
Nursing and Midwifery Council 
requirements. 

Head of Nursing 
and Midwifery 
Education 

Duty Matron daily review of 
compliance with single sex 
requirements in escalation areas 

Complete and on-going · Daily staffing reports demonstrating 
compliance. 

Head of Nursing 
CHAT 

Re-enforce professional 
accountability for senior nurses 
relating to safe storage of 
medicines; with engagement from 
pharmacy 

Complete · Minutes of meeting held on 29th June 
2016 confirming discussions. 

Head of Nursing 
Acute Medical 
Unit and Medicine 
for Older People, 
Rehabilitation and 
Stroke CSC 

AMU audit of current processes and 
environment - outcome of audit 

Complete 
· Safe storage of medications audit undertaken by AMU 

Matron on 21st June 2016 
· Pharmacy action plan regarding safe storage of 

medicines developed. 
· Alert signs developed and used in each ward. 

· E-mails to Director of Nursing 
demonstrating audit compliance. 

Head of Nursing 
Acute Medical 
Unit and Medicine 
for Older People, 
Rehabilitation and 
Stroke CSC 

Re-enforce professional 
accountability relating to infection 
control practices 

Complete 
· Due to annual leave, the Head of Nursing delegated 

that the Matrons met with Senior Staff, as part of a 
development meeting on the 29th June 2016, to re-
enforce professional accountability and standards. 

· Minutes of meeting held on 29th June 
2016 confirming discussions. 

Head of Nursing  
and Chief of 
Service Acute 
Medical Unit and 
Medicine for 
Older People, 



  Portsmouth Hospitals NHS Trust   
PART B: Urgent Care Improvement Plan (CQC) – August 2016 position 

  Page 9 of 19 

Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

Rehabilitation and 
Stroke 

July 2016 
Identify champions to promote and 
adopt the Listening into Action 
methodology for engaging staff to 
be involved in and empowered to 
make decisions and changes that 
affect them. 

Complete 
Across the pathway: 
· 7 members of staff across the pathway are formally 

engagement/innovation champions. 
· 11 staff in addition have attended a training module 

for ‘engaging for success’. 
· Further training sessions have been made available to 

actively promote staff led change. 
· Emergency CSC has a comprehensive National NHS 

Staff survey action plan in place. 
· Success stories are shared via Staff-Led Change 

media channels, AMU and Emergency Team brief 
Slide, internal newsletter and will be incorporated into 
the PHT Change Day celebration on 19th October 
2016. 

August update: 
· Staff attended training. 
· Staff engagement representatives. 
· Examples of staff led change. 
· Staff engagement action plans. 
· Medicine: CSC LiA champions in place.  

LiA events held in C6 and Endoscopy. 

General Manager, 
Emergency 
Medicine, 
Medicine and 
MOPRs CSCs 

Display in staff areas learning from 
incidents taking best practice from 
Critical Care’s approach and share 
with wider organisation 

· Various methods of shared learning currently exist 
across the pathway including written displays in staff 
areas and shared learning at department meetings.  
Head of Organisational Development has attended 2 
of the 3 CSC board meetings (Emergency Medicine 
and Medicine, MOPRS due w/c 8 August) to date to 
discuss interventions to support delivery against all 
actions and for learning from incidents, it has been 
suggested that they make contact with Consultant 
Critical Care who leads on this to see an example of 
best practice. 

· Consultant from Emergency Medicine is taking this 
forward. 

August update: 
· Medicine: Next steps for shared learning; e-mailed 

learning video to share with all teams quarterly (in 
progress). 

August update: 
· MOPRS: Action complete.  Learning 

Event Posters are displayed in staff 
areas; shared learning takes place at 
the MOPRS in-patient Governance 
Meeting.   

· Medicine: Learning shared through the 
CSC SIRG, SAFER newsletter and 
weekly update report. 

Governance 
Leads Emergency 
Medicine, 
Medicine and 
MOPRs CSCs 

Staff are clear on who to escalate to 
and how to access members of the 

· Emergency Medicine have introduced a professional 
standards mailbox which allows staff to 

August update: 
· Clinical Support: areas where staff 

Chief of Service 
for each CSC 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

senior leadership team report/escalate issues to senior members of the team.  
A discussion/feedback follows and any themes 
identified are discussed within the department and 
escalated to the executive team where appropriate. 

· Understanding the extent to which staff are clear on 
escalation processes will be tested as part of the 
executive team walkabouts. 

· Medicine have 'Safety First' posters on all wards 
stating that safety is everyone’s concern and 
providing contact details for relevant ward manager, 
Matron and Head of Nursing.  There are patient 
escalation posters in all bays and side rooms telling 
them how to raise concerns including who they can 
contact Out of Hours, e.g. duty matron.  Posters are 
present in all wards and clinical areas with the CMT 
team included with pictures and contact details (to be 
updated once General Manager is appointed).  

· Clinical Support - A change in Chief of service in May 
2016 has allowed this to be put in place within the 
CSC with ease.  Changes to senior leadership in the 
Trust and how the Trust manages business is only 
just being embedded.  Staff within the CSC have 
regular updates (weekly (30 minutes) and monthly (2 
hours)). 

have identified a need have the need 
met by their manager. 

Establishment of escalation boards 
within ED. These to be used in 
conjunction with new role and 
responsibility cards for consultant 
and nurse in charge 

· Delayed as completing business and ambulance hold 
SOP: requires updating of all escalation policies: 
planned review of ED part of escalation policies (w/c 1 
August) for submission to Executive Director of 
Unscheduled Care and Director of Operations – 
Unscheduled Care. 

August update: 
· Escalation plans are being updated across Trust; due 

to be completed by the end of October 2016 once all 
plans updated.  This has also been limited by other 
demands on the Senior Management Team time to 
deliver on other workstreams. 

·  Chief of Service 
Emergency 
Medicine CSC 

Trust Escalation Policy to recognise · Trust Escalation policy is currently being rewritten with August update: Deputy COO 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

patients being held within 
ambulances and to agree the 
appropriate level of escalation 

a view to sign off in September 2016. This detail is 
currently in the ED escalation policy.  

· Refreshed Trust Escalation Policy 
communicated with staff, implemented 
and currently under further review to 
optimise process. 

· Whole system resilience table top 
exercise completed on 15th September 
– PHT plan validated; after minor 
changes, anticipated Trust Board sign 
off 5th October. 

Implementation of the ED 
escalation Policy to allow 
immediate ambulance handover 
into a clinical care space 

Complete 
· Emergency Department Escalation Policy agreed by 

Chief Executive Officers of both the Trust and SCAS 
14th June 2016; to be reviewed through SRG in 
September 2016. 

· Marked reduction in ambulance holds: 
not at level where numbers allow 
correlation between CQC metrics and 
SCAS data on delayed handovers: 
assessment commenced w/c 1 August 
2016. 

Chief of Service 
Emergency 
Medicine CSC 

Development of a Standard 
Operating Procedure to deliver a 
clinical review of patients held 
within ambulances when the Trust 
Escalation Policies have failed to 
provide capacity to allow immediate 
transfer of patients from 
ambulances 

· Initial draft complete with limited feedback to date; out 
of hours ED consultant and SpR will need support 
from other teams to manage referred patients in ED.  
AMU/Medicine do not have capacity in the current 
model to deliver this  

August update: 
· Currently being formulated; to sit alongside escalation 

plans. 

 Chief of Service 
Emergency 
Medicine CSC 

Clear roles and responsibilities for 
ED staff as stated in the ED 
Escalation Plan 

· Roles and responsibilities detailed in escalation plan 
in last version: will be further reviewed as part of 
escalation plan review w/c 1 August 2016. 

August update: 
· Part of on-going update of escalation plan. 

· To be reported in August report. Chief of Service 
and Head of 
Nursing 
Emergency 
Medicine CSC 

Ensure ED staff awareness of when 
and how to raise a Safeguarding 
Adult alert 

Complete · Staff in the Emergency Department 
have received additional safeguarding 
training. 

Head of Nursing 
Emergency 
Medicine CSC 

Revise incident reporting trigger list 
to include non adherence to the AKI 
and sepsis pathways in ED, with 
staff re-education and publication of 
trigger list in all staff areas 

Complete 
· Trigger list complete. 
· Sepsis audit and meeting to support adherence to 

new CQUIN being arranged. 

· Incident trigger list. Chief of Service 
Emergency 
Medicine CSC 

Development of a Duty Matron Complete · Daily staffing reports demonstrating Deputy Director of 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

checklist to include escalation areas 
and single sex compliance 

· Additional checks to the Duty Matron report added on 
15th June 2016 as soon as the CQC report was 
received.  

compliance Nursing 

Review escalation areas to include 
CCG and Governor validation 

Internal actions complete 
· All escalation areas reviewed internally by either 

Deputy Director of Nursing and/or Head of Nursing for 
CHAT. Staff in these areas given guidance about 
DSSA policy and use of Kwik screens to ensure 
compliance.  Process for escalating concerns has 
been reinforced. Deputy Director of Nursing has met 
with Duty Managers to provide guidance on DSSA.  
Director of Nursing liaising with CCGs and Governors 
to validate areas. 

· Additional checks to the Duty Matron report added on 
15th June 2016 as soon as the CQC report was 
received.  

· Director of Nursing is part of the 
National Mixed Sex Accommodation 
Taskforce. 

· Awaiting external assurance. 
August update: 
· Visit by CCG to validate areas 

scheduled to take place on the 31st 
August was postponed by the CCG.  
This will be discussed with the CCG 
Chief Quality Office and Trust Director 
of Nursing. 

Head of Nursing 
CHAT 

Programme of education for senior 
ward leaders 

· Discussed the importance of single sex compliance 
with Heads of Nursing and Matrons.  And an e-mail 
has also been sent detailing expectations on Duty 
Matron to ensure single sex in place, particularly in 
escalation areas has been sent to Heads of Nursing, 
Matrons and Hospital at Night. 

· The Deputy Director of Nursing has met with lead for 
the Duty Hospital Managers to clarify expectations 
and will attend a team meeting in August to talk 
through scenarios with the team. Single sex 
requirements will be discussed at the Duty Director 
training. 

· Further discussions to take place with ward managers 
and Matrons in August and ad-hoc if single sex 
breaches occur to ensure learning is implemented. 

· Reminder of single sex requirements included in the 
June 2016 Team Brief. 

· To be discussed at the Nursing and 
Midwifery Advisory Committee 24th 
August 2016. 

August update – Complete 
· On-going monitoring in place; will be 

highlighted if feedback suggests non-
compliance. 

· Night inspection undertaken on 5th 
September to check single sex 
compliance in place. 

Deputy Director of 
Nursing 

AMU audit of current processes and 
environment - Action plan following 
audit 

Complete 
· No further action required. 
· To ensure that practice is maintained and evidenced 

through weekly Matron checks. 

August update: 
· POD lockers have been sourced and 

are due to be delivered in mid-October. 

Head of Nursing 
Acute Medical 
Unit and Medicine 
for Older People, 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

· Decision made to purchase new POD lockers; funding 
currently being sourced. 

Rehabilitation and 
Stroke CSC 

Review current documentation audit 
tool to determine appropriateness 
for the Acute Medical Unit 

· Current documentation tool does not give level of 
assurance required. 

· New documentation audit designed by Matron/ 
Practice Educator. 

August update: 
· The audit has been completed and reviewed.  Areas 

of concerns have been noted with actions in place to 
provide education and training.  The audit will be re-
completed in 3-6 months. 

August update – action complete 
· Audit review and associated actions. 

Head of Nursing 
Acute Medical 
Unit and Medicine 
for Older People, 
Rehabilitation and 
Stroke 

Increase the use of VitalPac for the 
recording of risk assessments in 
AMU (audit) 

· Audits commenced on time; led by Band 6 nursing 
team.  

August update: 
· The audit has been completed and reviewed.  Areas 

of concerns have been noted with actions in place to 
provide education and training.  The audit will be re-
completed in 4-6 months. 

· Weekly reporting of compliance to the 
Director of Nursing.  

August update – action complete 
· Audit review and associated actions. 

Head of Nursing 
Acute Medical 
Unit and Medicine 
for Older People, 
Rehabilitation and 
Stroke 

Improved completion and quality of 
nursing assessment 
documentation, to include Falls and 
Braden risk assessments, and 
appropriate individualised care 
planning in AMU (audit) 

· Audits commenced on time; led by Band 6 nursing 
team. 

· On-going audit programme. 
August update – action complete 
· Audit results demonstrate areas of key 

areas for improvement.  Action plan in 
place to address; including staff 
education. 

· Re-audit 4-6 months. 

Head of Nursing 
Acute Medical 
Unit and Medicine 
for Older People, 
Rehabilitation and 
Stroke 

Focussed education from Infection 
Prevention Control team 
concentrating on ‘Back to Basics' 

· Initial education undertaken; further education 
required. 

· In-depth Infection Control plan for AMU. 
August update: 
· Weekly infection prevention performance is sent to 

the Director of Nursing. 

· Week commencing 28th August over 
75% of all nursing staff have had a 
refresh of infection control training. 

August update – action complete 
· Weekly infection prevention 

performance is sent to the Director of 
Nursing. 

Head of Nursing  
and Chief of 
Service Acute 
Medical Unit and 
Medicine for 
Older People, 
Rehabilitation and 
Stroke 

Weekly internal hand hygiene 
audits to commence 18th July 2016 

· Weekly internal hand hygiene audits have 
commenced. 

August update: 
· Weekly infection prevention performance is sent to 

· Feedback to wards with increased 
evidence of compliance.  

August update – action complete 
· Weekly infection prevention 

Head of Nursing  
and Chief of 
Service Acute 
Medical Unit and 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

the Director of Nursing. performance is sent to the Director of 
Nursing. 

Medicine for 
Older People, 
Rehabilitation and 
Stroke 

Monthly peer review audits (hand 
hygiene, environmental and NPSA) 

· Monthly peer review audits continue.  
August update: 
· Weekly infection prevention performance is sent to 

the Director of Nursing. 

· Monthly peer review.  
August update – action complete 
· Weekly infection prevention 

performance is sent to the Director of 
Nursing. 

Head of Nursing  
and Chief of 
Service Acute 
Medical Unit and 
Medicine for 
Older People, 
Rehabilitation and 
Stroke 

Re-launch Health Records 
Management Policy 

· Partially complete – links to staff briefing at team brief 
about importance of record management and 
confidentiality. 

August update: 
· Trust-wide e-mail to be sent to remind staff of the 

importance of safe handling and storage of patient 
records; to include a link to the Trust policy. 

August update – action complete 
· All staff e-mail sent 23rd September. 

General Manager 
and Head of 
Professions 
Clinical Support 
Services 

Staff briefing in Team Brief Complete 
· Outcome of April Quality Care Review relating to the 

identification of poor care of patient records in the 
May and July 2016 Team Briefs.  Team Brief also 
included a verbal discussion regarding patient records 
and the duty to maintain patient confidentiality. 

· May and July 2016 Team Brief. General Manager 
and Head of 
Professions 
Clinical Support 
Services 

Quality Care Review focussed on 
records management 

Complete · Records management now include in 
reviews.  Evidenced through reports 
from the reviews. 

General Manager 
and Head of 
Professions 
Clinical Support 
Services 

Front line peer review focussed on 
records management 

Complete 
· Frontline peer review undertaken on Friday 10th June 

2016.   Results indicate a mixed picture of compliance 
with some areas demonstrating good compliance, 
whilst other areas medical notes found accessible 
whilst in use and not put back in trolleys.  Feedback 
has been provided to clinical areas. 

· This will be an on-going theme of front 
line peer and quality care reviews. 

General Manager 
and Head of 
Professions 
Clinical Support 
Services 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

August update: 
· New Standard Operating Procedure for Duty Matrons 

has been developed; due to be operational by the end 
of September, this will support the current processes 
regarding safe storage of records. 

Development of a Duty Matron 
checklist to include records 
management 

· The Deputy Director of Nursing to discuss with the 
General Manager and Head of Professions Clinical 
Support Services the possibility of amending the Duty 
Matron SoP to include records management, single 
sex etc rather than a specific checklist to be 
completed each day; to include the requirement to 
escalate any concerns immediately.  Information from 
the shift is already contained in a three times a day 
report. 

· Mixed Sex Accommodation compliance 
reporting included. 

· Site Operations process under review. 
August update: 
· Form and function of Site Operations 

Team commenced with the 
appointment of a dedicated General 
Manager for Site Ops; 
recommendations due at the end of 
September 2016. 

· Implementation plan developed. 

General Manager 
and Head of 
Professions 
Clinical Support 
Services 

Sub-committee of the Board to 
review progress against the 
implementation of the Urgent Care 
Transformation Programme 

· Agreement made at Trust Board workshop 28th July 
2016.  The Director of corporate affairs is supporting 
development of the Terms of Reference and 
scheduling. 

· Terms of Reference available for Chief 
Executive Officer weekly meeting. 

· Board Terms of Reference awaiting 
ratification. 

August update – action complete 
· Board Terms of Reference ratified 

Executive Director 
Emergency Care 

Review Terms of Reference of the 
Urgent Care Transformation Board 

· Confirmed at Urgent Care Transformation Programme 
(UCTP) Board on 28th July 2016. Terms of Reference 
and reporting structures currently being reviewed by 
the Executive Director Emergency Care 

· New governance arrangement in place from w/c 25th 
July 2016 an Urgent Care Transformation Programme 
(UCTIP) Meeting and UTCP Board. New terms of 
reference to be drawn up following the review of each 
group.  

August update - complete 
· UCTP Board Terms of Reference 

(previously UCIP Delivery Group) 
ratified. 

· UCTP Governance Structure updated 
within UCTP PID and workbooks. 

 

Executive Director 
Emergency Care 

August 2016 
All staff have access to and an 
understanding of the incident 
reporting system to promote 
reporting of incidents. 

August update: 
Complete 
· Roll-out of upgraded DATIX Web reporting system 

has been completed. 
· All staff have a log-in to report any Patient Safety 

August update: 
· Monthly Integrated Performance Report 

to Trust Board. 

Acting Head of 
Risk Management 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

Learning Event.  
· Since the introduction of the upgrade with a simplified 

reporting form a 45% increase in reporting has been 
sustained to date. 

Priorities identified and appropriate 
actions taken from themes arising 
from the quarterly Staff Friends and 
Family Test 

· Clinical Support - CSC level and department level 
action plan. CSC away afternoon on 14th July 2016 
worked on staff led change and performance.  

August update: 
· Staff engagement meetings take place in Emergency 

Medicine on a regular basis. 
· Two engagement events have taken place in AMU to 

identify staff led changes. 
· CSCs have regular data from the quarterly pulse 

survey; including staff comments. 
· ‘A day in the life’ monthly survey has been introduced 

in ED and AMU. 

August update: 
· Minutes of staff meetings. 
· Survey results. 
· ‘A day in the life’ results are presented 

in the monthly UCTP programme 
report. 

· Clinical Support – action complete. 

Chief of Service 
for each CSC 
supported by 
Head of 
Organisational 
Development 

Clear intervention in place to 
reduce overall staff sickness rate 
and support staff health and well-
being 

· Clinical Support - Staff sickness rate in the CSC now 
under Trust level.  Staff well being supported by 
physiotherapy (staff wellness ambassador) and 
dietetics ensuring the delivery of the CQUIN and 
offering staff slimming club. 

August update: 
· Resilience training being provided. 
· Dedicated HR support available for managers to 

effectively and appropriate manage absence cases. 

August update: 
· Training taken place. 
· Resilience and well-being training being 

provided across the pathway with good 
update.  

· Clinical Support – action complete. 

Chief of Service 
for each CSC 
supported by the 
Head of 
Organisational 
Development 

The Urgent Care Transformation 
Workstreams will deliver earlier 
assessment.  On completion, 
business cases will be developed to 
support improved process and 
staffing establishment to reflect 
increased demand 

· Draft business case is 90% complete: final options 
appraisal will be completed w/c 1 August 2016 
following nursing workforce requirements being 
identified: initial submission to finance for sense check 
following this and for discussion at next CEO UCIP 
meeting 5 August (SHunter).  

August update: 
· ED business case requires updating after input from 

the Executive Director, Emergency Care.  Looking to 
focus on a consultant delivered service with less 
reliance on middle grades. 

August update: 
· Business Case for submission to 

Business Case Review Group 29th 
September 2016. 

CSC Senior 
Management 
Team as required 

Improve incident reporting within · ED - Improved and use of professional standards August update – action complete and ED and AMU 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

the ED and AMU mailbox is identifying other factors impacting on ED. 
August update: 
· AMU – Work underway to improve Datix reporting. 

on-going: 
· Incidents trigger lists implemented. 
· On-going action to increase reporting. 
· Reported and monitored as part of 

CQC metrics. 

CSC 
Management 
Teams 

Review outcomes of the use of 
VitalPac for the recording of risk 
assessments in AMU audit (audits 
commenced July) 

August update: 
· The audit has been completed and reviewed.  Areas 

of concerns have been noted with actions in place to 
provide education and training.  The audit will be re-
completed in 4-6 months. 

August update – action complete 
· Audit review and associated actions. 

Head of Nursing 
Acute Medical 
Unit and Medicine 
for Older People, 
Rehabilitation and 
Stroke 

Review outcome of audit into the 
completion and quality of nursing 
assessment documentation, to 
include Falls and Braden risk 
assessments, and appropriate 
individualised care planning in AMU 

August update – action complete 
· Audit completed. 

August update – action complete 
· Audit results demonstrate areas of key 

areas for improvement.  Action plan in 
place to address; including staff 
education. 

· Re-audit 4-6 months. 

Head of Nursing 
Acute Medical 
Unit and Medicine 
for Older People, 
Rehabilitation and 
Stroke 

Focussed education of staff as part 
of audit programme in AMU 

August update – action complete 
· Audit completed. 

August update – action complete 
· Audit results demonstrate areas of key 

areas for improvement.  Action plan in 
place to address; including staff 
education. 

· Re-audit 4-6 months. 

Head of Nursing 
Acute Medical 
Unit and Medicine 
for Older People, 
Rehabilitation and 
Stroke 

September 2016 
All staff appraisals will be up to date 
and provide clarity of roles and 
responsibilities with underpinning 
objectives to enable the effective 
delivery of the emergency care 
pathway.  

· Clinical Support – on track.  Compliance increased to 
83.3% as at 29 July 2016.  Only 3 of 13 depts. Are 
now below the 85% standard; departments are being 
targeted. 

August update: 
· 18 further managers across the pathway trained in 

how to undertake an effective appraisal. 
· Some CSCs have seen a slight increase in appraisal 

compliance, but still under target. 
· Medicine: Compliance improved by 3% in August.  

CSC plan presented to Executives at Performance 
Review; remains below 85% at present. 

August update: 
· Audit to be undertaken in October by 

Organisation Development Team. 
· Increasing appraisal compliance. 
· Managers trained. 
· Clinical Support: Although compliance 

has reduced, on plan to improve. 

Chief of Service 
for each CSC 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

Stop using HALO as additional 
capacity with patients queuing in 
the corridor 

· Corridor still being used on occasion but less 
frequently and flow is better: risk as winter 
approaches of this being utilised again as flow is still 
late in day and escalation is not early enough for ED 
to be decompressed quickly. 

August update: 
· HALO and corridor continue to be used on a regular 

basis.  Although patients are being held in 
ambulances this is infrequent and the 15 minute 
assessment has been maintained.  This is an 
increased risk from 26th September as PITSTOP work 
starts. 

 Deputy COO 

AMU rolling audit programme to 
ensure safe storage of medicines 

· Audits continue- frequency determined by practice.  Head of Nursing 
Acute Medical 
Unit and Medicine 
for Older People, 
Rehabilitation and 
Stroke CSC 

Implementation of an Integrated 
Discharge Services and Discharge 
to Assess (Pathways 1, 2 and 3) 
jointly with external health and 
social care partners 

August update: 
· Plan for Integrated Discharge Services (IDS) go live 

26th September 2016 

August update – action complete 
· IDS Standard Operating Procedure 

ratified by all Health and Social Care 
Partners. 

· IDS/Decision to Admit Pathway 1,2 and 
3 Standard Operating Procedures 
ratified by all Health and Social Care 
Partners. 

· IDS launched on 26th September. 

Deputy COO 

Revision of the Board Assurance 
Framework 

  Director of 
Corporate Affairs 

October 2016 
Provide team leaders with the skills 
to lead change and deliver service 
improvements. 

August update: 
· Three workshops taking place during September and 

October on ‘Leading change and Service 
Improvement’; facilitated by NHS Elect.  
Representation from across all CSCs within the 
pathway will be in attendance.  Further sessions to be 
made available. 

 Head of 
Organisational 
Development   
   
Urgent Care 
Transformation 
Programme 
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Part B: Urgent Care Improvement Plan (CQC) 

Improvement Action Current status Evidence Responsible 
Lead 

· Discussions with Board are taking place regarding 
organisational approach to service improvement and 
adopting best practice. 

· Initial discussions commenced with ECIP relating to 
Service Improvement Training Programme. 

Manager 

November 2016 
Trust Escalation Policy to be 
reviewed post implementation in 
November 2016 in line with SRG 
agreement 

  Deputy COO 

December 2016 
     
January 2017 
     
February 2017 
     
March 2017 
Delivery of the Urgent Care 
Improvement Plan and the eight 
associated workstreams to 
deadlines. 

  Executive Director  
Emergency Care 

Delivery of the Urgent Care 
Improvement Plan workstream 
‘Ward discharges including Patient 
Flow Bundle – SAFER’ 

  Medical Director 
and Director of 
Nursing 
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TRUST BOARD PUBLIC – OCTOBER 2016   Agenda Item Number: 143/16 
         Enclosure Number: (4) 
 
 

Subject: Board Performance Report, Quarter 1 – 2016/17 
Research and Innovation 

Prepared by: 
Sponsored by: 

Dr Greta Westwood, Deputy Director of Research & Innovation 
 

Purpose of paper To brief the Board on research and innovation performance 
against local and national bench marks.  

For Information only 

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

Research 
Patient recruitment into clinical trials and research studies is above 
target. PHT is currently ranked 3rd nationally for large acute trusts 
(n=45). 

To date, we have recruited 1170 patients into research studies (36% 
of our annual target). 

PHT is ranked in the top 3 nationally for recruitment in the following 
specialities:  

· cancer 
· ophthalmology  
· cardiovascular disease 
· gastroenterology 
· stroke  
· primary care 

PHT is ranked in top 10 nationally for recruitment in the additional 
following specialities:  

· haematology 
· surgery 
· diabetes 
· hepatology 
· respiratory disorders 
· MSK 
· reproductive health and childbirth 

75% of all commercial studies have delivered to time and target. 

2016/17 R&I income & expenditure – balanced. Predicting a 
research grant income deficit in 2017/18. 

Feedback from patients involved in PHT research studies is positive; 
92.7% of patients stated they would recommend our service. The 
average “I Want Great Care” score was 4.74 (max 5). 

PHT continues to deliver high impact research; a case study 
highlights how effective team working within the Trust has resulted in 
recruiting 60 to 70% of all heart attack patients into a national clinical 
trial. 
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Innovation 
IdeasPort (innovation platform) was launched on 1st June to 
encourage and capture staff led improvement ideas. Now have 325 
registered users and 79 ideas recorded and actioned. 

NHS Change Day – 19th October – event planned with 
Organisational Development support  “7000 ideas for Improvement” 

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

For information 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

· New consultants plan on appointment 
· Specialist nurses in joint roles plan 
· induction training for all new clinical staff 
· Trust wide continuous improvement plan 

 
Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

 

 

 

 

 

 

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

Strategic Aim Strategic Aim 2: Develop a reputation for excellence in 
innovation, research and development and education in the top 
20% of our peers 

BAF/Corporate Risk Register 
Reference (if applicable) 

 

Risk Description  

CQC Reference  

Committees/Meetings at which paper has been approved: Date 
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Research & Innovation Performance 
Board Report 

 

 

       

 

Quarter 1 

April 2016 – June 2016 
Data obtained: 9th August 2016 
NB: please note this is not a real time report so allow the six week data upload time when reviewing this 
report   
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 Report produced by: 

Graham Halls, Research Facilitator 
graham.halls@porthosp.nhs.uk 
Jazmin Stubbings, Research Administrator 
Jazmin.Stubbings@porthosp.nhs.uk 
 
On Behalf of: 
research.office@porthosp.nhs.uk 
 
 
Research & Innovation 
Portsmouth Hospitals NHS Trust 

  1st Floor Gloucester House  
Queen Alexandra Hospital 

 Southwick Hill Road 
  Cosham 

   Portsmouth 
  Hampshire 
  PO6 3LY 

   Email: research.office@porthosp.nhs.uk 
Tel: 023 9228 6236 
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SECTION 1:        PATIENT EXPERIENCE   

 
Mr Davis was offered chemotherapy following his diagnosis but decided to turn it down whilst he still felt well in himself. He was 
also offered the chance to take part in a clinical trial, funded by the British Lung Foundation, looking at ways to improve the 
quality of life of people with mesothelioma.  
People living with mesothelioma of the chest may have physical and psychological symptoms which can affect their quality of 
life. Palliative care involves caring for a patient’s physical, emotional, psychological, and spiritual needs. Research has shown 
that people with lung cancer can benefit from specialist palliative care support before their symptoms become too bad, and that 
this increases their quality of life. 
Researchers at Portsmouth Hospitals NHS Trust now want to find out if giving specialist palliative care help early in 
mesothelioma treatment can improve quality of life and wellbeing for people throughout the course of their illness. They also 
want to find out how this may improve the wellbeing of family or friends closest to them. 
“The doctor mentioned the trial to me almost right away,” said Mr Davis. “I already understand the importance of research 
because I have taken part in other clinical trials following a heart attack 12 years ago. I believe I’ve benefitted from them in 
many ways, as well as hopefully helping others.  
“My wife, however, was quite wary of the trial at first. She didn’t understand why I needed to be a part of it when I wasn’t really 
poorly or getting any worse. But, I can see the benefit of it for both of us; I know that there are people there for both me and 
Joan should we need them. You hear of people being diagnosed with terminal illnesses who say they feel so isolated and alone, 
it must be awful – I don’t want that to happen to me or Joan.” 
As part of the trial Mr Davis sees a specialist palliative care nurse once a month at Queen Alexandra Hospital. 
“The nurse we see every four weeks talks about the disease in different ways each time we see her – she tells us things which 
are actually quite useful – things we probably wouldn’t ask,” he said. 
“This trial is good in so far as it provides an awareness to patients like me and our carers that there are people there for you 
both – they are already in place, they’re there for you now. It’s important to add that there is help that the medical profession 
can give you other than things like treatments and drugs – and this trial would be an example of that. 
“I now get checked over every eight weeks by my consultant who also arranges for a  
chest x-ray. My last scan showed no progression since the previous one two months  
prior, so that is promising. I just have to hope that every x-ray will be as good for the 
next 20 years, and then I’ll be a happy man! But I know the mesothelioma will catch  
me out eventually.” 
 

     

 

 

 

 

 

 
92.67% of patients asked 
would recommend our 
service.  
 
The average “I Want Great 
Care” score in March was 
4.74 (max 5).  
  

“Fantastic staff –incredibly friendly and 
accommodating. Also the comfort and privacy of the 
room was first rate.” 

 “I think all staff involved were wonderful and very 
helpful. I would be happy to do it again if needed 
to.” 

 
“The trial visits make me feel reassured that I’m 
being cared for.” 

 

“You hear of people being diagnosed with terminal illnesses who say they feel 
so isolated and alone– I don’t want that to happen to me.” 
A 73-year-old man who was recently diagnosed with an incurable cancer has spoken 
about why he decided to participate in a clinical trial at Queen Alexandra Hospital. 
John Davis, who lives in Cosham with his wife Joan, was diagnosed with mesothelioma, a 
cancer of the lining of the chest, in January.  
“The diagnosis came as quite a shock,” he said.  “I’d heard of the disease before. What I 
didn’t know was how bad it is, and that there’s no cure.  I asked the doctor how long it will 
be before the disease kills me, but the answer is that they don’t really know – it could be 
in a very short time or it could be a while yet.” 
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SECTION 2:  RESEARCH IMPACT STORIES  

 

Research often benefits patients who agree to be participants. The teams involved in research also benefit 
through additional training and exposure to techniques which they may have not otherwise come into contact 
with, which ultimately further benefits both current and future patients, by increasing possibilities for 
recruitment, and completing studies faster, thus getting the results into routine practice more quickly. 

PHT is currently participating in a large national study called ‘ERIC-PPCI’ - Effect of Remote Ischaemic Conditioning 
on clinical outcomes in ST-segment elevation myocardial infarction patients undergoing Primary Percutaneous 
Coronary Intervention, or ‘ERIC’ for short (http://ericppci.lshtm.ac.uk/). This is being led by researchers at the 
London School of Hygiene and Tropical Medicine, and funded by the British Heart Foundation.  2,000 participants 
who have had a heart attack will be recruited from UK hospitals. A technique of inflating and deflating a blood 
pressure cuff on the patient’s arm during a heart attack will be investigated to see if it can help reduce the damage 
to the heart muscle in a heart attack, and if it improves survival and prevents heart failure developing. If successful, 
the research could reveal a simple way to help prevent heart failure and improve the chances of survival after a 
heart attack, and may lead to a change in clinical practice. It may reduce the number of hospital admissions for heart 
failure in the longer term. 

The Principal Investigator for this trial at QAH is Ali Dana, Consultant Cardiologist.  The trial was initiated in February 
this year, and the team have so far recruited around 60 patients to the trial – making us one of the highest recruiting 
centres out of the 21 hospitals nationwide currently recruiting to the trial. The success of recruitment is attributed to 
teamwork with the cardiology research and clinical teams, and the radiography team in the catheterization lab, 
where heart attack patients initially present. Radiography staff received general training in research and also in this 
specific trial, and now have the role of verbally assenting the patients and randomising them into the trial. This 
enables the team to screen nearly every patient arriving at our unit and recruit 60-70 per cent of all heart attack 
patients in to the study, as patients can be included 24/7. Key support is also provided by research nurses and clinical 
trials assistants, who follow-up with data collection.  

This team approach has expanded research expertise into a new clinical group, and enabled PHT to be able to offer 
participation in this trial to the vast majority of our heart attack patients. 
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SECTION 3:        RESEARCH RECRUITMENT 

CHART 3.1    PHT PORTFOLIO (NON-COMMERCIAL/COMMERCIAL) MONTHLY AND CUMULATIVE RECRUITMENT 
SET AGAINST WESSEX CLINICAL RESEARCH NETWORK (CRN) GOAL 

 

 
Source: NIHR Open Data Platform.  

  

Chart 3.1 shows all PHT monthly and cumulative Porfolio recruitment for April- June 2016 against the recruitment 
goal set by the Clinical Research Network (CRN) Wessex and recruitment in 2015/16. Porfolio recruitment includes 
all patients and staff recruited into high quality research studies as defined by the National Institute of Health 
Research (NIHR) and adopted onto the NIHR Portfolio. This chart does not include recruitment into other studies i.e 
student studies etc (non-portfolio). Chart 3.2 shows research activity by Wessex NHS organisations set against goal. 
Chart 3.3 shows the ranking of the first 20 large acute NHS organisations (total n=45). PHT is 3rd (7%); the aim is to 
remain in the top 20% among our peers.  

CHART 3.2    NIHR PORTFOLIO RECRUITMENT BY WESSEX NHS ORGANISATIONS SET AGAINST GOAL  

                           
Source: Wessex CRN Board Report, June 2016 (Original Source: NIHR Open Data Platform). 
Please note: PHT’s total recruitment figure shown in chart 3.2 differs to the rest of the report as a result of the six week data upload period 
and the date the Wessex CRN Board Report data was pulled.  
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CHART 3.3 PHT POSITION ENGLAND BY 2016/2017 RECRUITMENT (LARGE ACUTE TRUSTS ONLY n= 45) 

  

Source: NIHR Open Data Platform 

CHART 3.4 Q1 RESEARCH RECRUITMENT BY ALL CLINICAL SERVICE CENTRES AGAINST ANNUAL RECRUITMENT 
GOALS 

 

Source: NIHR Open Data Platform. 
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TABLE 3.1 SUMMARY OF RESEARCH RECRUITMENT BY CSC & SPECIALITY  SET AGAINST MONTHLY & ANNUAL RECRUITMENT GOAL 

    

Source: NIHR Open Data Platform 

 

 

 

TABLE 3.3 RESEARCH RECRUITMENT BY CSC & SPECIALITY - PHT RANKED AGAINST ALL LARGE ACUTE TRUSTS (n=45) IN ENGLAND 
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Source: NIHR Open Data Platform
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SECTION 4:  FINANCE  

The majority of 2016/17 PHT Research and Innovation (R&I) income is received from the NIHR Clinical Research 
Network Wessex.  
 
TABLE 4.1 2016/17 RESEARCH & INNOVATION INCOME & EXPENDITURE  
 

 
 

 

 

 

 

 

 

Income 2015/16 April May June
CRN core (2,100,771) (180,774) (180,996) (180,774)
CRN contingency (511,432) (61,375)
CRN Flow Through (4,772) (4,772) (6,763)
CRN Performance Premium (4,247)
Local RCF (156,909) (11,019) (11,019) (11,019)
Grants (757,690) (105,986) (156,408) (98,542)
Trials (883,283) (71,493) (37,447) (24,560)
Other (154,852) (1,392) (1,200) (5,611)
Grand Total - Income (4,564,937) (375,436) (391,842) (392,890)

Expenditure 2015/16 April May June
Direct Pay 3,360,628. 288,026. 278,253. 296,442.
Direct non-pay 724,149. 49,909. 86,996. 65,693.
CSC Recharges - Clinical costs 718,086. 57,878. 49,109. 66,282.
Corporate charges and overheads 247,274. 29,231. 28,366. 29,146.
Grand Total - Expenditure 5,050,137. 425,044. 442,724. 457,563.

Net Income and Expenditure position 485,200. 49,608. 50,882. 64,673.

Funding 2015/16 April May June
Trust Funding - Clinical fellows (service element) (245,043) (20,992) (20,991) (20,992)
Trust Funding - Innovation posts and Partnership facilitator (197,920) (25,596) (25,595) (36,903)
Other external funding eg. HEW (72,104) 0. (4,244) (2,122)
Research Budget Phasing (11,499)
Total funding received (515,067) (46,588) (50,830) (71,516)

Final budget position (29,867) 3,020. 52. (6,843)
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SECTION 6: PERFORMANCE IN INITIATING & DELIVERING (PID) CLINICAL 
RESEARCH 

 
The Department of Health, via the National Institute for Health Research (NIHR) contracts, requires the quarterly 
publication of the 70-day benchmark for clinical trial initiation (Chart 6.1) and the recruitment to time and target for 
commercial contract clinical trials*(Chart 6.2). These reports must be published on the public NHS organisation 
website. The 70-day performance measures the date the NHS organisation receives a valid research application to 
the time the first patient is recruited into that study. If a benchmark has not been achieved the reason for not doing 
so must be published. Research funding will be conditional on meeting the national benchmarks and performance 
will now affect funding (TBC). 
 
CHART 6.1 PERFORMANCE IN INITIATING CLINICAL RESEARCH  

 
Source: Original Source:  PHT Performance in Initiating and Delivery Report June 2016 (n=60) (Original Source: Edge Research Management System). 
Clinical trial is defined as a: Clinical trial of an investigational medicinal product, Clinical investigation or other study of a medical device, Combined trial of 
an investigational medicinal product and an investigational medical device, Other clinical trial to study a novel intervention or randomised clinical trial to 
compare interventions in clinical practice.  

 
CHART 6.2 PERFORMANCE IN DELIVERING CLINICAL COMMERCIAL RESEARCH 

 
 
 
Please note:  As of Q4 15-16 NHS providers are only required to submit performance in delivery data regarding commercial studies that have closed to 
recruitment in the last twelve months.  
Source: PHT Performance in Initiating and Delivery Report, March 2016 (n=16) (Original Source: Edge Research Management System).  
Commercial' is defined as a study both sponsored and funded by a commercial funder 
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As part of PHT’s Innovation initiative IdeasPort was launched on 1st June. It is designed to encourage and capture 
staff led change ideas that will lead to improvements for both patients and staff. Positive feedback has been 
received from staff with 325 registered users and 79 ideas recorded. 

                                                              
Chart 7.1  IDEAS REGISTERED ON IDEASPORT BY CSC 

 

 
 
 
Quick Wins 
 
Our staff said a research bus would provide additional space and increase our presence in the community. 
We have now secured a research bus on a contractual basis with the University of Portsmouth. 
 
Our staff said there is a need to improve patient’s experience of surgery for non - palpable breast cancer whilst 
reducing the cost. 
We are hoping to secure a grant that will enable us to use the Iodine - 125 localisation technique. This will greatly 
reduce the number of procedure’s thereby improving patient experience and reducing the cost. 
 
Our staff said Apprentices are not able to take advantage of the PHT Tax Efficient Savings Scheme, including a 
reduced membership fee at the Oasis centre. 
We have secured half price membership for all Apprentices. 
 

Source: IdeasPort. August 2016 

SECTION 7: INNOVATION UPDATE 
 



 

 
 

TRUST BOARD PUBLIC – OCTOBER 2016   Agenda Item Number: 144/16 
          Enclosure Number: (5) 

Subject: Trust Risk Register 

Prepared by: 
Sponsored & Presented by: 

Annie Green – Head of Risk Management 

Peter Mellor – Director of Corporate Affairs 

Purpose of paper Discussion requested  

Regular Reporting 

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

The Trust Board is asked to note 

· Top risks 

· Decrease of risks 3-1617 and 46-1617 

 

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

· Review the risks from the Trust Risk Register and consider 
requirement for further assurance on actions related to 
significant risks. 

Next steps / future actions: 

Clearly identify what will follow the 
Trust Board’s discussion 

 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

None 

Consideration of Public and 
Patient Involvement and 
Communications Implications? 

None 

 

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

Strategic Aim  

BAF/Corporate Risk Register 
Reference (if applicable)  

Risk Description  

CQC Reference  

 

Committees/Meetings at which paper has been approved: Date 

  

 



 
 

RISK REGISTER REPORT 
Purpose: To provide the RAC with an update on the Trust Risk Register as of 08 September 2016. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Top Risks  
15-1617 ◄►  (25):  Repeated and prolonged overcrowding within ED results in poor patient experience, 

compromised safety and impacts on staff wellbeing. 
12-1415 ◄►  (20):  Blockage of sewage services leading to flooding within departments, predominantly Paediatrics. 
30- 1415◄►  (20):  Stroke service pathway (including follow up after discharge) commissioning and provision 

(medical, therapy and nursing) is sub-optimal and non-sustainable in current  format. 
42-1516 ◄►  (20):  Lack of capacity in Radiography to report ED plain films and backlog in complex reporting 
45-1617 ◄►  (20):  Opening escalation areas overnight. 
13-1516 ◄►  (16):  The Trust fails to achieve referral to treatment (RTT) access targets excluding those specific to 

ED. 
17-1617 ◄►  (16):  At times of high capacity decisions are made to move patients out of their specialty foot print for 

the provision of their care. 
20-1415 ◄►  (16):   Review of delivery of colorectal service model of care to achieve optimum patient experience 

current workforce instability impacting on delivery of required performance. 
39-1516 ◄►  (16):  Insufficient theatre capacity to meet planned demand. 
43-1516 ◄►  (16):  Proposed industrial action by Junior Doctors. 
44-1516 ◄►  (16):  Reduced availability of CTG machine due to age of current fleet, impacting on fetal safety. 
36-1516 ◄►  (15):  Lack of robust identification of clinicians and doctors taking responsibility for blood tests and 

the lack of audit and review around filing and viewing results. 

Risks with  Increased Score 

 Nil 
Risks with Decreased Score 

03-1617   ▼  (Amber 12 to Amber 8): Trust fail to achieve objectives for reducing healthcare associated infections  
- HCAI has been under good control for over 1 year. 

46-1617   ▼  (Red 16 to Amber 12):    Reduced capacity of endoscope decontamination and issues with water  
quality - Short term remedial work to replace the RO units and change 
pipework from copper to stainless steel  has now been completed and the 
quality of the water now reaches the required standards. 

 New Risks 
Nil   
Risks to be Removed 

Nil 
Target Date Changes 

Nil 

Of Note 

Risks 15-1617, 17-1617, 39-1617 and 45-1617 to be re-described by new Executive risk owner for October 
2016 update. 

Risk 21-1617 Mental Capacity Act (MCA) and Deprivation of Liberty safeguards (DoLs)  – re-described 
No Update received for 20-1617 

Prepared by: Annie Green – Head of Risk Management 

Presented by: Annie Green – Head of Risk Management 



Trust Risk Profile - September 2016 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
 
 

TRUST RISK REGISTER 2016/17 – PROGRESS SUMMARY – SEPTEMBER 2016 
 

 
 

LIKELIHOOD 
(frequency) 

CONSEQUENCE (impact/severity) 

Insignificant  
(1) 

Minor  
(2) 

Moderate 
(3) 

Major  
(4) 

Extreme  
(5) 

Rare 
(1)  

   

 

Unlikely 
(2)  

 
 

 3-1617 Healthcare associated 
infection trajectories ▼ 
10-1617 Unintended 
consequences of CIP ÉÑ 
19-1617 Cancer wait targets  ÉÑ 
21-1415 MCA and DOLs 
safeguardsÉÑ 
40-1516 Fire precaution 
deficiencies ÉÑ 

 

Possible 
(3)  

 7-1415 Non-Luer 
 spinal devices ÉÑ 
23-1415 Increased vacancies and 
NHSP fill rateÉÑ 
 
 
 

4-1415 Loss/disclosure of PIDÉÑ 
8-1617 Risk of patient injury 
following inpatient falls/CQUIN 
ÉÑ 
9-1617 Quality requirement ÉÑ 
16-1516 Data Quality  ÉÑ 
24-1415 Essential Skills Training 
ÉÑ 
32-1415 QA@H pharmacy 
resourceÉÑ 
46-1617 Endoscope 
decontamination ▼ 

 
27-1617 Cash Liquidity ◄ ► 
 

Likely 
(4)  

 
 

11-1415 Concerns with Health 
Record function ÉÑ 
 

13-1617 National and local access 
targetsÉÑ 
 17-1415 Outliers ÉÑ 
20-1415 Colorectal Service model 
of care ÉÑ 
39-1516  Insufficient theatre 
capacity ÉÑ 
43-1617 Jnr Doctor Strike ÉÑ 
44-1516 Lack of CTG fleet  ÉÑ 
 

30-1415 Stoke Service ÉÑ 
 

Highly Likely 
(5)  

 36-1516 Review of test results 
ÉÑ 

12-1415 Sewage flooding ÉÑ 
26-1617 Year end financial 
positionÉÑ 
 42-1516 ÉÑ Lack of reporting 
capacity in Radiography 
45-1617 ÉÑ Opening escalation 
areas overnight 

15-1415 ED queue and Trust bed 
capacity ÉÑ 
 



STRATEGIC 
AIMS 

REFERENCE 

Risk 
Reference 

 

Operational 
Leads 
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M
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TE

E PRINCIPAL RISK 
(Obstacle to achievement of strategic aim) 

 

PROGRESS MONTH ON MONTH 
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IE
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R
ES
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A
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M
A

Y 
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N

 

JU
L 

A
U

G
 

SE
P 

O
C

T 

N
O

V 

D
EC

 

1,3,4 
3-1617 

CM 
 ICMC 

Trust fail to achieve objectives for reducing healthcare 
associated infections   12 12 12 12 12 12 12 12 8    Dec 

16 

8 
Apr 17 

 
1,3 

4-1415 
FMcN 

 
 

IGSG Potential loss /misdirection/inappropriate disclosure of 
personal data.   TOLERATE Oct 

16 12 

1 

7-1415 
NS 

 
 

MDMC 

NPSA alert demands that all spinal devices are non-
luer by April 1st 2012. This is to reduce risk of 
accidental misconnection with other, ie intravenous 
devices. Non-luer devices did not exist at the time of 
the alert 

 TOLERATE Oct 
16 

3 
  

1,3 

8-1617 
CM 

 
PSSG 

Risk of Injury to the patient following a fall in a PHT care 
setting. This includes inpatient & outpatient settings. 
Non compliance with NICE CG161, Assessment & 
Prevention of falls in older people (2013) & Quality 
Standard 86, Assessment after a fall and preventing 
further falls (2015)  

 12 12 12 8 12 12 16 12 12     Nov 
16 

8 
Apr 17 

1,3 
9-1617 

CM 
 

G&Q Failure to achieve internal and external set 
quality/patient safety improvements  12 12 12 12 12 8 8 8 8    Dec 

16 
8 

Apr 17 

1,3,5 
10-1617 

CS 
 

G&Q Unintended consequences to delivery and quality of 
care due to cost improvement programme  8 8 8 8 8 8 8 8 8    Dec 

16 
8 

Apr 17 

1 
11-1415 AF 

 RAC Concerns with the condition of health records and 
growing issue of production of temporary sets of notes.  12 12 12 12 12 TOLERATE Dec 

16 
6 
 

1,3,4 
12-1415 JA 

 CCRG Blockage of sewage services leading to flooding within 
departments, predominantly Paediatrics   12 12 12 12 12 12 20 20 20    Nov 

16 
6 

Dec 16 

1,3,5 
13-1617 MD 

 OB The Trust fails to achieve key local and national 
access standards and targets.  16 16 16 16 16 16 16 16 16    

Nov 
16 

12 
Mar 17 

1,3,4 
15-1617 

GM 
 OB 

Repeated and prolonged overcrowding within ED 
results in poor patient experience, compromised safety 
and impacts on staff wellbeing 

 20 20 20 20 20 20 25 25 25    Oct 
16 

12 
Oct 16 

3,5 
16-1415 

MK 
 OB 

Quality of data produced and provided for use in 
internal performance reporting and for external 
reporting is inaccurate 

 12 12 12 12 12 12 TOLERATE Oct 
16 

8 
 

1,3,4 
17-1617 

MD 
 

SMT 

 

At times of high capacity decisions are made to move 
patients out of their specialty foot print for the provision 
of their care 

 16 16 16 16 16 16 16 16 16    Oct 
16 

12 
 

Oct 16 
 

1,3 
19-1617 

LH 
 SMT 

Failure to achieve cancer wait targets 
  8 8 8 8 8 8 8 8 8    Dec 

16 
8 

Apr 17 

1,3 
20-1415 

AL 

 TB Review of delivery of colorectal service model of care 
to achieve optimum patient experience 

 16 16 16 16 16 16 16 16     Sep 
16 

8 
Dec 16 

1,3,4 
21-1617 

AT 
 SC Mental capacity act (MCA) and deprivation of liberty 

safeguards 
 8 8 8 8 8 8 8 8 8    Dec 

16 
8 

Mar 17 

1 

23-1617 
NS 

 
 

NW/HR 
R C 

The NHSP/agency fill rate has decreased slightly (80 %) 
the gap is registered nurses. This resulting gap, can be 
critical within some high demand and acuity areas – ED, 
acute wards. Aggressive recruitment continues however 

 9 9 9 9 9 9 9 9 9    Dec 
16 

9 
Apr 17 

 
 



 
 
 

 
 
 
 
 
 
 
 
 

march – Sep is a difficult time to recruit large numbers  
1 

24-1617 RK 
 SMT 

Completion of face-to-face essential skills training falls 
below 85% which is the acceptable level to the trust 
board. This includes: Manual handling, Fire awareness 
Basic life support and Blood awareness 

 12 12 12 12 12 12 12 12 12     4 
Apr 17 

3,5 
26-1617 CA 

 FC The Trust is unable to achieve its planned year end 
financial position 2016/17 

 20 20 20 20 12 12 12 12 12    Oct 
16 

12 
Mar 17 

3,5 27-1617 LW 
 FC The Trust is unable to maintain sufficient liquidity/cash  15 15 15 15 12 12 12 12 12    Oct 

16 
9 

Mar 17 
1,3,4 

30-1617 LF SMT 
Failure to maintain the stroke service pathway  
 

 20 20 20 20 20 20 20 20 To be considered for 
removal 

Sep 
16 

10 
Oct 16 

1,3,4 32-1617 AC QA@H 
GC 

QA@home increases demand on pharmacy resources 
and expenditure and impacts on patient safety 

 16 16 12 12 12 12 12 12 12    
Dec 
16 

8 
Apr 17 

1,3,4 36-1516 SH OB Lack of robust identification of clinicians and doctors 
taking responsibility for blood tests and the lack of 
audit and review around filing and viewing results 

 
15 15 15 15 15 15 15 15 15    

Oct 
16 

9 
Dec16 

 

1,3,5 39-1516 MD S&C 
Gov Insufficient theatre capacity to meet planned demand  16 16 16 16 16 16 16 16 16    Oct 

16 
8 

Aug 16 
1,3,4 40-1516 JA CCRG Physical and operational fire precaution deficiencies. 

(Maybe identified ad hoc or by programmed risk 
assessments) 

 
8 8 8 8 8 8 8 8 8    

Dec 
16 

4 
Apr 17 

1,3  42-1516 AF OB Lack of reporting capacity in Radiography to report 
ED and MAU plain films. 

 
20 20 20 20 20 20 TOLERATE 

 8 
 

1,3,4,5 43-1516 RK OB Proposed industrial action by Junior doctors  16 16 16 16 16 16 16 16 16    Dec 
16 

12 
Dec 16 

1,3,5 44-1516 SH CSC 
Gov Reduced availability of CTG machine due to age of 

current fleet, impacting on fetal safety. 
 

  16 16 16 16 16 16 16    
Nov  
16 

4 
Dec 16 

1,3,5 45-1617 GM UCB Opening escalation areas overnight.       20 20 20 20    Oct 
 16 

12 
Oct 16 

1,3,5 46-1617 DC CHAT 
Gov Reduced capacity of endoscope decontamination and 

issues with water quality. 
 

      16 16 12    
Dec 
16 

4 
Dec 16 

TYPE (may be more than one type) C = Clinical F = Financial H&S = Health & 
Safety 

L = Legal Q&P = Quality / 
Performance 

R = Reputation SD = Service Delivery 

SOURCE Incident Assessment Escalation from 
other register 

CAS Alert Other – please 
specify 

  

Risk scores are calculated by      Consequence I x Likelihood (L) using the 5 x 5 matrix  

TARGET DATE – RAG RATED FOR PROGRESS ON TARGET MINOR OBSTACLE TO ACHIEVING TARGET INABILITY TO ACHIEVE PREDICTED TARGET 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
ES
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N
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 L

EA
D

 / 
C

O
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IT

TE
E 

On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

3-1617 
 
 
 

C
 / 

R
 / 

Q
&

P
 –

 A
ss

es
sm

en
t 

M
ay

 2
01

2 

TRUST FAILS TO 
ACHIEVE 
OBJECTIVES FOR 
REDUCING 
HEALTHCARE 
ASSOCIATED 
INFECTIONS 
(HCAIS).  
Objective of 0 (zero)  
avoidable MRSA 
bacteraemias 
Objective of 40 
hospital acquired 
cases of C.Difficile.  
Failure to reduce 
hospital acquisition of 
other health care 
infections (e.g. VRE, 
ESBL, CPE, MSSA), 
E.coli ) 
Failure to control 
outbreaks of infections 
within the hospital 
premises e.g. 
Norovirus, Flu.   
Compromise or 
infringement of 
required transmission 
precautions due to 
operational pressures 
within the Trust.   

· Failure to meet 
national HCAI 
objectives for 
2016/17 

· Increased 
patient morbidity 
and mortality, 
readmission rate 
and LOS 

· Loss of bed 
days due to 
infection 
outbreaks.  

· Increase cost of 
antibiotics and 
antibiotic 
resistance 

· Decreased 
patient 
experience 

· Loss of public 
and professional 
reputation  

· Failure to meet 
quality 
performance 
indicators for 
CCGs, TDA  

· Failure to meet 
CQC standards 
for safety 

· Loss of public 
and professional 
reputation  

· Potential 
Increase in 
litigation and 
complaints  

· Monthly and quarterly 
Trust Board reports 

· Annual DIPC report 
· Weekly infection 

dashboard to all CSCs 
· Daily list of infected 

patients and overdue 
devices to all senior 
clinicans. 

· Feedback of infection 
metrics at HoNs &  
NMAC, PSWG, PEAG  
meetings 

· Multidisciplinary 
participation at ICMC 

· Multi-disciplinary RCAs 
for all sentinel infections. 

· Mandatory infection 
prevention training for all 
staff 

· Peer review of cleaning 
and soft FM standards.   

· Link Infection practitioner 
network 

· Prominent hand hygiene 
prompts throughout 
Trust.  

· Infection prevention 
included in all staff 
contracts. 

· Participation in 
surveillance schemes to 
allow benchmarking of 
Trust performance. 

· Targeted surveillance 
(real time) of HCAIs 
(VitalPac IPC-Manager) 

· On Call Infection 
Prevention Service  

· PHT Infection Prevention 
Internet and intranet sites 

· Hydrogen peroxide 
decontamination service. 

 
12 
4x3 

 
 

 
12 
4x3 

 
 

 
12 
4x3 

 
 

· Infection Control priorities and 
action plan for 2016/17 

· Antimicrobial stewardship 
programme for 2015/16 

· Learning from multi-disciplinary 
RCAs 

· Action plans to address specific 
CSC issues 

· Action plans for control of winter 
surges of infection e.g. 
Norovirus and Flu.   

· Specific guidance on the 
management of new and 
emerging infections e.g. MERS-
Coronavirus, CPE, Zika.  

· Update 
· CQUIN to raise rates for flu 

vaccination 
 
 
 
 
 

· Performance 
monitored by 
ICMC, Trust 
Board, external 
and internal 
safety agencies 
and committies.    

· Reports to Trust 
Risk Assurance & 
and clinical 
governance 
committees, 
Patient Safety 
Working Group 
and Patient 
Safety Forum.   

· Surveillance by 
PHE & DH  

Dec 
2016 

Apr 
2017 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
ES
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 / 
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TE
E 

On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

4-1415 
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28
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/0
8  

POTENTIAL LOSS / 
MISDIRECTION / 
INAPPROPRIATE 
DISCLOSURE OF 
PERSONAL DATA: 
§ E-mail 
§ Direct electronic 

transfer 
§ Post 

§ Breach of 
confidentiality 
(unauthorised 
disclosure) 

§ Damage / 
distress to 
individuals 
affected 

§ Potential legal 
action against 
Trust 

§ Damage to Trust 
reputation 

§ Loss of 
confidence in 
Trust services 

§ Potential 
regulatory action 
including financial 
penalties (up to 
£500k) 

· Applicable Trust policies 
and policy compliance 
monitoring activities 

· Encryption of removable 
media / e-mail tools 
available / use of 
NHSMail promoted and 
within policy 

· User accounts and 
passwords / password 
changes 

· Password protected 
screensavers 

· Deviation from certain 
expected practices must 
be agreed through RAC 
(i.e. encryption) 

· Achieving level 2 
requirements for IG 
toolkit 

16 
4X4 

12 
4X3 

12 
4X3 

Current practice recently at IGSG 
reviewed and no changes 
required 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TOLERATE  
 

· Reporting of 
compliance to 
IGSG 

· Ongoing 
monitoring 
through the 
Information 
Governance 
Compliance 
Framework 

· Incident analysis 
and reporting 

· Process for 
accepting certain 
kinds of risk (e.g. 
unencrypted 
devices) 
formalised 

Oct 
2016 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 
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Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 
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On target 
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achieving target 

Inability to achieve 
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7-1415 
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NPSA ALERT 
DEMANDS THAT ALL 
SPINAL DEVICES 
ARE NON-LUER BY 
APRIL 1ST 2012. THIS 
IS TO REDUCE RISK 
OF ACCIDENTAL 
MISCONNECTION 
WITH OTHER, IE 
INTRAVENOUS 
DEVICES. 
NONLUER DEVICES 
DID NOT EXIST AT 
THE TIME OF THE 
ALERT. 

· Non-Compliance 
with NPSA Alert 

· Patient Safety 
 

· Decision made to avoid 
additional risk to patients 
by not having a mixed 
stock of Luer and Non-
Luer spinal devices within 
the Trust, or employing an 
inferior quality device.  

Update 
· Reviewed again in 2015 

and the department 
unanimously feels that 
there would be no 
advantage and additional 
risk to converting 
temporarily to nonluer 
spinal needles of inferior 
quality with potential block 
failure and risk of mixing 
up luer and nonluer 
equipment. The plan is to 
await the new equipment 
resulting from the soon to 
be announced new ISO 
standard for these 
devices. 

· The main manufacturer of 
epidural equipment has 
withdrawn from producing 
nonluer equipment until 
the international standard 
design is set. There is not 
acceptable equipment on 
the market to convert to 
nonluer equipment for 
epidural nor regional 
anaesthesia. We are 
noncompliant with 
NPSA/2009/PSA004B like 
the great majority of 
Trusts. 

· Oncology has introduced 
nonluer devices for safe 
delivery of chemotherapy 
and are compliant with 
NHS/PSA/D/2014/002  

9 
3x3 

9 
3x3 

3 
3x1 

· Interim decision to continue to 
use the Luer devices which we 
have always used until the 
favored companies can assure 
us that they can provide the full 
range of ISO  compatible 
devices, allowing a complete 
move across to Non-Luer for 
spinal, epidural and regional 
blocks and infusions. 

· ISO have determined that an 
international standard for non 
luer connectors be introduced 
by 2015.  Therefore some 
manufacturers are ceasing 
production of non luer 
connectors until clarification of 
requirements by ISO 

· Standard has been agreed 
manufacturers are beginning to 
produce, once available will be 
trialed. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TOLERATE 

· n/a  Oct 
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Risk of patient injury 
following inpatient and 
outpatient falls in PHT 
care settings.   
Non compliance with 
nice cg161 preventing 
falls in older people 
(2013) & Quality 
Standard 86, 
Assessment after a fall 
and preventing further 
falls (2015)  
  
 

· Harm (moderate/ 
severe) patient 
harm 

· Significant patient 
injury e.g. fracture 
of long bones, 
head injury, 
hemorrhage 

· Increase in LOS 
and associated 
costs 

· Increase in 
morbidity and 
mortality due to 
direct and indirect 
consequences 
from fall 

· Organisational 
reputation – links 
to Coroner’s 
inquest findings 

· Financial impact 
on Trust due to 
litigation costs. 

· Increased burden 
of care for 
community 
partners post 
discharge 

· A Failure to meet 
national & local 
contractual 
benchmarking 
targets due to an 
increase in falls 
per 1000 occupied 
bed days 

 

Falls rate to remain below 
2.0/1000 bed days for 
moderate and severe harm 
incidents 
· Falls policy 
· Bedrail policy 
· Falls link champions 
· CSC based practice 
    educators 
· Falls risk assessments 

and associated patient 
specific action plans 

· Comprehensive falls 
prevention training for all 
relevant staff groups 

· Falls rates monitored at 
CSC and ward level by 
Trust Board, external 
partners and internally at 
CSC performance review 
meetings 

· Falls prevention 
equipment e.g. falls alarm 
monitors, HiLo beds, soft 
flooring etc.  

· Deep dive multidisciplinary 
root cause analysis and 
learning 

· Falls nurse specialist 
recruited and in post. 
 

12 
4x3 

12 
4x3 

8 
4x2 

· Falls prevention identified as 
key safety priority as part of 
Trust’s Sign Up to Safety 
Improvement pledges.  

· Inclusion of falls in Perfect Care 
Week campaigns 

· Optimisation of use of falls 
prevention equipment 

· Integration of falls risk into 
multidisciplinary patient risk 
assessment e.g. infection risk, 
rehabilitation needs etc.   

· Appropriate risk assessment 
and care planning, with 24 
hours of admission  

· Monitor action plans and audit 
sustained learning from 
incidents across CSCs.   

· Increased focus on cohort care 
and ECO 1-1 care for 
appropriate high risk patients. 

· Creating a falls strategy 
multidisciplinary group to 
promote & monitor falls 
prevention activities across the 
trust 

· An annual  trust wide falls 
prevention awareness week to 
promote falls prevention 
 

· Reporting/ 
monitoring by 
Patient Safety 
Steering Group and 
Patient Safety 
Forum  

· Monthly and 
quarterly quality 
report to Trust 
Board, external 
partners and CSC 
performance 
reviews 

· Monitoring of low 
harm and near 
miss falls to identify 
learning 

· Monitoring of 
complaints and 
claims as well as 
incident reporting to 
identify key 
themes.   

· A bi annual Falls 
prevention & post 
fall audit 

· Regular review of 
recommendations 
set by the Royal 
College of 
Physicians Falls & 
Fragility Fracture 
audit programme.  
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Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

9-1617 
 
 C

, Q
&

P
, R

 

Ju
ne

 2
01

3 

FAILURE TO 
ACHIEVE INTERNAL 
AND EXTERNAL SET 
QUALITY/PATIENT 
SAFETY 
IMPROVEMENTS  
High risk areas include 
· Achieving reduction 

in Red and Amber 
falls  

· Achieving reduction 
in Grade 3 and 4 
pressure ulcers  

· Reducing patient 
moves after 
midnight 

· Improvement in 
Friends and Family 
response rate 
 

· Reputational 
damage 

· Potential fines 
· Patient safety 
· CQC 

Compliance 

· Quality Performance 
measures 

· CSC performance reviews  
· Gov & Quality Committee 
· Patient safety Steering 

Group and associated 
Safety work streams 

· Quality Impact 
Assessments of CIP plans 
and transformation 
schemes 

· Clinical Effectiveness and 
mortality Steering Group 

· CSC Governance 
meetings 

· Quality Heatmap 
· Update 
· Monthly and Quarterly 

Board and G&Q 
Committee reporting 

· CQRM. 
 

8 
4x2 

8 
4x2 

8 
4x2 

· Monthly monitoring of internal 
and external standards 
commenced for new financial 
year 

· Update 
· Non-clinical patient moves 

after 2100hrs non compliant. 
Delivery of the Urgent Care 
Improvement Plan on-going to 
address this 

· No other risks to delivery to 
note 

 

· Gov and Quality 
Committee 

· Patient Safety 
Steering Group 

· Clinical 
effectiveness 
Steering Group  

· Patient 
Experience 
steering Group 

· CQRM and 
quality contract 
reporting 

· Quality heatmap 
and exception 
reports to Trust 
Board monthly 

· Quality report 
quarterly to 
Governance & 
Quality 

Dec  
2016 

Apr 
2017 
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UNINTENDED 
CONSEQUENCES TO 
DELIVERY AND 
QUALITY OF CARE 
DUE TO COST 
IMPROVEMENT 
PROGRAMME 

· Reputational 
damage 

· Patient safety 
compromised 

· Poor patient 
experience 

· Poor staff 
experience and 
engagement 

· Clinical 
outcomes 

· QIA metrics and tracker 
system hosted by PMO 

· MD/DN sign off of any 
QIAs 

· Performance monitoring 
framework 

· Trust performance and 
kit bag metrics 

· Governance structures 
· CSC level performance 

reviews 
· QIA process and 

associated policy  
· Quarterly exception 

reporting on risks through 
RAC 

· Monthly meetings with 
DoN and MD to sign off 
and discuss any QIAs 

· CSCs to report CIP 
impact and progress as 
part of regular quality 
reporting template to 
Governance and Quality 
Committee  
 

12 
4x3 

12 
4x3 

8 
4x2 

· All CSC CIP schemes as a 
result of 2016/17 business 
planning to be overseen by 
Transformation Team and 
approved by MD and DoN. 

· Review of QIAs to be 
undertaken by TDA and 
Director of Nursing 

· Review and revision of policy 
· Establish tracking system for 

CSC specific CIP initiatives 
 

· Governance and 
Quality 
Committee 

· SMT 
· Trust Board 
· Financial 

recovery Group 

Dec 
2016 

Apr 
2017 
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

11-1415 
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Concerns with the 
condition of health 
records and growing 
issue of production of 
temporary sets of 
notes 

 

· Unwieldy notes 
that present a 
clinical risk 

· Unable to store 
records to 
accepted 
standard and 
increasing 
clinical risk 
associated 

· Large volumes 
of temporary 
sets of patient 
notes are not 
marrying up with 
the main patient 
record  

· Clinical risk due 
to patient 
records not 
being held with 
the main record. 
 

· Good standards and 
controls for management 
of patient health records 
in the main library 

· Some culling is being 
performed 

· IGSG does monitor some 
of the issues raised 

· Review of all notes 
storage completed, plan 
has been instigated. 

· Health Records Steering 
Group  

· IDesktop in some clinics 
· New file with double 

flange being used for all 
new notes. 
 

15 
3x5 

12 
3x4 

6 
3x2 

· Fully scope the problem of 
notes being maintained 
separately to the main health 
record and being stored 
outside the main record 
library, and develop an 
associated plan and business 
case 

· Ophthalmology amalgamation 
to be raised as a cost 
pressure – but a plan has 
been devised 

· New project to be scoped by 
Clinical Support to improve 
issue around temporary sets 
of notes. 

· Eye note scanning on target 
for completion Apr 16 

· Plan underway with all CSC’s 
to reduce risk of temp notes  

· Looking to reorganize HRSG 
to include elements in the 
IGSG to allow Health Records 
transformation group. 

· Consider tolerating risk until 
E-Hospital Project and EPR 
worked through 

 
TOLERATE 

· Monitor through 
RAC 

· Monitor through 
IGSG 

· Monitor through 
CS CSC 
Governance 
meetings 

Dec 
2016 
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Blockage of sewage 
services leading to 
flooding within 
departments, mainly 
affecting paediatrics, 
renal and f level 
wards 
 

· Patient Safety 
· Ward 

Evacuation 
· Cancellation of 

elective activity 
· Infection hazard 
· Replacement of 

contaminated 
equipment 

· Trust reputation 

· Initial survey resulting in 
drain repairs, drain 
realignment and flushing 
where required. 

· Identified defects 
repaired 

· Completed 2012 drains 
survey 

· Flow tests undertaken: 
inappropriate items being 
disposed of through 
system: hand towels / pt 
wipes 

· Trial carried out with new 
degradable wipes, but 
due to financial 
constraints and 
macerator issues, will 
return to Conti wipes.  
Campaign is being 
launched to raise staff 
awareness. 
 

9 
3x3 

20 
4x5 

8 
4x2 

· CSL to educate all users to 
avoid overloading 

· Carillion to provide detailed 
reports for each blockage  

· Map of drains to be produced - 
drawings will be completed by 
end of March 16. 

· 1 alarm still to fit (Paeds ED) 
difficult to access.  Others all 
commissioned. 

· Further blockages have 
occurred and are being 
investigated - Carillion to 
produce reports. 

· Risk increased due to 
continued leaks and perceived 
lack of engagement from 
Carillion to mitigate. 

· Update 
· Further blockages during 

August (Paeds/MAU) 
· Carillion to install additional 

alarms 
· PHT to reinforce awareness of 

wipes/macerator issues. 
· Carillion to investigate increase 

in macerator water flow. 

· Incident 
reporting 

· Infection control 
monitoring 

· Patient 
experience 
working group 

 
 
 
 
 
 
 
 
 
 

Nov 
2016 

Dec 
2016 
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The trust fails to achiev  
key local and national  
Access standards and 
targets  
 
Excluding ed. 
 

· Patient 
experience 

· Patient safety 
· Quality/clinical 

outcomes 
· Trust financial 

position 
· Trust reputation 

· Weekly specialty PTL 
meetings led by CSC GM. 

· Performance team co-
ordination of breach 
position at Trust aggregate 
level 

· RTT compliance plans and 
35 week recovery plans 
for all “at risk” specialties –
reviewed weekly 

· Increased use of ISTC to 
support gaps in capacity 

· Theatre scheduling policy 
and cancellation day of 
surgery policy 

· Weekend operating 
sessions programme in 
place 

· OP transformation project 
led by TSO 

· Weekly assurance 
meeting chaired by 
Director of Ops/Scheduled 
Care/Head of 
Performance 

· Special Measures support 
provided to key specialties 
failing standard 

8 
4x2 

16 
4x4 

8 
4x2 

· Theatres transformation project 
led by PMO supported by 
Scheduled Care Improvement 
Board - and sponsored by 
Deputy COO and COO. 

· Investment provided to expand 
theatre capacity and workforce 
to support capacity gaps 

· Colorectal service recruitment in 
progress 

· Clinical validation and review of 
pathways commenced in 
Hepatology with positive impact. 

· Recruitment plans-superceded 
by strategic changes in spinal 
service.  Ongoing discussions 
with UHS, plan to centralize 
major spinal services at UHS 
2017 

· Recruitment in Urology Services 
progressing with 2 x 
appointments made.  One 
outstanding. 

· Update 
· Detailed RTT compliance 

recovery plans in place for key 
NHSi 

· Workforce gaps in Gastro being 
plugged with locum posts. 

· MEDINET employed to provide 
in house additional endoscopy 
capacity in Gastro 

· New pathways in hepatology 
implemented with positive 
impact. 

· Cardiology options recovery 
plans being developed 

· Recruitment to dermatology 
successful although lead time to 
start dates will not recognize full 
impact immediately  

· Activity plans to 
meet GURROO 3 
model. Including 
growth plans 

· Performance 
dashboard and 
weekly assurance 
meeting 

· Reports to NHSi, 
Commissioners 
and Trust Board 
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Repeated and 
prolonged 
overcrowding within 
ED results in poor 
patient experience 
compromised safety 
and impacts on staff 
wellbeing 
 
. 

· Clinical safety of 
patients 

· Reputation of 
Trust 
compromised 

· Patients not 
having initial 
assessments 
within 15 
minutes and not 
seeing doctor 
within one hour 
of arrival. 

· Financial 
penalties linked 
to ambulance 
handover times 
and non -
achievement of 
4 hour target 

· Poor privacy, 
dignity and 
overall patient 
experience as 
little or no 
facilities 
available in ED 
corridor, 

· Unsuitable 
environment for 
patients 

· Staff stress 
· Potential for 

increased errors 
· Inability to 

achieve 
Emergency care 
quality 
standards 

· 33 DTA 
breaches in 
May 16 

· CSC Strategy 
· PHT Unscheduled Care 

Quality Improvement Plan 
ratified by UCB and PHT 
Trust Board  Phase II with 
implementation timetable 

· 12 Hour escalation 
process in place 
(standard: no patient to 
remain in ED for >12 
hours) 

· Enhanced role of ED 
Nurse in Charge to reduce 
4hr breaches 

· Ambulatory Emergency 
care to be moved to 
dedicated ring fenced area 

· AMU Orange – 22 beds to 
be  re-introduced to 
assessment bed stock to 
allow post taking to move 
from ED and off 4hr clock 

· Introduction of ‘PIT Stop’ 
· Implementation of a Full 

Capacity Protocol 
· Opening of 32 winter beds 

in December 
· Launch of SAFER 

 

25 
5x5 

 
 

25 
5x5 

 
 

12 
4x3 

· Review and enhance MDT 
Discharge Processes to 
increase daily discharge 

· Medical wards to review 
criteria for admission 
increasing availability of bed 
stock to ED/AMU 

· Mapping of frailty pathway 
commenced to agree WHE 
frailty strategy 

· Auditing of internal 
professional standards 

· Bring forward discharges 
earlier in the day, in line with 
the national profile 

· Increase discharge to assess 
capacity at home/ in the 
community for AEC/ AMU and 
medical wards to access 
quickly to prevent admission 
and speed up discharge 

· Spot purchasing interim 
nursing home places to reduce 
MFFD numbers 

· A&E escalation plan reviewed 
and implemented 

· New Urgent Care Plan being 
implemented  

· New discharge lounge opened 
to accommodate bedded 
patients 

· New short stay pathway 
implemented  

· Go live with short stay medical 
unit 1st June 
 
 

· ODG 
· Trust Board 
· Reviewed at 

Trust Recovery 
Group and 
monthly by TDA 

· Operational 
Delivery Group 

· Transformation 
programme 
commenced 

· Plan monitored 
weekly by Urgent 
Care Quality 
Improvement 
Group and 
chaired by COO. 
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PREDICTED (RESIDUAL) RISK 
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MONITORING 
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Date 

Final 
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date for 
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n of risk 

RAG 
rated for 
progress 
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

16-1516 
 
 

C
//F

/Q
&

P
/S

D
 A

ud
it 

/ I
nc

id
en

t 

Ju
l 2

01
3 

Quality of data 
produced and 
provided for use in 
internal performance 
reporting and for 
external reporting 
may include 
inaccuracies (data 
entry and/or 
reporting) 
 

· Patient safety  
· Trust reputation is 

undermined 
· Financial penalties 

associated with 
loss of CQUIN or 
fines due to 
contract 
requirements, 
impacts on overall 
Trust financial 
position 

· Incorrect data 
affects decisions 
for operational 
management and 
business planning 
 

· Data Quality Steering 
Group meets monthly and 
all CSCs and Information 
Asset Managers report on 
their compliance with local 
and national standards 
annually.  

· Exceptional issues will be 
fed into SMT, including an 
annual DQ Report to Trust 
Board 

· Data Quality Reporting 
Dashboard provides a 
local replica of the national 
SUS Data Quality 
Dashboard at CSC and 
Specialty level. 

· Standard Operating 
Procedures in place for 
routine internal reports, 
covering data quality 
checks and sign-off. 
 

12 
4x3 

8 
4x2 

8 
4x2 

· On track to mitigate risk to 
target residual score by end of 
June 16. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TOLERATE 

· Data validation 
exercises 

· Regular reporting  
to Audit Committee 

Oct 
2016 

N/A 

M
 K

el
la

gh
er

  
 A

ud
it 

C
om

m
itt

ee
 



ID/CQC 
Ref 

TY
PE

 / 
SO

U
R

C
E 

D
A

TE
 O

PE
N

ED
 

RISK DESCRIPTION IMPACT ACTIVE CONTROLS 
ALREADY IN PLACE 

IN
IT

IA
L 

R
IS

K
 R

A
TI

N
G

  
(C

 X
 L

) 

C
U

R
R

EN
T 

R
IS

K
 R

A
TI

N
G

  
(C

 X
 L

)  

PR
ED

IC
TE

D
 R

ES
ID

U
A

L 
R

IS
K

  
R

A
TI

N
G

 (C
 x

 L
) 

ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

17-1617 
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At times of high 
capacity decisions are 
made to move patients 
out of their specialty 
foot print for the 
provision of their care.  

· Patient safety is 
potentially 
compromised 
as a result of 
care on non-
specialist outlier 
ward  

· Dilution of 
specialty clinical 
staff (outliers 

· Increased 
likelihood of 
delay in patient 
journey  

· Difficulty in 
identifying 
suitable patients  
can result in 
complex 
patients being  
moved thereby 
increasing the 
risk 

· Financial risk 
associated with 
outlaying to G5 
(PPU) 

· Daily list of patients that 
are outlied produced and 
medical team review daily  

· Clinical staff undertake 
individual decision making 
process for each patient 
moved 

· Outlay to G5 criteria 
QA@H and referral criteria 
extended to cover social 
care, bridging gaps 

· D2 - acute General 
Medicine admissions ward  

· G1 commissioned 
Improved access of 
community beds and spot 
purchase capacity 

· Additional Consultant 
Ward rounds in Medicine 
at weekends allow earlier 
discharge 
decisions/actions and 
reduce risk of outlaying 

· Medicine outlier 
discharges tracked daily 
via the Medicine CSC 
discharge audit tracker 

· Non-Clinical Moves after 
Midnight reported daily by 
DHM, these are captured 
and included in the 
monthly report to Trust 
Board. 

· Daily monitoring of Target 
– to achieve no greater 
than 30 outliers 

· D3 General Medicine 
Ward is now a ‘step-down’ 
facility for Medicine CSC. 

· Non-Clinical Moves before 
and after 2100 are being 
monitored wef 1st 
September 2015 

· E4 ‘step-down’ facility for 
MOPRS CSC 

 
16 
4x4 

 

 
16 
4x4 

 

12 
4x3 

· Daily discharge targets  agreed 
across the Trust with focus on 
discharges before 1300 and 
before 1400. Key target –30% 
of all daily discharges  achieved 
by 1300 and 50% by 1400. 
Monitored daily 

· Daily monitoring of Target – to 
achieve no greater than 30 
outliers. 

· Simple Discharge Working 
Group now in place focusing on 
achievement of daily discharge 
targets 

· Fortnightly High Impact Change 
Meetings with CSC to ascertain 
achievement against key 
actions agreed at Urgent Care 
Quality Improvement 
Programme 

· Launch of Bedview2 to improve 
communications around 
discharge 

· Early Bird Discharge (IDB) work 
continuing  – targets have been 
set for all CSCs, performance 
against targets are reported 
daily and performance managed 
though CSC Performance 
reviews  

· Community partners agreed 
targets for 7 days discharge of 
complex discharges 

· Review of PHR escalation 
policies 

· Implementation of a full capacity 
protocol 

· Review of system escalation 
policy 

· Creation of a short stay medical 
model and D2a capacity in the 
community 

· Working with ECIP to improve 
· Re launch of SAFER Discharge 

Bundles  

· Through CSC 
governance 
monthly reviews 

· Monitoring IDB 
performance on 
weekly basic as 
part of Trust 
Recovery Group 

· IDB Meetings are 
taking place twice 
weekly at 
1030am, actions 
are chased hourly 

· Medicine and 
MOPRS outliers 
numbers continue 
to be monitored 
daily and are 
reported via the  
weekly Back Door 
Tracker 

· Performance is 
discussed weekly 
at Operational 
Delivery Group 

· Weekly 
monitoring of daily 
unscheduled 
admissions via 
ED that result in a 
LOS <24 hours 

· CSC Performance 
reviews  
 

Sep 
2016 
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2016 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

19-1617 
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Core Cancer 
Waiting time 
standards: 
 
2WW Referral  
 
31  Day Diagnosis to 
Treatment  
 
31 Day Subsequent 
Cancers to treatment  
 
31 Day Subsequent 
anti cancer drugs 
 
31 day subsequent 
radiotherapy  
 
62 day referral to 
treatment  
 
62 day screening to 
treatment  
 

· Patient safety and  
clinical outcomes 

· Delayed treatment 
planning  

· Financial 
penalties  applied 
by commissioners 
as per recently 
issued Contract 
performance 
notices 

 

· CSC Level: 
Weekly PTL meetings with 
clinical leads of tumour sites 
and CSC rep to track 
progress of patients on 
cancer pathway 
 
Weekly review of full PTL in 
Waiting List Assurance 
Meeting 
 
Monthly review of Cancer 
Improvement plan through 
CSC Governance Structure 
 
Analysis of RCA, themes 
shared and form part of 
improvement plan 
  
· SAAM    
Weekly assurance meeting 
with forecast planning and 
triggers for escalation, 
including trajectories for 
delivery of at risk sites e.g.  
Urology 
 
· Cancer Steering Group: 
Monthly steering group 
receives specialty updates, 
CCG attendance  

 
· Network Support: 
Detailed work on clinical 
pathways to improve ability 
to deliver wait times 
consistently dependent on 
network and national input –  
 
· Inter provider: 
Escalation of late inter-trust 
referrals through Director of 
Operations -scheduled care 
Pathway review across sites.  

8 
4x2 

8 
4x2 

8 
4x2 

· Capacity: 
On-going recruitment for 
Consultant Urology surgeon - 
currently back filled by Locums 
 
 
CSC to produce potential 
rationalisation proposal for Board 
to manage the long term increase 
in overall demand on urology 
services 
 
Cancer management structure 
including MDTC reviewed and 
implemented [Lead Nurse & 
General Manger] Communicated 
via DoN 
 
Medium term solution for breast 
2ww symptomatic capacity 
developed and implemented 
continues to be tracked via SAAM 
& CSG.  
 
· Training & Development: 
Cancer access policy review 
complete and ratified 
 
· Information: 
Development of dashboards by 
tumour site part of Information 
Services schedule of work 
 
Root Cause Analysis completed 
across all sites 
 

 Access: 
New 2WW referral forms, with 
enhanced guidance on criteria for 
referral only implemented 01 June 
16 
 
· Governance & Assurance  
Reinstatement of monthly cancer 
steering group to include D of Ops 

 
 

· Annual training on  
Cancer Access 
policy for all staff 
involved in 
managing cancer 
pathways  

· Cancer remedial 
action plan being 
delivered and 
reported to CCG 
monthly 

· Improved visibility 
and tracking of 
long waiting 
patients and 
significant 
reduction in 
numbers 

· Improved ability to 
predict 
performance 
accurately 

· Cancer 
improvement plan 
reviewed  

· Monthly cancer 
steering group to 
include D of Ops 

Dec 
2016 

Mar 17 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

20-1415 
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Review  of delivery of 
colorectal service 
model of care to 
achieve optimum 
patient experience 
Current workforce 
instability impacting 
on delivery of required 
performance 

· Poor quality of care 
and patient 
experience 

· Failure to meet 
RTT and cancer 
targets 

· Service and Trust 
Reputation  

· Reputational impact 
on successful 
recruitment 

· PLL meetings for RTT and 
Cancer 

· Mediation agreement 
reached June 2014 

· Changes in established 
consultant workforce over 
last 3 month. 

· Service moved back to 
CSC management with 
change in General 
Manager and Chief of 
Service. 

· Recruitment to substantive 
consultant post x1 
successful.  Further 
recruitment planned to 
close vacancy gap 

· Development of current 
nurse practitioner to 
surgical assistant 
commenced to support 
service delivery. 

· Change of nurse 
leadership on inpatient 
ward base and interim 
head of nursing having 
significant positive impact 
on standards and morale. 

12 
4x3 

16 
4x4 

8 
4x2 

· Continuing actions to manage 
waiting times for cancer and 
RTT patients 

· Recovery plan in place for RTT. 
· Additional activity for outpatient 

clinics being undertaken ad hoc 
basis 

· Requirements of work patterns 
of consultant team members 
identified by MD and awaiting 
final outcome 

· Cancer pathways to receive 
external support, benchmarked 
regionally to improve delivery.  – 
delayed by network.  Alternative 
resource being explored 

· Enhanced recovery programme 
being reviewed and relaunched 
by external specialist nurse, 
supported by lead clinicians to 
improve patient experience and 
length of stay 

· Detailed job planning 
programme to commence 
November 2015  - delayed until 
Jun 16 pending substantive 
appointments - One consultant 
substantively appointed from 
existing locum team. 

· Recruitment of replacement 
fellow underway 

· Review by 
Executive team 

· Regular meetings 
with Chief of 
Service and 
General manager 
of CSC 

· CSC monthly 
performance 
reviews. 
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2016 
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2016 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

21-1617 
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MENTAL 
CAPACITY ACT 
(MCA) AND 
DEPRIVATION OF 
LIBERTY 
SAFEGUARDS 
(DoLS) post 
Supreme Court 
Ruling setting out 
an ‘Acid Test’ for 
DoL: 

· Potential to 
unlawfully deprive 
a patient of their 
liberty 

· Breach of CQC 
Regulations 

· Breach of NHS  
Contract 

· Potential legal 
action  for 
unlawfully 
depriving someone 
of their liberty 

· Reputational 
damage 
 

· Trust MCA and DoLS 
Policies 

· Safeguarding Policy 
· MCA and DoLS training 
· Increased safeguarding 

adult resource to 
support clinical teams 
and decision making 

8 
4x2 

8 
4 x 2 

8 
4x2 

· CSCs to review recent MCA 
and DoLS audit and ensure 
delivery of local action plans 

· Continued focus on enhanced 
level MCA/DoLS training 

· Investigation of any cases of 
unlawful DoLS for 
organisational learning 

 

· Quarterly Board 
exception reports – 
number of 
applications, 
declaration of any 
unlawful DoL 

· CSC monthly 
Safeguarding 
reports 

· Monitoring by CSC 
Governance, Trust 
Safeguarding 
Committee and  
monthly Adult 
Safeguarding 
Leads meeting 

· Analysis of trends 
and data within 
Quarterly 
Safeguarding 
reports 

· Quarterly Board 
reporting 
 

Dec 16 
 

March 17 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

23-1617 
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The NHSP/agency fill 
rate for registered 
nurses is currently 60 
– 70% 
Aggressive UK 
recruitment continues  
along with further 
overseas recruitment 
Vacancy rate within 
the trust currently 7%  
Need to staff additional 
capacity continues 
NHSi agency rate caps 
have been 
implemented with no 
negative impact on 
shift fill 
Update 
EU recruitment has 
declined following 
introduction of IELTS 
requirements 
International 
Recruitment has 
approx. 1 year lead 
time. 
Decline in uptake of 
University Nursing 
degree course 2016. 
 

· Quality and 
safety of patient 
care.  

· Clinical wards 
are staffed with 
a lower level of 
permanent staff, 
impacting on 
quality of care 

 

· Provision of Senior 
Nurse/Matron cover over 
24 hour period to ensure 
patient care and escalation 
process to request 
temporary staffing from 
NHSP and other agencies 

· Re-allocation to wards of 
other clinical staff from non 
ward based nursing duties 

· Partner organisations work 
with PHT to reduce extra 
capacity 

· Non Framework agencies 
now removed from agency 
cascade, exception 
requiring Executive 
approval 

· On-going NHSP and Trust 
recruitment for band 5s 
from the EU 

· NHSP and agency staffing 
is filling the vacancy gaps 

· Extra capacity staffing 
being supported by all 
CSC’s. 

· Monthly reporting of 
staffing at ward level to 
Trust Board 

· Budget reset of all ward 
based staffing 

· Monthly roster clinics to 
maintain efficient rostering 

20 
4X5 

9 
3x3 

9 
3x3 

· Monthly monitoring through 
vacancy and temporary 
reporting 

· Other permanent PHT staff 
support clinical ward teams 
where feasible/practical 

· Continued recruitment to 
identified and agreed vacancies 
overseen by lead nurse for 
workforce 

· Quarterly overseas (EU) RN 
recruitment with NHSP to cover 
vacancies  

· Rolling advert for ED (120 per 
year). 

· Part of Wessex Adult Nursing 
Task and Finish Group to 
monitor adult nursing numbers 
and determine commissions for 
adult nursing. 

· Ongoing project to recruit to 
establishment 

· 2016/2017 Recruitment plan in 
place incorporating on going  
monthly adverts 

· Trainee Assistant Practitioner 
(Nursing) in post (2 year course) 

· Update 
· International recruitment 

commenced with 1st small 
cohort arriving in Jul 2016 

· Workforce Sister to focus on 
recruitment in place 
 

· Daily senior 
nurse monitoring 
meetings 

· Operations 
report x 3 daily 

· Daily written 
report from 
staffing and duty 
matron detailing 
actions to ensure 
safe care 

· Weekly 
monitoring of 
recruitment by 
Lead Nurse for 
Workforce. 

· Weekly staffing  
planning meeting 

· Weekly 
monitoring of 
current staff in 
post, temp use 
and number of 
extra beds 

· Weekly 
monitoring of 
agency cascade 
and impact of 
changes 

· Weekly 
monitoring of 
temp staffing 
utilization 

· Weekly roster 
clinics 

· Update 
· NQB monitoring 

Dec 
2016 

Apr 
2017 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

24-1617 
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Completion of face-to-
face essential skills 
training falls below 
85% which is the 
acceptable level to the 
trust board: 
 
This includes: 
Fire awareness 
August 16 – 69.8% 
Basic life support 
August 16 – 75.7% 
Violence and 
Aggression Training 
(Conflict Resolution) 
August 16 – 77.6% 
Mental Capacity Act 
(new) 
August 16 - 76.4% 
IG (Target 95%) 
August 16 – 88.5% 
 

· Basic training that 
is deemed 
essential is not 
completed leading 
to clinical risk 

· Staff not provided 
with the 
necessary 
knowledge to 
undertake their 
roles successfully. 

· Lack of fire 
awareness likely 
not to comply with 
Hampshire Fire 
Brigade 
potentially leading 
to enforcement 
action on the 
Trust .  

· Staff morale with 
the Trust being 
seen not taking 
the personal 
safety, health and 
well-being of our 
employees 
appropriately. 

· Lack of provision 
at end of year for 
those requiring 
training 

· Waste of 
resources 

· Noted as an area 
for improvement 
in NHS Protect 
Inspection June 
2015 

· Update 
· Potential for 

compensation 
claims by staff 
lacking required 
skills e.g. conflict 
resolution training. 

· Compliance is monitored 
through the monthly 
performance review 
meetings with each CSC. 

· Compliance is reported to 
the Trust Board monthly. 

· Training is being delivered 
by the appropriate teams 
including ESR support with 
data entry 

· DNA notification sent to 
manager via ESR 
workflow. 

· DNA report to manager on 
a weekly basis via email 

· Quarterly Education 
Dashboard identifying 
trend by CSC and 
programme 

· HR Dashboard provides 
CSCs/Managers/Practice 
Educators with current 
intelligence on staff 
compliance 

· Update 
· Total essential skills 

compliance increased in 
August to 89.3% . 
However face to face 
training below target -  Fire 
Safety Training least 
compliant at 67.6%. 

· Staff sent reminders by 
text of booked training to 
reduce non attendance. 

12 
4x3 

 

 12 
4X3 

 

4 
4x1 

 

· Bespoke sessions can be 
requested by the CSCs from 
training and development 

· CSCs significantly below 
compliance in any area to 
monitor through local risk 
registers 

· Additional sessions for Conflict 
resolution Training have been 
procured and cascade trainers 
developed. 

· Study Leave and relocation 
expenses are only approved for 
trainee doctors if in date with 
their Essential Skills 

· L&D Policy updated to make 
explicit requirement to maintain 
the currency of Essential Skills 
otherwise other study/learning 
activity will not be approved 

· Learning Agreement (for 
externally funded programmes) 
requires learners to provide 
evidence that they are up to 
date with Essential Skills  

· L&D highlight medical and 
dental non-compliance with 
CSC management teams 

· L&D to instigate poster 
campaign to reinforce message 
on why it is essential. 

· Individuals to be performance 
managed who have not 
achieved their essential skills 
and this will affect incremental 
pay progression. 

· Monthly 
performance 
review meeting 
process with 
CSC’s. 

 

Dec 
2016 

April 
2017 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 
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MONITORING 
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RAG 
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

26-1617 
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The Trust is unable to 
achieve its target 
financial position for 
the year  2016/17 of a 
planned surplus of 
£1.2m on Income and 
Expenditure 
 

· Potential for  
intervention 

· Potential for 
liquidity (cash) 
problems 

· Potential for  
measures being 
required that 
might risk posing 
a detrimental 
effect on services 

· Reputational, 
perceived as a 
failing 
organization 

· Breach of 
Sustainability & 
Transformation 
Plan breach and 
loss of allocation 

 

· Monthly performance 
meetings: Finance 
reporting and monitoring 
mechanisms  at CSC to 
Board level  

· Pay: Controls include, 
budget monitoring and 
control, temp staffing 
review meetings and 
Executive sign off for 
temporary posts and 
corporate recruitment 
requests. 

· Non Pay: Controls include 
budget monitoring, agreed 
authorisation levels and 
technical approvers for 
specific categories.  

· Income & Contract 
Penalties (inc  CQUIN): 
Controls include, contract 
monitoring reports and 
meetings, income 
assurance group with 
CSC’s.   

· Regular CQUIN meetings 
with CSCs to assess 
performance. 

· CIP programme: Controls 
include monthly reports 
and Delivery Unit 
oversight. 

· Controls include budget 
monitoring and monthly 
performance reviews with 
Exec team 

· Visibility of Financial 
Information through 
Qlikview  

12 
4x3 

12 
4x3 

12 
4x3 

· Rolling forecast to be regularly 
updated and subject to rigorous 
review and challenge at 
reinforced monthly performance 
meetings  

· Delivery of the plan to be 
reviewed and monitored at the 
Finance and Performance 
Committee 

· Additional CSC meetings with 
the Chief Executive to review 
discretionary spend and further 
opportunities  

 
 
 

· Monthly reporting 
to all relevant 
meetings (EMT, 
SMT, Finance and 
Performance 
Committee & Trust 
Board) 

· Greater CSC 
Scrutiny at 
Finance and 
Performance 
Committee re 
action plans and 
assurance of 
recovery of the 
position 

Oct 
2016 

Mar  
2017 
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PREDICTED (RESIDUAL) RISK 
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RAG 
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R
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

27-1617 
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 2
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· The trust is unable 
to maintain 
sufficient 
liquidity/cash 

· Potential for 
NHSi 
intervention. 

· Potential for 
measures being 
required that 
might have a 
detrimental effect 
on services. 

· Reputational - 
perceived as 
failing 
organisation. 

· Interest is 
charged on all 
temporary DH 
financing from 
April 2015 

· Daily updates to actual 
cash flow and monthly 
update to forecast. 

· Regular reporting  to 
Finance and 
Performance Committee 
and Board, via 
Integrated Performance 
Report. 

· Working Capital being 
reviewed regularly 

· Update 
· A request has been 

made to increase the 
limit on the Trust’s 
Interim Revolving 
Working Capital Facility 
to reflect 2015/16 daily 
expenditure rates.  If 
approved, the revised 
limit would be £42m. 

12 
4x3 

12 
4x3 

12 
4x3 

· Monitoring of cash performance 
against detailed plan under 
various scenarios. 

· Ongoing review and 
management of working capital 
balances. 

· Once DH/NHSi confirm long 
term financing arrangements for 
2016/17, work with NHSi to 
finalise long term financing 
requirements. 

· Update 
· Application for interim facility to 

be increased to £42m (to reflect 
30 days expenditure at 2015/16 
levels) 

· Monthly reporting  
to Finance and 
Performance 
Committee and 
Trust Board. 

· Monthly and 
Quarterly reporting 
to NHS 
Improvement. 

Oct 
2016 

Mar 
 2017 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

30-1617 
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Failure to maintain the 
stroke service pathway  
· Thrombolysis door 

to needle time 
· Maintaining 

90%direct 
admission and 90% 
LOS 

· Lack od strike follow 
up clinic 

· Gaps in Consultant 
rota and Locum 
recruitment at Trust 
rate cap 

· Access to timely 
Radiology 

· Door to Stroke Unit 
in 4 hours due to 
Unscheduled Care 
pressure 

· Staffing levels at the 
correct skill mix on  
HASU including 
continuity of 
Consultant care 

· Reduced Rehab 
Therapy areas 
(Gym and Day 
Room)  

· MDT assessment 
(SLT provision) 

· Discharge 
processes 

· Potential for patient 
harm and poor 
patient experience 
due to: 

· Delay door to 
needle time 

· Failure to meet 
national targets and 
quality indicator 

· Negative impact on 
SSNAP score 

· Increase in 
aspiration 
pneumonia 

· Delay in 
recognizing 
thrombolysis 
complications 

· Failure to meet 
national standards 
level 2 nursing care 

· Reputation to 
Trust/Stroke 
Service 

· Failure to achieve 
Best Practice Tariff 

· Unsafe working 
hours for 
Consultants when 
acting down 

· Stroke mortality 
higher than 
expected for 
previous quarter 
 

· New SPR rota 
commenced 06/02/15 

· Nursing recruitment / 
training  - gap closing 
gradually 

· Business case has been 
approved to increase 
nursing staff levels – 
needs annual review 

· Increase  to Stroke nurse 
Coordinator/ reviewing 
current skills and training 
required 

· Robust governance 
structure to review patient 
pathway 

· Escalation to medical 
director 

· Increased bed capacity by 
swapping F2/ F4- 
completed July 2015 

· Stroke Access policy now 
ratified and in circulation. 

· Work in progress to 
establish MDT follow up at 
6 weeks 

· Interim CD in place May 
2016 

· Additional Stroke 
Specialist Nurse in place / 
reviewing current skills 
and training required 

 

20 
5x4 

20 
5x4 

 
10 
5x2 

 

· Stroke action plan being 
updated to focus on current 
priorities 

· Door to needle pathway and 
Door to Stroke Unit pathway 
pilot in place jointly with Trusts, 
ambulance service and PHT 
stakeholders to improve the 
Stroke pathway 

· Training in progress for nursing 
staff / Stroke Specialist Nurse 

· SSNAP key issues identified to 
improve performance for 
quarter Jan-Mar16 

· On-going discussions with ED 
to improve thrombolysis 
performance 

· Ward will be fully recruited to, 
however the skills of the staff 
need developing as they are 
very junior 

· Meeting planned with key PHT 
stakeholders and MOPRS to 
review patient flow / escalation 
arrangements, with the aim of 
improving door to Stroke Unit 
times 

· Plan to review nurse staffing to 
bring in line with National 
Stroke Standards for high care 
beds 
 
 
 
 
Request to remove risk back to 
CSC 
 

· Dr Foster data 
scrutiny 

· Monthly 
thrombolysis review 
meeting and 
mortality meetings 

· Ongoing monitoring 
of patient 
experience via 
complaints and 
Friends and Family 
Test. 

· SSNAP data 
improved from E to 
D (January-March 
Data) 

· Ongoing monitoring 
of SLEs (safety 
learning events) 
raised by Service/ 
Clinical Support 
CSC 

· Stroke Operational 
Group reviewing 
and escalating to 
MOPRS SMT 

·  

Sep 
2016 

Oct 
2016 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 
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Final 
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date for 
mitigatio
n of risk 

RAG 
rated for 
progress 
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

32-1617 
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· QA@Home  – Lack 
of pharmacist 
capacity to deliver 
ongoing clinical 
service to all patient 
safety and 
monitoring of 
medication. 

· Patients discharged 
rather than 
transferred therefore 
unable to have 
accurate patient list.   

· Increase demand for 
NOMADS for 
patients awaiting 
Social Care 

· QA@home 
increases demand 
on pharmacy 
resources and 
expenditure. 

· Suggested increase 
to 30 beds puts more 
patients at risk of 
harm from 
medication errors 

· Potential harm 
to patients due 
to lack of 
pharmaceutical 
optimization 

· No definitive list 
of patients 

· Increased work 
load for 
pharmacy and 
consequential 
knock on effect 
on nursing staff 
due to lack of 
single access 
point 

· Delay in 
dispensing of 
changes to 
prescriptions for 
patients at 
QA@home 

· Patients TTOs 
dispensed at time of 
transfer to QA@home 

· Complex patients 
requiring NOMADS will 
not be frequent users of 
the service 

· All patients accessing 
QA@home for IVabs 
will be reviewed by 
Microbiology prior to 
transfer 

· No patients will be 
transferred on regular 
aminoglycosides 

· Weekly microbiology & 
pharmacist review of 
patients on IVabs 

16 
4x4 

12 
4x3 

8 
4x2 

· Appointment of pharmacist to 
cover QA@Home patients is 
only possible mitigation from 
Pharmacy perspective 

· Business case for a link 
pharmacist resource for 
QA@home has been written 
and for further development.   

· Requires further discussion 
regarding service provision 
expansion and funding stream.   

· Appointment of pharmacist to 
cover QA@Home patients - job 
description complete, requires 
WSC approval. 

· Update 
· Awaiting approval of business 

case. 

· Review at 
QA@H 
Governance 
Committee. 

· Safety Learning 
event report 
monitoring. 

Dec 
2016 

Apr 
2017 
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PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
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E 

On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

36-1516 
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Currently there is a 
high  risk around the  
identification of 
clinicians and doctors 
taking responsibility 
for blood tests and 
the lack of audit and 
review around filing 
and viewing results.  
 
There are 2 systems 
in place to review 
blood review results 
but APEX cannot log 
information as to who 
reviewed the results.  
ICE can produce 
audit trails but we 
need to ensure 
Doctors are checking 
results daily. This is 
currently not 
happening. 

· Patient safety, if 
results are not 
checked in a 
timely manner.  

· No audit trail if an 
incident happens. 

· ICE instead of APEX for 
external partners has been 
instigated 

· IT department educated 
as to licence allocated 

 
 

 
15 
3x5 

 

 
15 

3x5 
 

 
9 

3x3 
 

· Addition of specific software to 
the ICE system which will allow 
for electronic flagging of results 
to individual doctors 

· Awaiting costings from company 
and then there will be 3 month 
implementation 

· Project lead to 
monitor and 
complete outcome 
of review 

· Risk assurance 
committee to 
monitor 

· Issue resolved for 
radiology 
investigations 
 

Oct 
 2016 

Dec 
 2016 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

39-1516 
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Insufficient theatre 
capacity to meet 
planned demand 

· Increase in 
patient delays 

· Inability to meet 
18 week RTT 
target 

· Increase in 
complaints 

· Financial liability 
if fail to achieve 
targets 

· Trust reputation 
· Inability to 

provide 
sustainable 
cancer services 

· Re-wiring 
schedule has 
additional 
impact on 
session 
availability 

· Reviewed as part of 
business planning and 
additional list requirement 
remodeled  

· Active management of 
PTL by Access centre 

· Activity and performance 
data reviewed by CSC 
Board weekly 

· Additional list 
requirement submitted to 
executive team. 

16 
4x4 

16  
4x4 

8 
4x2 

· Capacity shortfall in some 
specialties remains, additional 
lists arranged for backlog 
clearance 

· Business Plans for 16/17 
indicate significant shortfall 
even further from current 
position. 

· All stood down lists reviewed 
through TTRG to maximize 
session pick up 

· Review of process being led by 
Director of Strategy 

· Options for expansion of 
capacity with support from 
external investment being 
considered by Director of 
Strategy. 

· Review of capacity shortfall 
underway with commissioners 
to explore alternate solutions 
associated with changes in 
pathways/outsourcing etc. 

· WLI Saturday sessions still 
plugging gap. However at risk 
of delivery due to changes in 
premium payments for AfC 
workforce – phased approach 
developed to mitigate. 

· Review of process being led by 
Director of Strategy 

· Rewiring schedule has been 
put on hold to support delivery 

· Weekly PTL 
meeting 

· Waiting list 
review 

· CSC 
performance 
reviews 

Oct 16 Aug 16 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

40-1516 
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Physical and 
operational fire 
precaution 
deficiencies. 
(Maybe identified ad 
hoc or by programmed 
risk assessments) 

· Patient and staff 
safety. 

· Potential ignition 
spread and/or 
delayed 
detection of fire. 

· Potential for 
inadequate 
response to fire 
incident 

· Potential 
enforcement 
action by 
Hampshire Fire 
and Rescue 
Service (HFRS) 
under Fire 
Safety Order 

· Scale of works 
identified  is 
large and 
rectification will 
be disruptive 
and prolonged. 

· Fire risk assessments 
completed and mitigation 
actions underway. 

· Follow up actions are 
identified prioritized and 
monitored to completion. 

· Planned preventative 
maintenance in place. 

· HFRS Alterations Notice 
in force to ensure FPs 
are not compromised. 

· New build fire stopping 
deficiencies completed. 

· Fire risk review meetings 
are set up to determine 
actions required from risk 
assessments. 

8 
4x2 

8 
4x2 

4 
4x1 

· Prompt attention to 
deficiencies as they are 
identified without initial 
recourse to commercial 
liability. 

· On-going progress with 
identified works and monitoring 
of life cycle programme. – this 
will take a number of years to 
complete 

· Retained Estate residual fire 
stopping issues works 
scheduled for completion June 
2016 

· Update 
· Scheduled works are ongoing 

and on target for completion. 

· Monthly fire 
issues meetings 
(PHT/CSL/THC) 

· Monthly FRA 
review meetings 
(PHT/CSL/THC) 

· Agenda item at 
Liaison 
meetings. 

· HFRS audits. 
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2016 
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PREDICTED (RESIDUAL) RISK 
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date for 
mitigatio
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RAG 
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 
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Lack of reporting 
capacity in 
radiology to report 
ED and MAU plain 
films. 

· Impact on 
patient outcome 
through missed 
or delayed 
diagnosis. 

· Trust reputation 

· Whilst the PHT plain film 
reporting and evaluation 
policy states Diagnostic 
Imaging will undertake the 
routine reporting of 
Emergency department 
“normal” examinations, it is 
recognised that there is 
insufficient capacity to 
deliver this. 

· The Emergency 
Department are aware that 
advice can be sought via 
the Radiology Access Unit 
and the results service for 
any images where an 
immediate radiological 
opinion is required.  

· In addition, whilst 
radiographers do not 
provide a radiological 
opinion they will, if able, 
highlight pathology to the 
referrer. 

20 
4x5 

20 
4x5 

8 
4x2 

· Contact other Trusts to see 
how they have addressed 
Plain film reporting capacity. –
completed 

· Paper being prepared for 
presentation at EMT 

· Paper submitted to EMT with 
further update, awaiting 
feedback. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
TOLERATE 

· CSC Clinical 
Governance 
Meeting 

· Operational 
Board 

· RAC 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 

43-1516 

C
/Q

&P
/S

D
/R

  -
 N

at
io

na
l 

N
ov

em
be

r 2
01

5 

The BMA continues to 
undertake regular 
industrial action 
relating to the now 
imposed junior doctors 
contract. 
Update 
The new contract has 
been finalised. It is 
effective from 3 August 
2016.  The first Trust 
junior doctors to be 
issued with the new 
terms and conditions 
from 5 October 2016. 
Full implementation by 
August 2017 
There is  further junior 
doctor industrial action 
planned for  October, 
November and 
December 
Initial indications are 
that the cost of the 
contract will be 
approximately £1 
million on the pay bill – 
full year effect. 

· Junior Doctors not 
available to look 
after patients 
leading to 
significant issues 
with patient care 

· All targets being 
compromised. 

· Increased cost of 
new contract. 

· New rotas 
probably required 
for all areas, 
potential shortage 
of time and 
resource to 
implement. 
 

· CSCs are managing the 
individual periods of 
industrial action well, but 
targets are being 
compromised. 

· Update 
· Finance allocated pay 

reserves to mitigate the 
cost of the contract. 

· Regular communication 
with BMA regarding any 
potential action. 

· Additional resource within 
HR to design new rotas 
and support 
implementation of the 
contract. 

 
 

16 
4x4 

 
 
 

16 
4x4 

 

 
12 

4X3 
 
 

· Continue working with staff 
side to minimize impact.  

· Working group established to 
look at potential 
consequences of the new 
contract for the Trust. 

· Update 
· Emergency Planning to lead 

CSC’s plans to reduce risk 
during industrial action. 

· Regular communication with 
junior doctors to ensure they 
are fully aware of impact of 
new terms and conditions 

· Continue to recruit to Trust 
vacancies to mitigate the lost 
of any Trust positions 

· Constant 
discussions with 
Staff Side, 
Emergency 
Planning, HR, 
CSCs, Chiefs of 
Service and 
Communications 

 

Dec 
2016 

Dec 
2016 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 
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· CTG fleet used 
within the labour 
ward is coming to 
the end of their 
functional use. 
Currently  7 CTG 
machines from the 
commissioned 9 
which were 
purchased in 2003 
are still in clinical 
use  and 5 newer 
CTG’s  purchased 
around 2008. 
2 have been 
condemned as 
uneconomical to 
repair. This means 
that the number of 
machines is 
significantly 
reduced putting 
fetal safety at risk. 

· The life span for a 
CTG machine is 
between 5 and 10 
years- currently the 
majority of the fleet 
is 12 years old 

· The request for 
replacement fleet 
has not been 
honored by the 
Trust in the past 4 
years 

· Fetal wellbeing is 
paramount in the 
care of high risk 
pregnancies. The 
inability of the 
service to provide 
adequate numbers 
of CTG machines 
will put high risk 
pregnancies at risk 
and open the Trust 
to potential high 
cost litigation 
cases. 

· The age of the 
remaining fleet is 
also a cause for 
concern as the 
ultrasound 
transducers are 
doubling maternal 
pulse and leading 
to incorrect 
interpretation of 
fetal wellbeing – 
this has been 
identified in two 
SIRI’s 

· Only two CTG 
machines have the 
capability to use 
pulse oximitry 
which can define 
and record the 
maternal pulse as 
well as the fetal 
heart. But both 
pulse oximeters are 
at the end of their 
life span. 

 

· Business plan written and 
submitted for a new fleet 
of CTG’s for labour ward 

· To work with medical 
physics in the repair of the 
fleet to ensure that some 
provision is maintained 

· ATO team ensuring that all 
additional equipment for 
the system is ordered and 
available 

· Senior Midwifery Manager 
Acute Services informing 
staff at safety huddle to 
treat the machines with 
great care 

· Medical director chaired 
both SIRI panels where 
the maternal pulse 
doubled. 

 

  

16 
4x4 

16 
4x4 

4 
4x1 

· For submission of risk to CSC 
for inclusion on the CSC risk 
register 

· Update 
· Table top review of 3 

companies planned for the 
16/09/2016 – preferred choice 
to be decided and order placed. 

· CSC business 
planning and 
agreement for 
capital bid 

· Replacement 
agreed 

Nov 
2016 

Dec  
2016 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
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E 

On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 
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Opening escalation 
areas overnight  

· Patient safety 
· Mixed sex 

breaches 
· Financial 
· Increased length of 

stay 
· Elective waiting 

times 
· Patient experience 
· Staff experience 
· Trust reputation  

· Trust Capacity Escalation 
Policy 

· All escalation areas have 
been risk assessed 

· Opening checklist 
· Daily outlier list produced 

by the clinical services of 
patient who are suitable to 
be outlied. signed off by a 
senior nurse 

· Discharge targets 
· Emergency Department 

escalation policy 
· Full Capacity Policy 
· In hours Director of 

Operations and out of 
hours, Director on-call 
approval to open 
escalation areas 

 
20 
4x5 

 
20 

4x5 

 
12 
4x5 

· Urgent Care Improvement Plan 
· Urgent Care Plan, specifically: 

FIT 
Short Stay Medical Unit 
Ambulatory Care 

 
 
 
 
 
 

· Fortnightly Urgent 
Care Board 

· Weekly exception 
reporting 

· KPIs to manage 
progress 

· Weekly 
independent 
program 
managers report 

· Monthly review 
with NHS 
Improvement.   

Sep 
 2016 

Sep 
 2016 
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ACTION PLAN TO ACHIEVE 
PREDICTED (RESIDUAL) RISK 

RATING 

ASSURANCE 
MECHANISM / 
MONITORING 

Review 
Date 

Final 
target 

date for 
mitigatio
n of risk 

RAG 
rated for 
progress 

R
ES
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On target 

Minor obstacle to 
achieving target 

Inability to achieve 
predicted target 

Review 
Date 

Target 
Date 
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Quality of 
Endoscopy process 
water for Endoscope 
Decontamination 
continually failing to 
meet microbiological 
requirements. 

 
Reduced capacity of 
Endoscope 
Decontamination 
leading to an inability 
to supply endoscopes 
to clinical departments 
in a timely manner   

· Delays/cancel
lations in 
patient 
treatment and 
inability to 
meet Trust 
waiting 
targets 

· Unavailability 
of medical 
devices 
(Flexible 
Endoscopes) 
to support 
clinical activity 

· Breach of 
regulatory 
compliance 
(decontaminat
ion standards) 

· Unavailability 
of 
Decontaminati
on Plant and 
equipment 

· Safety and 
effectiveness 
of Endoscope 
Decontaminati
on Process 
compromised 

· Weekly testing undertaken 
and escalation process 
with Carillion agreed. 

· Continual evaluation of the 
trends through the Water 
Safety Group with input 
from Infection Prevention, 
Carillion and the 
Development Team. 

· Update 
· All copper pipework 

changed for stainless 
steel. 

· New RO unit went live on 
2/8/16. 

· Units had good clean and 
parts replaced. 

· Water results showing 
improved compliance. 

 12 
4x3 

 12 
4x3 

4 
4x1 

· Ongoing discussions with 
Carillion, Development Team, 
machine manufacturers and 
external independent 
consultants underway.  

· Existing plant and systems 
subject to increased servicing 
and remedial work.  

· Equipment being evaluated for 
effectiveness.  

· Potential equipment 
replacement under discussion 

· Update 
· Carillion state units have gone 

pass there life cycle – business 
plan  for replacement 
machines submitted to the 
Capital Investment group    

· Regular 
assessment of 
issue and reporting 
through water 
safety group, 
infection prevention 
and dept reviews 

Dec 
20 16 

Dec 16 
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LEADS  COMMITTEE/GROUP ABBREVIATIONS  OTHER ABBREVIATIONS 
JA John A’Court  CS Gov Clinical Services Governance Committee  CSC Clinical Service Centre 
DB Deborah Burrows  CCRG Combined Contract Review Group  CSL Carillion Services Limited 
AC Amanda Cooper  G&Q Governance & Quality Committee  CQC Care Quality Commission 
MD Michelle Dixon  FC Finance Committee  CRB Criminal Records Bureau 
SE Sean Elliot  F&S C Fire and Safety Committee  EDS Electronic Discharge Summary 
AF Alison Fitzsimmons  ICMC Infection Control Management Committee  HFRS Hampshire Fire and Rescue Service 
SH Simon Holmes  IGSG Information Governance Steering Group  HII High Impact Interventions 
CJ Chris James  ITSG Information Technology Steering Group  OBC Outline Business Case 
RK Rebecca Kopecek  MDMC Medical Devices Management Committee  PID Person Identifiable Data 
GM Gavin MacDonald  MHLG Mental Health and Learning Disabilities Group  NHSP National Health Service Professionals 

CM Caroline Mitchell 
 NW/HR 

RC 
Nursing Workforce/ HR Risk Committee  

  

TP Tim Powell  PEWG Patient Experience Working Group    
CT Chris Tite  SC Safeguarding Committee    
LW Lee Williams  WSC Workforce Strategy Committee    
CM Caroline Mitchell       

        
        
        



Guidance for the Assessment of Risk Rating 
 

 
 
 
 
 

 
 
 
 
 
 

 
 

LIKELIHOOD DESCRIPTOR DESCRIPTION 

1 Rare  Not expected to happen again except only in exceptional 
circumstances e.g. once a decade, or a probability of <1% 

2 Unlikely  The event may re occur infrequently, but it is a possibility e.g. once a 
year or a probability of 1-5% 

3 Possible  The event may re occur e.g. once a month, or a probability of 6-20% 

4 Likely  The event will probably re occur e.g. weekly or a probability of 21- 
50% 

5 Highly likely  The event is likely to re occur on many occasions, is a constant 
threat e.g. at least once a day or probability of >50%. More likely to 
occur than not. 

 
 

  Green Low Risk (1 – 3) 
Yellow Moderate Risk (4 – 6) 
Amber High Risk (8 – 12 ) 

Red Extreme Risk (15 – 25) 

LIKELIHOOD CONSEQUENCE (impact/severity) 
 (frequency) Insignificant  

(1) 
Minor  

(2) 
Moderate 

(3) 
Major  

(4) 
Serious  

(5) 

     Rare        (1) 1 2 3 4 5 

Unlikely        (2) 2 4 6 8 10 

Possible        (3) 3 6 9 12 15 

Likely        (4) 4 8 12 16 20 

Highly likely   (5) 5 10 15 20 25 



 
GUIDANCE ON COMPLETION OF THE RISK REGISTER / RISK ASSESSMENT FORM  

SECTION COMMENTS  
Ref No  · A number which allows the risk to be uniquely identified: this will inserted, once the 

risk is placed on the register 

Type · This is outlined on the top of the risk register and assessment form: a risk may be of 
more than one type 

Date · The date the risk was first placed onto the Register 

Risk Description · A statement that provides a brief, unambiguous and workable description, which 
enables the risk to be clearly understood, analysed and the requirement for 
additional controls identified 

Impact · This is the consequence should the risk be realised 

Active Controls  · Details of any actual controls already in place i.e. factors that are exerting material 
influence over the risk’s likelihood and impact: the risk rating.  

· An effective control is one that is properly designed and delivers the intended 
objective / mitigates the risk 

Initial Risk Rating · The rating determined by likelihood x consequence using the 5 x 5 matrix 
o Likelihood: the likelihood of the risk happening - this score should take into 

account the existing controls 
o Consequence: the impact should the risk occur - this score should take into 

account the existing controls 

Current Risk Rating · This will initially be the same as the initial risk rating 
· As time progresses, the current risk rating should decrease (if your controls are 

appropriate and effective) and move closer to the predicted residual risk rating 

Further actions · Further action(s) required to be taken in order to eliminate, mitigate or control the 
risk 

Progress Update · A brief update on progress made since the last review. NB: if no progress has been 
made, do not make it up. 

Monitoring / Assurance · How you are going to monitor that the controls in place are effective in managing 
the risk  

Plus 
· Evidence that shows risks are being reasonably managed   

Predicted Residual Risk · The risk rating after the further actions have been implemented: expressed as the 
product of the likelihood x the consequence 

Initial Target Date · Realistic date by which you consider the proposed actions will be completed 

Revised Target Date · A revised date should the initial target date not be achieved. A reason for this 
revised target date must be provided 

Risk Owner · This is you and you should 
o Understand the risk and monitor it through its lifetime 
o Ensure the appropriate controls are enacted  
o Report on the risk whenever required to do so 

Responsible Committee · The Committee which has responsibility for monitoring progress of the management 
of the risk 

 

 1 2 3 4 5 



 
 
 
 
 
 
 
 
 
Consequence Description 

Insignificant Operational performance of the function/activity area would not be materially affected 

CONSEQUENCE 
SCORE  
(1 – 5) 

Insignificant/None 
(Green) 

Minor 
(Yellow) 

Moderate 
(Amber) 

Major 
(Red) 

Extreme 
(Red) 

 
Injury (physical / 
psychological) 

Adverse event leading to 
minor injury not requiring 

first aid and managed 
satisfactorily on the ward 

 

Minor injury or illness, first aid 
treatment needed 

Staff sickness <3 days 
 

RIDDOR / Agency reportable. 
Adverse event which impacts 
on a small number of people 

 

Major injuries or long term 
incapacity / disability (e.g. loss 

of limb) 
 

Incident leading to death or 
major permanent incapacity. 
Event which impacts on large 

numbers of people 
 

 
Additional 
Guidance 

Bruise/graze 
(no time off work) 

Laceration, sprain. Anxiety 
requiring counselling (less 

than 3 days off work) 

Injury requiring more than 3 
days off work/admission < 

24hrs 

Fractured of major bone, loss 
of limb, post-traumatic stress 

disorder 

 
Death, paralysis 

Quality of the 
patient 

experience / 
outcome 

Reduced quality of patient 
experience not directly 
related to delivery of 

clinical care 

Unsatisfactory patient 
experience directly related to 

clinical care – readily 
resolvable 

Mismanagement of patient 
care + short term effects (less 

than a week) 

Mismanagement of patient 
care + long term effects (more 

than a week) 

Totally unsatisfactory patient 
outcome or experience 

 
Additional 
Guidance 

 
Outpatient clinic waits 

 

Drug error with no apparent 
adverse outcome, grade 1 

pressure ulcer 

Increased length of stay less 
than 1 week. HAI (short term) 

Grade 2/3 pressure ulcer 

Increased length of stay more 
than 1 week. Long term HAI.  

Grade 4 pressure ulcer 

Infant abduction. Removal of 
wrong body part leading to death 

or permanent incapacity 
 

Complaints / 
Claims 

 
Locally resolved complaint 

 

Justified complaint peripheral 
to clinical care 

Below excess claim. Justified 
complaint involving lack of 

appropriate care 

Claim above excess level. 
Multiple justified complaints 

Multiple claims or single major 
claim 

 
 

Staffing and 
Competence 

 
Short term low staffing 

level (<1 day), where there 
is no disruption to service 

 
Ongoing low staffing levels 

resulting in minor reduction in 
quality of care 

Late delivery of key objective / 
service due to lack of staff. 

Minor error due to ineffective 
training. Ongoing problems 

with staffing levels 

Uncertain delivery of key 
objective / service due to lack 
of staff. Serious error due to 

ineffective training 

Non-delivery of key objective / 
service due to lack of staff. 

Critical error due to insufficient 
training 

 
Service / 
Business 

Interruption 

 Interruption in a service 
which does not impact on 
the delivery of care or the 

ability to continue to 
provide the service 

 
Trust  would not encounter 

any significant 
accountability implications 

Short tem disruption to 
service with minor impact on 

care  
 

Some accountability 
implications but would not 

affect Trust’s ability to meet 
key reporting requirements 

Some service disruption with 
unacceptable impact on care. 
Non-permanent loss of ability 

to provide service 
 

Trust may experience 
difficulty in complying with 

some key reporting 
requirements 

Sustained loss of service with 
serious impact on delivery of 

care: major contingency plans 
involved 

Trust would be unable to 
comply effectively with the 

majority of its reporting 
requirements. 

Recovery would be highly 
complicated and time-

consuming 

. Permanent loss of core service 
or facility. Disruption to facility 

leading to significant ‘knock-on’ 
effect across Local Health 

Economy 
 

Trust would be unable to meet 
key reporting requirements 

 
Recovery would be extremely 

complicated 
 
 

Projects 
/ objectives 

 
Insignificant cost increase / 
schedule slippage. Barely 

noticeable reduction in 
scope or quality 

 

 
< 5% over budget / schedule 
slippage. Minor reduction in 

quality / scope 

 
10% over budget / schedule 
slippage. Reduction in scope 

or quality 

 
10 – 24% over/ under budget/ 
schedule slippage. Does not 
meet secondary objectives 

 

> 25% over /under budget / 
schedule. Doesn’t meet primary 

objectives. Reputation of the 
Trust seriously damaged. Failure 

to appropriately manage 
finances 

Financial Small loss Loss < 5% of budget Loss < 10% of budget Loss of 10 – 25% of budget Loss of > 25% of budget 
 

Inspection / Audit 
Small number of 

recommendations which 
focus on minor quality/ 
process improvement 

issues 

Minor recommendations 
which can be addressed by 
low level of management 

action 

Challenging 
recommendations but can be 
addressed with appropriate 

action plan 

 
Enforcement Action. Critical 

report / low rating 

 
Prosecution. Zero Rating. 

Severely critical report 

 
Adverse Publicity 

/ Reputation 

Coverage in the media, 
little effect on public 

confidence / staff moral 
 

Public perception of the 
organisation would remain 

intact 

Local media – short term. 
Minor effect on public attitude 

/ staff morale 
 

Public perception of the 
organisations may alter 

slightly but with no significant 
damage or disruption 

Local media – long term.  
 
 
 

Considerable adverse public 
reaction / staff morale may be 

affected  
 

National media < 3 days. 
Usage of services affected 

 
Public confidence in trust 

undermined: could result in 
major problems 

National media > 3days. MP 
concern (questions in the House) 

 
Major adverse public reaction  

 
 

No. Of Persons 
Affected 

 
N/A 1-2 3-15 16-50 >50 



The organisation would not encounter any significant accountability implications 
The interests of stakeholders would not be affected 
Public perception of the organisation would remain intact 

Minor Slight inconvenience / difficulty in operational performance of function/activity 
Some accountability implications for the function/activity are but would not affect the organisation’s ability to 
meet key reporting requirements 
Recovery from such consequences would be handled quickly without the need to divert resources from 
core activity areas 
Some minor effects stakeholders e.g. other sources or avenues would be available 
Public perceptions of the organisation may alter slightly but with no significant damage or disruption 
occurring 

Moderate Operational performance of  the organisation would be compromised  to the extent that revised planning 
would be required to overcome difficulties experienced by function/activity area 
The organisation would experience difficulty in complying with some key reporting requirements 
Recovery would be gradual and required detailed corporate planning with resources being diverted from 
core activity areas 
Stakeholders would experience some difficulty 
Considerable adverse public reaction 

Major Operational performance of the function/activity area would be severely affected, with the organisation 
unable to meet a considerable proportion of its obligations.  
The organisation would not be able to comply with the majority of its reporting requirements effectively 
Recovering from the consequences would be highly complicated and  time-consuming 
Stakeholders would experience considerable difficulty 
Public reaction could result in major problems 

Serious Operational performance would be compromised to  the extent that the organisation is unable to meet its 
obligations 
The organisation would be unable to meet key reporting requirements 
The organisation would incur huge financial losses 
Recovering from the consequences would be extremely complicated 
Major adverse public reaction.  

 



 

 
 

 

TRUST BOARD PUBLIC – OCTOBER 2016    Agenda Item Number: 145/16 
Enclosure Number: (6) 

 

Subject:  Winter Resilience Plan 2016/17 

Prepared by: 
Sponsored & Presented by: 

Carla Bramhall 

Ed Donald 

Purpose of paper To present the Winter Plan for 2016/17 for Board approval. 

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

 The Winter Resilience Plan covers the following key elements:  

• demonstration of last years learning 

• emergency activity predictions for winter 2016/17 

• capacity, resource and plans needed to support delivery of 
services to meet demand (by CSC/department) 

• options for the additional capacity needed 

• escalation plan, including command and control 
arrangements to safely manage surges in demand 

The plan will be delivered though Clinical Service Centres (CSC), 
and through effective Site Operations management. At lower levels 
of escalation CSC’s will be expected to flex and manage own 
pressures; but at higher levels of escalation support an increased 
focus will be through command and control measures. Planning for 
emergencies and continuity of business is described and will enable 
the recovery of the Trusts business critical services in the event of a 
minor/major event.  

The Winter Plan describes the bed model for 2016/17 along with 
various admission avoidance and discharge schemes to help 
mitigate the risk for a forecasted significant bed gap, some of which 
are delivered by PHT and some that require support from partners. 

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

 For review and comment 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 Communicate plan across the Trust and Implement 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Communications involved within the plan and managing this 
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Links to Portsmouth Hospitals NHS Trust  Board Strategic Aims, Assurance 
Framework/Corporate Risk Register 

Strategic Aim Execute a plan which falls in line with Department of Health and NHS 
England guidelines in managing flu across the Trust 

BAF/Corporate Risk Register 
Reference (if applicable) 

NA 

Risk Description NA 

CQC Reference safe, effective, caring, responsive and well-led. 

 

Committees/Meetings at which paper has been approved: Date 
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Purpose 
The Winter Resilience Plan covers the following key elements:  

· demonstration of last years learning 
· emergency activity predictions for winter 2016/17 
· capacity, resource and plans needed to support delivery of services to meet demand (by CSC/department) 
· options for the additional capacity needed 
· escalation plan, including command and control arrangements to safely manage surges in demand 

The plan will be delivered though Clinical Service Centres (CSC), and through effective Site Operations management. At lower levels of 
escalation CSC’s will be expected to flex and manage own pressures; but at higher levels of escalation support an increased focus will be 
through command and control measures. Planning for emergencies and continuity of business is described and will enable the recovery of the 
Trusts business critical services in the event of a minor/major event.  

The Winter Plan describes the bed model for 2016/17 along with various admission avoidance and discharge schemes to help mitigate the risk 
for a forecasted significant bed gap, some of which are delivered by PHT and some that require support from partners.  

Key Issues 

Contracted Activity 

The contract plan was to do less elective Inpatient activity during known periods of higher, more complex non-elective activity and undertake 
higher levels of elective activity during Q1/Q2. Year to date, there have been continued challenges in general surgery, urology, oral and plastic 
surgery as they exert all efforts in managing both this agenda alongside the emergency demand.  

Additional elective activity to meet the contracted demand will be met through weekend working and if necessary the Independent Sector 
Treatment Sector (ISTC). 

Predicted bed capacity deficit  

On the current adult bed base of 906 (excluding maternity, ICU, Paediatrics, PPU, escalation bed & beds in Assessment areas – except AMU, which is 
included), bed modelling was completed in March 2016, in preparation for winter.  It was based on a 95% occupancy for all (except Medicine NEL - 90% & 

EXECUTIVE SUMMARY 
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AMU - 85%).  There is a predicted bed deficit of 87 beds on average in Q3/Q4 2016/7. Average use of QAH@ Home beds in Q3&4 2015/6 shows this 
provided an additional 23 per month (average) 

January to March 2017 are the most pressured months with a deficit of 112, 119 & 121 respectively. 

Month October November December January February March Ave 

Funded beds 906 906 906 906 906 906 906 

Beds 
required 968 971 950 1018 1025 1027 993 

Deficit -62 -65 -44 -112 -119 -121 -87 

 

Mitigating the bed capacity gap  

There are a range of options that the winter plan group has worked through which are summarised in the table below. 

Scheme Risk Lead 
E4 remains open as a Medically fit for Discharge 
ward 

Unplanned financial pressures PHT 

Discharge to Assess (D2A) Beds  Largely dependant upon securing capacity in community. Multi 
agency 

Create planned swing wards in surgery/MSK Risk to further deteriorating RTT performance, however outliers are 
already in this space so this offers little or no additional bed space 

PHT 

IDS launch 
 

Dependant upon all parties being aligned in delivery targets, framework 
and the capacity being available in community. 

Multi 
agency 

Urgent Care Transformation Programme Unmet milestones PHT 
Given the risks associated with delivery of the community options, the Trusts current escalation capacity might need to be used in mitigation. In 
this case, the CCG will need to fund any excess costs above tariff associated with using this capacity.  
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Funding 

NHS England has been clear that there will be no ORCP funding for 2016/17.  

The cost on running an 18 bed ward for 3 months is £578K. Running additional weekend inpatient lists as suggested within plans will present 
further cost pressures. 

1 INTRODUCTION 

1.1 This plan describes the measures Portsmouth Hospitals NHS Trust will take to manage its response to the challenges associated with 
winter, although it is recognised that sudden increases in demand which impacts on ‘business as usual’ can happen at any point in the 
year. This plan aims to clearly set out roles and responsibilities of individuals involved in managing a patient’s pathway and the operational 
response to pressure surges. 

1.2 The plan incorporates a business as usual approach to address all issues which would normally be expected as a result of winter 
pressures. In essence, the approach taken is built on the process that the Trust has a plan in place to manage severe capacity pressures 
at any time of the year. 

1.3 The plan describes the bed model for 2016/17 along with various admission avoidance schemes to help mitigate the risk for a predicted 
bed gap 

1.4 The Trust has a responsibility to the health community to provide a high quality, safe service at all times. The Civil Contingencies Act 2004 
(CCA) requires all NHS organisations to maintain plans to ensure they can: 

1. Continue to exercise their civil protection functions 
2. Continue to maintain the Trusts critical functions – those functions that must be maintained whilst also responding to the incident 

or emergency. 
3. Continue to perform their ‘business as normal’ functions to a minimal acceptable level (Business Continuity). 

1.5 The CCA places a statutory duty on Portsmouth Hospitals NHS Trust (PHT), as a Category 1 Responder to have plans in place that 
describes the actions, roles and responsibilities for preventing, where possible, or recovering from disruptive incidents that have the 
potential to seriously impede the Trusts ability to provide its critical services.   

1.6 This Operational Winter Plan extracts relevant information from the Trusts Escalation Management Plan and combines this with internal 
procedures to create a practical and readily accessible Trust-specific Operational business continuity plan (BCP). This plan summarises 
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the measures and details the actions to be taken to manage capacity and demand problems when they occur and defines roles and 
responsibilities. The plan is based on information available at the time of writing but should be adapted as necessary depending on 
circumstances at the time that the plan is activated.   

1.7 Historically, capacity problems have been associated with Q3 and Q4 but recent experience suggests that this is no longer the case and 
capacity problems can arise at any time during the year.  During these periods it becomes harder for staff to maintain patient safety 
resulting in high stress levels for staff.  Patient treatment is often delayed resulting in higher levels of patient dissatisfaction and there is 
often an increase in complaints following periods of high pressure.  In addition, it becomes difficult to meet both access and quality of 
standards. 

1.8 In essence, the approach taken is built on the process that the Trust has in place to manage severe capacity pressures at any time of the 
year. In escalation, individuals will be allocated specific responsibilities and will be accountable for delivering the specified outcomes. 

2 WHEN TO USE THIS PLAN 

2.1 This Operational Winter Plan is designed to be used along side the Trusts Escalation Management Plan, which is an internal stand-alone 
operational plan for managing capacity.  However, at escalation 4 (Black) the Trust is considered to be at critical incident “standby” or 
“declared” respectively and the principles contained in the Core Business Continuity and Major Incident Response Plan will apply although 
there is a defined command and control structure which is described later in this plan. This is an internal incident but may be declared 
externally by the Clinical Commissioning Group (CCG) following discussions at local multi-agency escalation meetings.    

2.2 The plan is also intended to work alongside other plans that address winter related issues such as Pandemic Flu and adverse weather 
conditions. 

2.3 The plan is also to be used as a document that will inform all Trust employees of the methods that will be deployed to manage winter 
demand. 

3 PURPOSE 

3.1 The Winter Resilience Plan covers the following key elements:  

· demonstration of last years learning 
· emergency activity predictions for winter 2016/17 
· capacity, resource and plans needed to support delivery of services to meet demand (by CSC/department) 
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· options for the additional capacity needed 
· escalation plan, including command and control arrangements to safely manage surges in demand 

3.2 The plan will be delivered though Clinical Service Centres (CSC), and through effective Site Operations management. At lower levels of 
escalation CSC’s will be expected to flex and manage own pressures; but at higher levels of escalation support an increased focus will be though 
command and control measures. Planning for emergencies and continuity of business is described and will enable the recovery of the Trusts 
business critical services in the event of a minor/major event.  

3.3 The Winter Plan describes the bed model for 2016/17 along with various plans to help mitigate the risk for a forecasted bed gap, some of 
which are delivered by PHT and some that require support from partners. 

4 AIM  

· Provide assurance of the planning process undertaken in preparation for Q3 and Q4 with actions to support operational resilience over 
winter. 

· To remain vigilant, prepared and remain resilient in responding to the need for acute care. 
· To ensure capacity and care space meets increased demand 
· To be prepared to respond to business continuity issues such as staff absence, severe weather, influenza, norovirus and mortuary 

capacity.  
 

5 OBJECTIVES OF THE PLAN 

 The plan will ensure: 

· Sufficient resources are identified and made available for Q3 and Q4 to maintain patient safety and support delivery of the 
Constitutional Standards 

· Partners are clear on the required support required in which to deliver this 
· Timely and suitable responses to disruptive incidents and/or threat to the wellbeing of staff, patients and visitors. 
· Effective communication with PHTs stakeholders and other interested parties 
· Effective joint working between PHT, Clinical Commissioning Group (CCG), South Central Ambulance Service (SCAS), Social Services 

and other partners. 
· Ensure the organisation learns from incidents 
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6 SCOPE 

6.1 This plan describes: 

· Capacity modelling describing the number of beds required for Q3 and Q4 
· Demand modelling describing which days may present the Trust with an increased activity profile over Christmas and New Year 
· Lessons learnt from last winter 
· The structure and process for Operational Emergency and Business Continuity management within the Trust 
· Command and Control  
· How work/plans have been undertaken to minimise the above risks to ensure patient flow is maintained. 
· Trust and CSC level escalation plans to be enacted when capacity is causing pressure within the Trust. 

 
6.2      The plan also describes:  

 
· Severe weather contingency arrangements 
· Infection Control outbreak arrangements 
· Plans for Critical Care 

7 PLAN REVIEW 

7.1 It is the responsibility of the Emergency Planning Officer, General Manager of Site Ops and Deputy Chief Operating Officer to ensure that 
this document is amended to reflect any changes to the Trust procedures, which affect the contents of this document. 

7.2 This plan will be reviewed annually or earlier if a change in circumstances takes place.  

8 BUSINESS CONTINUITY 

8.1 Corporate and CSC business continuity plans identify critical services within the Trust.  Each CSC has identified which services can be 
suspended and for how long. This activity will be robustly planned for corporately and not delivered in isolation.  
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9 TRAINING AND EXERCISE  

9.1 It is the responsibility of the to Emergency Planning Officer, General Manager of Site Ops and Deputy Chief Operating Officer ensure that 
appropriate members of staff are aware of the contents of this document and their role in any disruption where the Major Incident and 
Business Continuity Plans are invoked. 

9.2 The Emergency Planning Officer will be responsible for the facilitation, formulation and delivery of an annual training and exercise 
programme for Major Incident and Business Continuity Management. 

9.3 All on-call Directors and Managers will attend on call training  

10 LESSONS LEARNED FROM 2015/16 

· Previous year’s plans outlined reliance on a reduction in medically fit numbers, successful D2A models, delivery of Unscheduled Care 
projects and a modular unit.  However, these did not all come to fruition and it is hoped this winter we will be in an improved position. 

· High number of unexpected Flu cases in ITU meant numerous patients had to be cohorted in ITU at times. 
· Pharmacy opened longer hours which had a positive impact and will be in operation again this year. 
· Heavy reliance placed on community partners in reducing medically fit numbers, however medically fit patients numbers actually rose. 
· Increased pressure from Mental Health attendances and slow movement in to psychiatric beds. 
· Use of the ‘Jumbulance’, queuing in the Emergency Department and consistently in Black status impacted on patient care, privacy and 

dignity and the ability of ED meeting key deliverable KPIs. 
· Reviewing last years data it can be seen that the Emergency corridor, Medicine, MOPRs and Surgery experienced the most admissions 
· However, the discharges in these areas were also at the highest 
· Despite this, Medicine remained in a large negative balance over the winter months -332 in total 
· The Trust was in Black escalation 4 times in December and 21 times in January 
· A full activity breakdown can be viewed in Appendix 1 
· Ambulance diverts put in place over several occasions in November, December, and January 
· Emergency Departmental triggers at times person dependant, these being formalised for 16/17 
· High number of outliers from both Medicine and MOPRs wards in surgical beds.   
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11 BED MODELLING FOR 2016/17 AND MANAGING SURGE 

11.1 On the current adult bed base of 906 (excluding maternity, ICU, Paediatrics, PPU, escalation bed & beds in Assessment areas – except AMU, which is 
included), bed modelling was completed in March 2016, in preparation for winter.  It was based on a 95% occupancy for all (except Medicine NEL - 90% & 
AMU - 85%).  There is on average a predicted bed deficit of 87 beds in Q3/Q4 2016/7. January to March 2017 will be the most pressured months with an 
expected deficit of 112, 119 & 121 respectively.   Average use of QAH@ Home beds in Q3&4 2015/6 shows this provided an additional 23 per month 
(average) 

 

Month October November December January February March Ave 

Funded beds 906 906 906 906 906 906 906 

Beds required 968 971 950 1018 1025 1027 993 

Deficit -62  -65  -44  -112  -119  -121  -87  

        

 
11.2 The below demonstrates the bed modelling with summer vs winter beds required.  This is intended to aid bed capacity planning for the   

winter months. 

   
2016/17 

      

 EL 95%/ NEL btwn 85 -95% 
Occupancy 

Activity % growth 
applied against 15/16 

FO  (ave for CSC; 
individual specialties 

vary) 

Summer 
Plan 

Winter 
Plan 

Summer 
Plan 

Winter 
Plan 

Summer 
Plan 

Winter 
Plan 

Current 
Beds @ 
Jan 16 

Summer 
Beds 

Winter 
Beds 

   EL NEL EL EL NEL NEL Total Total Total Variance Variance 

   
Surgery 

12.8% 3.4% 37 33 103 92 140 126 136 -4 10 

   
Cancer 4.8% 3.4% 10 9 31 33 41 42 39 -2 -3 

   HNU 1.2% 0.0% 7 8 12 13 19 21 22 3 1 
   MSK 3.8% -5.0% 53 60 60 57 114 117 126 12 9 
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Emergency (AMU & ED Obs) 0.0% 5.2% 0 0 58 70 58 70 67 9 -3 

   Medicine (inc CCU beds) -12.9% 3.1% 6 6 266 291 272 297 235 -37 -62 
   MOPRS 0.0% 3.1% 1 1 237 258 238 259 209 -29 -50 
   Renal (inc HiCare) 4.0% 4.0% 5 5 41 44 47 49 50 3 1 
   Gynaecology 1.2% 3.3% 7 6 6 6 13 12 22 9 10 
   TOTAL (EXCL ICU, PAEDS, MATY, PPU) 

      
941 993 906 -35 -87 

   QAH@ Home         18 23 959 1016 
      

               NOTES:                              
QAH @Home is based on historical use, not capacity nor intended use                     

  
  

The rehab beds x42 have been removed from the underlying position (community transfer) to calculate MOPRS beds               
10 Renal HiCare beds added to renal                             
12 CCU beds added to medicine                             
9 ED beds added to ED                              
Excludes escalation beds & assessment areas (eg FMAU, GAU, EPAU, CAU), except AMU, which is included in Emergency               
Growth rates underpinning the 2016/17 beds is based on latest version provided by Performance                   
Plans to expand ICU by 10 beds into E6 & move RHC, resulting in reduced bed stock for Medicine are not included, until finalised.                
Renal activity doesn't reflect full demand (ie pts waiting transfer from other hospitals + patients on Renal wards receiving dialysis but under noon-renal main specialty due to other related admission).  He    
Estates project to increase bed stock. 

               
               12 OPTIONS TO MITIGATE THE BED CAPACITY GAP IN Q4 

 There is on average a predicted bed deficit of 87 beds in Q3/Q4 2016/7. January to March 2017 are the most pressured months with a 
deficit of 112, 119 & 121 respectively. The current bed gap for Q4 can be mitigated by a number of interventions, subject to approval, 
which release capacity to mitigate the bed gap.  However, opening additional beds is a limited and not the priority option to mitigate the 
risk and instead other interventions can be delivered by CSCs and departments.  These are listed below.  In addition to this the Urgent 
Care Quality Improvement plan along with the Integrated Discharge Services plan will also present benefits in releasing further capacity 
during the winter months with this having a more gradual and sustained effect over Q3/Q4. 
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12.1 Assured Interventions: 
12.1.1 The opportunity of reducing medically fit numbers in the bed base as a result of the introduction of the new Integrated Discharge Service 

(IDS) by operating through two key models: ‘Standardised’ working across professional boundaries, sharing key skills across the team and 
enabling IDS representation at all core daily ward board rounds, and working within a stage 1 trusted assessor framework (where 
possible); Specialised professional case management through relevant professional structures in accordance with patient need (locality 
and health vs social care need) 

12.1.2 PHT continues to work with Community Partners to further support achieving a reduction in medically fit though the System Resilience 
Group to realise capacity for discharge to assess community bed capacity and increasing the capacity for patients delayed waiting for 
packages of care. 

12.1.3 A further opportunity in reducing medically fit numbers by the roll out and use of three Discharge to Assess pathways 
12.1.4 Bed modelling demonstrates that there is a positive variance in bed capacity across Surgical and Orthopaedics, allowing discussions for   

these areas to act as swing wards for those areas in a negative balance, however, many of these beds are in use already as Outliers are 
within these beds already 

12.1.4 The roll out of the Urgent Care Transformation Programme  
 
13 CSC AND DEPARTMENTAL PLANS TO MITIGATE THE RISK  

Every CSC or department has submitted a winter plan, detailing how the winter months will be managed within that area, highlighting workforce 
resources and how Christmas and New Year will be effectively managed to ensure patient flow is maintained. Planning templates detailing each 
CSC plan and how it will be delivered along with who is responsible for the plan and costs attached are being finalised.  The template can be 
seen in Appendix 2.  The below are summarised plans. A further template will be sent round in November for CSCs to complete their final 
Christmas and New Year plans and rotas.  An example can be found in Appendix 3. 

13.1 Emergency Department 
· Pitstop fully operational with additional x4 seats and x2 bays 
· Front Door navigator role 
· Additional Middle Grade support on Nights 
· Additional Middle Grade support at weekends, to assist with early review and discharge 
· Additional Consultant in Minors, 7/7, 1800 – 0000 
· Additional Consultant at weekends 0800-1300 to assist with board round 
· Greater FIT team presence 
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· Additional Minors nurse and ENPs at weekends 
· Full review of EMA rota with potential to increase them at key move times 
· Additional recruitment of x6 ACPs  
· Improved Mental Health support 

Work stream Urgent Care Transformation Programme key objectives:  

· Improve performance of 4 hours target to achieve 95%  
· Decompress A&E by the development of admission pathways where all expected patients access the Trust are admitted via admission 

units or wards and not ED 
· Safer faster hospital: adherence to the internal professional standards in the Emergency Department (ED) and Acute Medical Unit (AMU) 
· Cease the use of HALO (UKSAS) staff as a direct result of implementation of other work streams 

 
 

13.2 AMU            
· Additional Band 6 to assist with coordination of AMU (24hrs) 
· Reinstatement of POD shifts in evening 1700-2200 (awaiting approval) 
· Additional Consultant at weekends 8-12 to assist with GIM review 
· Ambulatory review of opening hours 
· Remodel of Ambulatory allowing 10% more capacity 
· GP heralded patients direct to AMU with queue capacity 
· Increased number of ACPs overnight, allowing the Registrar to be more flexible with supporting the front door 

Work stream Urgent Care Transformation Programme key objectives: 

· Establish the Acute Medical Unit (AMU) as a clinical area with sufficient capacity to accept medically referred patients from ED within 30 
minutes of decision to admit and accommodate patients referred by primary care directly 

· Provide adequate capacity for AMU to accommodate patients for up to 24h 
· Implement unselected general medical take: today's patients seen today 
· Aim for an AMU bed occupancy rate of 80% 
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· Increase the use of Ambulatory Emergency Care as a means to assess, diagnose and treat patients referred to medical take thereby 
avoiding the need for inpatient admission for 33.3% of Medical Take (Medicine/MOPRS and Emergency Medicine CSCs).  This equates to 
approximately 5-10 additional new patients per day who will not require an in patient bed 
 

13.3 Medicine 
· Maintain SAFER principles 
· Ensure outliers are reviewed daily - escalate to silver if not happening 
· Ensure MFFD patients are identified and delays escalated to IDS link daily 
· Ensure all outliers transferred out of  the CSC footprint are transferred in accordance with the Outlier Policy  
· Ensure all requests to escalate are in accordance with the Trust Escalation Policy and Full Capacity Policy  
· CSC model of 1100 and 1500 meetings daily continue to support discharge planning and flow 
· Proposal - CSC pull team to transfer patients from AMU to wards to speed process 
· Proposal - Discharge Pharmacist to support D2/D3 
· Proposal - Criteria lead discharge - D3 and consider other conditions across all wards 
· Plans to manage take, in place by 1630 
· Additional ward rounds at the weekend 
· Additional Endoscopy and Cardiology lists over xmas and New Year, focussing on inpatients on key days 

Work stream Urgent Care Transformation Programme key objectives: 

· Increase from 50% to 65% of patients undertaking a short stay pathway with a reduction in length of stay through quick turnaround and 
twice daily review of patients 

· Increased focus on effective and timely turnaround of short stay patients to facilitate discharge within 24 hours in AMU and  72hours on 
the Short Stay Unit 

· Implementation of  a short stay pathway (SSP) for patients post assessment that ensures appropriate management of patients requiring 
specialist care and are expected to be discharged within 72 hours 

· To create a centralised discharge planning team (DPT) with the capability and capacity to cover all adult beds ensuring each pathway 
reflects best practice LoS,  working jointly with Health and Social Care Teams 

· To provide continuous training and support to ward staff on discharge planning enabling ward staff to have more responsibility over 
Discharge to Access (D2A) Pathway 1 

· Ward staff to work in partnership with community support and social services in order to implement D2A Pathways 2 and 3.  
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· All Trust staff to comply with Patient Flow Bundle - SAFER and to use SAFER guidelines to  determine professional standards for patient 
flow 

· 100% of patients with an EDD  
· 33% daily discharges by midday 
· 100% discharge targets delivery 7/7 

13.4 MOPRs 

· Proposing to keep E4 open: 18 bedded MFFD ward to accommodate extra demand over Winter, whilst awaiting full delivery of D2A  
· Improved Management of Outliers – continued consultant and OPNS dedicated focus to reduce LOS of outliers, increase DC planner input 
· G4 MFFD ward – DC planning and re-ablement function, reduce LOS as D2A delivers   

Work stream Urgent Care Transformation Programme key objectives: 

· FIT- Provide early initial comprehensive interdisciplinary assessment and signposting for frail older people over 75yrs  
· 100% of patients receive a frailty assessment on arrival and are identified as frail patients 
· The overall ALOS for frail older people over 75yrs will reduce by 4 days in 2016/17 after an initial increase due to the focus on turn around 

times of advice and guidance calls, ED attendees & short stay.  
· Reduce MOPRS CSC bed occupancy rate to 95% 
· Prevention of up to 3 – 6  admissions per day and 25 – 35 early supported disagrees per week 

13.5 Surgery and Cancer 

· Confirm reduced elective programme for the three weeks 19/12/16-6/1/17 
· Ensure DHMs have access to elective programme for ‘today and following day(s)’  
· Ensure elective programme for following day(s) is actively reviewed as part of Ops meeting processes 
· Develop operational plan when winter footprint for Surgical Wards and Winter Pressures ward confirmed 
· Cover Vascular labs service over extended weekends 
· Optimise ambulatory capacity SAU over extended BH weekends - confirmed hours of operation within the detailed planning document 
· Optimise ambulatory capacity ACOS over extended BH weekends - confirmed hours of operation within the detailed planning document 
· Maintain SAFER principles and audit effectiveness 
· Ensure outliers are reviewed daily – ward to escalate to DHM and management to escalate to CSC SMT with issues 
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· Ensure MFFD patients are identified and delays escalated to IDS link daily by the senior nursing teams 
· Ensure all outliers transferred into the CSC footprint are transferred in accordance with the Outlier Policy  
· Ensure all requests to escalate are in accordance with the Trust Escalation Policy and Full Capacity Policy 

13.6 Orthopaedics 

· 23rd 28th 29th 30th December Day case only will be undertaken to allow beds to be used for Trust 
· First and second week in January the assumption is there will be bed pressures so predominantly day case activity to be undertaken. 
· 24th 26th December virtual fracture clinic will run as well as Monday 2nd January 
· Fracture clinic will run on December 23rd and Monday 27th December. 

13.7 Womens and Children 

13.7.1 Maternity 

No changes to service, same service in winter as summer. Our high birth month tends to be September and we flex staff to accommodate. 
Maternity has its own contingency and escalation plan for peaks of high activity  

13.7.2 NICU 

Same service operates all year. We have increased the ability to increase cots from 27 to 31 this year with the recruitment of additional nursing 
staff. NICU is part of a network function and any peaks in demand that cannot be accommodated (although this would be very unlikely) would be 
shared across the network  

13.7.3 Gynaecology 

Emergency demand does not tend to fluctuate any differently in the winter form the summer months. We manage this by having a Gynaecology 
Assessment unit function available every day and this enables admission avoidance. Currently A6 has anything between 6-12 outlier patients at 
any one time, if 12 is exceeded than there is the possibility that the ward will not be able to accommodate its own emergency demand. There will 
be further conversations with the Exec team about the bed usage on A6 

13.7.4 Paediatrics 

The paediatric department often sees a peak in activity in the winter and the nurse staffing is profiled accordingly throughout the year. There are 
8 contingency beds on A6 that were built to be flex capacity for Gynaecology and Paediatrics in times of high activity in either area. The use of 
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these as flex capacity has been superseded by the number of outlier patients in A6. If there is high emergency demand for Paediatric beds then 
the elective patients will be cancelled. We try to mitigate this action by having the medical resource in Childrens assessment unit profiled to the 
historical peaks of demand, both weekday and weekends.  

13.8 CHAT 

· Wind down of theatre lists from 23rd December for Christmas and New Year to allow for capacity for emergency demand 
· Work closely with MSK in the event of Ice and Snow due to the increased risk of activity within this service 
· Recovery planned to offer escalation capacity for ITU for overflow Flu patients if need arises 

13.9 Clinical Support 

· Review other CSCs winter plans to understand impact on clinical support services and how this is to be managed. Update the action plan 
to include additional departmental specific actions. 

· Develop operational plan for "Winter Pressures" ward, or other escalation areas to be used (Inc. clinical and non clinical services). 
· Revised Mortuary Plan to be submitted - complete 
· Submission of xmas and new year plans for key operational departments - imaging, pathology, therapies, pharmacy  
· Review imaging availability over bank holiday period  
· Overall CSC xmas and bank holiday plan is submitted 
· Capacity plan for managing radiology imaging i/p demand during winter period including escalation processes 
· Therapies - Good integration with new IDS including OT triage within IDS. 
· Therapies- universal updates on bed view commenced - providing robust and timely information. 
· OT service for bank holiday to be confirmed - cover will be in place.  
· Pathology (Inc. microbiology) engaged in influenza preparedness plan to ensure robust support re testing. Working in conjunction with 

infection control. 

13.10 Renal 

· The Business Continuity plan in place relating to the HD satellite units and PHT 
· SOP in place for managing flu on the level including an isolation area on G7 
· Transport relating to flu plans and snow via SCAS within SCAS business continuity plan 
· RDU staffing requests will continue to be placed for out of hours for renal capacity as exception 
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· The BH additional activity planned for recent/new transplant follow up with the staffing planned ahead with the use outpatients. 

13.11 Site Ops 

· Roll out of new meeting agenda and new ways of working 
· Centralised and an increase in resourcing flow teams and review of the service delivery functionality and associated roles and 

responsibilities 
· Use of predicted demand data and Internal Professional Standards to manage flow 
· Increased support through a two tier on call system compliant with operational, tactical and strategic command levels over a 24 hours 

period 
· Full review and implementation of Escalation triggers and actions 
· CSCs take responsibility and accountability for achievement of discharge and flow targets 
· Real time management of bed using Bedview 
· Increase in beds turned around  in 30 mins 

13.12 Head and Neck 

· The CSC already works on a model adhering to the seasonal needs and therefore no change in projection for all departments   
· Close bay 1-4 on D8 to allow direct admissions from ED and GP's to  be managed safely to reduce the delay to assess time with the ED 

footprint.  
· No WLI's accessible to support extra lists required for any demand .  
· No reduction of elective programme  
· Continue with thyroid and cancer programme support . 

 

14 PLANNING SERVICES TO MEET AND MANAGE DEMAND IN DECEMBER AND JANUARY  

14.1 To enable services to meet the increased demand during the busiest months in winter a forecasting exercise has been undertaken and 
services are expected to undertake several actions in response to this. 

14.2 Forecast of demand has been placed on a day to day calendar and RAG rated as per Appendix 4. 
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14.3 CSCs are expected to subsequently plan their services around the forecast.  Any days rated ‘Red’ means there is an expectation that 
services run fully and prepare the service to manage the surge. 

14.4 On forecasted red days the CSCs and some corporate areas are expected to provide a Silver response  

14.5 It is anticipated that Bank Holidays will be planned for as a normal working day 

14.6 Elective Services will also plan their workload, taking into account the forecasted emergency demand and their own elective activity.   

14.7 Full Theatre and Elective Surgery Plans will be submitted, along with CSC plans, outlining how the Christmas two weeks and January will 
be managed 

14.8 Due to the risk of increased acuity and winter related illness such as Flu, Critical Care has written a separate in depth plan for winter.  
Appendix 5. 

15 RISKS ASSOCIATED WITH DEMAND AND CAPACITY IN Q3/Q4 

15.1 There are many “surges” that could impact on the ability of the Trust to deliver its normal services.  These include: 

· Sustained Increase in non-elective admissions above predicted numbers. 
· Continued increase in Emergency Department attendances causing difficulty in meeting Emergency Department Care Quality 

Indicators and ambulance handover targets. 
· Increased demand for emergency care all specialities 

 
A full table of risks can be found in Appendix 6. 

  

15.2 The failure to identify and manage the significant risks and impacts could cause: 

· An inability to maintain services to the public 
· Damage the reputation of the Trust 
· Failure to protect the Trust’s assets (people, finance, property) 
· Failure to meet legal or regulatory requirement 
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16 ESCALATION STATUS SETTING 

16.1 The Escalation status scheme identifies 4 levels of capacity management. The following levels will be used to help communicate the 
escalation status.  This is based on a numbered scale that reflects the level of risk to patient safety and the extent to which patient 
experience may be compromised. The 4 levels are as follows: 

 

 
· Level 1 (Green) normal pressure - Operational business as usual activity (Low Risk) 
· Level 2 (Amber) medium pressure – Risk of compromise to business as usual activity (Moderate Risk) 
· Level 3 (Red) severe pressure – Operational business as usual compromised (High Risk) 
· Level 4 (Black) extreme pressure – Organisation is unable to provide a business as usual service (Very High Risk) 

16.2 This plan must be used in conjunction with the Trust Capacity Escalation Policy.  The updated policy will be embedded once ratified.  

16.3 Levels 1 and 2 are considered normal levels of operation and it is not envisaged that this plan will be needed at these levels.  However, 
prior to escalation beyond Level 2 all agreed actions at Level 3 must have been taken. 

16.4 It should be noted that the Trust may be able to sustain periods at level 3 within normal operational working due to the normal peaks and 
troughs that the Trust deals with on a day to day basis and in the knowledge that the situation is unlikely to improve and they may activate 
the further actions for levels 3 and 4 contained in this plan. 

16.5 The decision to move to a sustained level 3 will be made by the Duty Hospital Manager following discussion with the On-call Director. 

16.6 The decision to escalate to level 4 will be taken by the On-call Director or Deputy COO in hours.  
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17       EMERGENCY DEPARTMENT TRIGGERS 
 
17.1 The Emergency Department has a separate internal escalation action plan and triggers which are linked to the following timeline for 

safe and effective care of patients in the department. 
 

Initial 
Assessment 

 
 

Senior Review 
(Clinical Decision    

Maker) 
 

Referral to    
Specialty 

Specialty Senior 
Decision Maker 

Management 
Plan 

Discharge/ 

Admission 

 
0 - 15mins 

 
15mins – 1 hour 

 
< 1 hour 30 

mins 

 
< 30 minutes 
from request 

 
1 - 3 hours 

 
3 - 4 hours 

 
17.2 The consultant and nurse in charge undertake regular Board Rounds, to track progress of patient’s senior review and management plans, 

taking action to expedite those patients whose care is falling behind the agreed departmental timeline standards as per normal practice.  
 
17.3 Formalised triggers to be used by the nurse in charge to weigh measures associated with the timeline above with the total number of 

patients in the department, and breaches of the 4 hour standard to determine the Emergency Department escalation status. 
 
17.4 The status of the department should be reviewed every hour by the Emergency Department Nurse in Charge. The Nurse in Charge 

and senior doctor should follow the ED action card and formalized triggers.  
 
17.5 The full ED Escalation Plan will be embedded once ratified at Board.  
 
 

18 COMMAND AND CONTROL (INCIDENT RESPONSE STRUCTURE) 

18.1 For the Trust to manage disruptive events an Incident Response Structure is required to ensure that the organisation can respond at the 
speed of the incident.  To aid clarity and minimise confusion the Trust will use the same Structure as used during a Major Incident. This 
will also aid a seamless move from disruptive event to Critical Incident plan activation if the situation dictates.   

18.2 During periods of increased demand and/or it is deemed that patient safety is at risk, it may be necessary to declare an internal critical 
incident which will require a more robust Command and Control structure to be implemented and for the Incident Coordination Centre 
(ICC) to be opened and Command and Control put in place.  (Appendix 7).     
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18.3 The ICC will operate from 07.30hrs until 19.00hrs Monday to Friday and will operate as the Major Incident Command and Control Centre 
(Silver/Tactical). A decision as to whether this way of working is required over the weekend will be made on the Friday at Director level. 

18.4 The ICC will be staffed by an Executive Commander (Director) supported by an Incident Room Manager (Duty Hospital 
Manager/Emergency Planning Officer) and the On Call Manager. The ICC will receive regular sitreps from CSCs on the current demand 
and capacity, identified discharges and any staffing issues. A Nursing Controller will provide regular staffing SITREP to the ICC.   

18.5 The main objectives of the ICC are: 

· To maintain an oversight of all Trust resources to ensure the site operates safely 
· To ensure the Trust has a safe level of staffing and that staffing is deployed appropriately. 
· To coordinate any requirements for additional resources and to redeploy staff where necessary 
· To respond to operational difficulty in the organisation and address issues as they arise 
· To review the following day’s predicted performance and to address any issues arising to prevent reoccurrence 
· To address any system ‘blockages’ internally and liaise with the CSC concerned to resolve the issues 
· To address any system ‘blockages’ externally and to liaise with the external agencies to resolve the issues 
· To escalate issues externally as necessary    

.18.6 The ICC will delegate tactical decisions and actions to CSCs which will operate as Bronze (Operational) Command.  These will include, 
but not restricted to:  

· Facilitation of early discharge including identified issues preventing discharge from happening 
· Staffing issues 
· Resolving ambulance delays 
· Escalating and resolving delays with diagnostics, referrals to other specialities’ e.g.  Psychiatric, arranging additional porter support etc.   
· Ensure efficient planning for next day discharges  

18.7 The key issues to be considered in the ICC are to: 

· Assess impact of increase demand/capacity 
· Follow up in identified discharges 
· Continual situation reporting 
· Take appropriate action to manage identified risks and thereby protect the reputation of the Trust 
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· Recalculate trajectories and targets 
· Track services to address a backlog of demand based clinical need for services and staff availability 
· Gap analysis of demand/supply 
· Transfer patients to areas under less clinical pressure 
· Consideration of any communication messages to be calculated (Executive Commander) 

 NB: Any staffing shortages identified on wards to be co-ordinated by the duty senior nurse who will consider staff redeployment to critical 
areas where necessary.   

 
19      AMBULANCE DIVERTS 
 
19.1  In the event of a request to divert, the appropriate protocol, as per NHS England must be followed. (Appendix 8) 
 
19.2 Diverts will NOT be accepted unless circumstances are EXTREME, and all BLACK criteria are met. 

19.3 ‘Soft’ divert will occur when the Ambulance Service recognise the pressure on the Trust is increasing to a challenging position. 

20 COMMUNICATION 

20.1 The escalation status is communicated to staff throughout the Trust internally via emailed report 
 
20.2 External communications regarding the status also goes to Whole System Partners and now has a ‘live’ feed to QA website. 

20.3 On occasions this communication may trigger multi-agency conference calls, and/or face to face meetings.  These will be called if the 
Trust is in Red or above escalation status.  

20.4 The number to dial for the Conference Call is 08444 737373, ID/pin  number: 885883 

20.5 The Conference Call will be set by the CCG, however PHT may discuss the further need for calls and set additional calls when in Black 
Status 

20.6 The Conference Call will be managed against a specific agenda 

21 FULL CAPACITY PROTOCOL 
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21.1 When ED has reached its’ maximum number of patients (or is rapidly approaching this maximum) the risk to patient and staff safety 
is increased.    
 

21.2 These pressures can occasionally be extreme and normal contingency planning and command and control structures are 
insufficient to promote a speedy return to normal operating. Balancing and sharing risk is part of the Trust’s action in discharging 
its’ duty of care to patients and staff. 

  

21.3 Unlike many departments the Emergency Department is unable to close its’ doors when all available patient care spaces are occupied. 
The risk of serious incidents happening not only increases with every new patient that arrives but is concentrated in one area. Allocating 
one extra patient to suitable wards shares this risk across the Trust and reduces it in A&E (ECIST 2011) The Full Capacity Protocol 
describes the process of risk sharing across the Trust when the ED department has more patients than it can safely care. The updated 
version will be embedded in the document after ratification. 

 
22 ADVERSE WEATHER CONDITIONS 

22.1 The Trust receives severe weather warnings as well as weather alerts and forecasts from the Met Office by automated e-mails which are 
received by the Emergency Planning (EPO). This allows the Trust to put into operation the appropriate plans in a timely fashion.   

22.2 In the event of receiving a warning of adverse weather conditions, such as snow leading to closed roads and limited transport facilities, the 
EPO will cascade warnings via the Communications Team along with any actions required. 

22.3 The Estates Department have a planned process of maintaining the Grounds of the Trust when ice and snow laden. The plan conforms to 
best practice in maintaining the access and egress of emergency vehicles and main pathways before any additional areas.  

· All staff should make an early assessment of travel plans during inclement weather and it is their responsibility to exhaust every 
potential transport/ambulatory arrangements that will enable them to attend for duty.  

· Staff accommodation for inclement weather will be supported by the Trust as in previous years via the Facilities Manager. 
· The Trusts Corporate Business Continuity Plans will be used to escalate and plan for service disruption recovery relating to reduced 

staffing which cannot be addressed primarily by a divisional / departmental Service Business Continuity Plans.  
· Rotas will be managed by the Ward managers in the event of adverse weather conditions to ensure wards and clinical areas are 

staffed appropriately.   
· Elective services will be cancelled as appropriate and staff moved to critical areas. 
· The daily SITREP from all services will be adjusted to include information about availability of staff. 
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· The capacity bed meeting will coordinate actions required and may have to meet more regularly according to the severity of the 
situation.   

· A full inclemental weather plan for the Trust can be found Appendix 9. 

23 SEASONAL INFLUENZA 

23.1 The seasonal Flu immunisation campaign is launched in September each year.   

23.2 A flu vaccination programme for staff will be provided which will be advertised during September, commencing October/November.  As in 
previous years, all staff will be encouraged to take up the vaccine and clinics will be scheduled both in and out of clinical areas at various 
times to make access easy for staff.  In addition, clinical staff will undertake the role of ‘Flu Champions’ and will be involved in 
administering the vaccine to encourage uptake. The Flu Champions will not be required to run the flu clinics, instead to be available on an 
ad hoc basis.   

23.3 The Department of Health target is to vaccinate 75% of all Health Care Workers. Information on the uptake will be reported through the 
ImmForm system to the DoH. 

23.4 An immunisation plan has been completed and can be found within the Trust Flu Plan 16/17. 

 

24 FLU PANDEMIC 

The Trust has robust plans and escalation arrangements in place to effectively manage the anticipated increase in winter activity. However 
should there be a surge in activity in relation to flu then this plan will work in conjunction with the agreed Trust wide pandemic flu plan.  
Patient flow and cohorting flu patients is carefully managed and the plan can be found in the Trust Flu Plan 16/17. 

25 MORTUARY CAPACITY AND IMPACTS 

25.1 The mortuary capacity at PHT has a total capacity of 157 spaces comprising of: 

· 33 banks divided by four tier sections in main fridge bank (temp. 4c) with a sealed isolation section for four decomposed or infectious 
cases. 

· 1 bank divided into three spaces for bariatric cases. 
· 1 four tier permanent deep freeze capacity (temp. minus-20c). 



 

Page 29 of 54 
 

· There is an additional temporary refrigerated 12 body store unit purchased from Nutwells which is installed in one of the unused rooms 
next to the main Mortuary body store which can be brought into action at any time, if required.  Permission does not need to be sought for 
this and is kept up and running throughout the peak winter session. 

· There are 6 temporary non-refrigerated body store racks which can be used to store bodies for short periods of time while waiting to be 
picked up by funeral directors   
 

25 .2 In the event of the inability for the hospital to accommodate bodies in the current mortuary facilities the following actions will be taken: 

· Releasing cases earlier to the Funeral Directors (with approval/support of HM Coroner if any changes are needed) 
· Hire purpose built, dedicated temporary storage units i.e. from Nutwells.  To be erected at the far end of the post mortem floor. 
· If the local Funeral Directors reserve storage capacity becomes low, reserve capacity would be sought from surrounding hospitals e.g. 

University Hospital Southampton, West Sussex Hospital trust or Hampshire Hospital NHS Trust.     
 

25.3 When the Mortuary reaches a capacity of 125 this will be flagged up to the Mortuary Manger and Cellular Pathology Laboratory Manager 
and contingency plans will be put in place.  

25.4 For any Mortuary issues out of hours the Mortuary technician on-call should be contacted via the switchboard. 

25.5 For actions in the event of an absence of Mortuary staff please consult the Pan Pathology Continuity Plan (LP-QAP-BUSINESSCONT) on 
iPassport. 

25.6 A pre winter pressures meeting will be held in October and a post winter review meeting held in early 2017 

25.7 Daily mortuary numbers are reported centrally 

26 SOUTH COAST AMBULANCE SERVICE (SCAS) – RESOURCE ESCALATION ACTION PLAN (REAP) 

The SCAS Escalation Action Plan (REAP) is a structured set of actions to assist in their Business Continuity Management (BCM). For the 
purposes of planning, 6 levels of escalation will be utilised within, they have been developed and agreed by the National Director of 
Operations Group (NDOG). These levels will be used to determine what actions are necessary to protect the Ambulance Trust’s core 
services and supply the best possible level of service with the resources available.  Please refer to Appendix 10. 

27 OVERALL WINTER PLANNING RECOMMENDATIONS 

1. Agree modelling  
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2. Agree ‘swing’ ward plan 
3. Accelerate winter planning in the CSCs 
4. Finalise the agreement for E4 usage and opening 
5. Continue delivery of the Urgent Care Quality Improvement Plan 
6. Review risk of an Influenza epidemic/ pandemic on Trust Risk Register 
7. Ensure Escalation and Full Capacity policies are updated  
8. Ensure planning focusses on the forecasted daily demand 

28 OTHER RELEVANT PLANS 

28.1 The following are key plans, processes or policies that should be used in conjunction with this plan: 

·  Trust Escalation Policy 
· Full Capacity Plan 
· Business Continuity Plans identifying critical functions to be maintained. 
· Major Incident Plan 
· Trust Flu Plan 
· Outlier Policy 
· REAP Plan (SCAS) 
· Business Planning Workstream Plans 
· Debrief Process  
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Appendix 1 

 
Non-Elective Admissions by CSC Dec 2015-Jan 2016 

       
             
 

Week commencing 6 days 
          

 
CSC wc 30/11 wc 07/12 wc 14/12 wc 21/12 

wc 
28/12 

wc 
04/01 

wc 
11/01 

wc 
18/01 

wc 
25/01 

Grand 
Total 

 
 

CANCER 10 27 22 21 25 16 26 23 22 192 
 

 
CC 10 8 6 8 11 11 7 7 13 81 

 
 

EMERG* 193 245 248 242 247 223 252 228 233 2111 
 

 
H&N 31 26 27 22 24 21 21 22 21 215 

 
 

MED 193 217 236 237 242 239 227 242 230 2063 
 

 
MOPRS 75 83 80 93 78 93 95 81 85 763 

 
 

MSK 11 20 27 48 20 32 46 38 27 269 
 

 
Pvt 2 0 1 1 7 2 1 3 2 19 

 
 

QAHome 1 
    

1 
   

2 
 

 
Renal 37 33 32 42 36 32 22 33 31 298 

 
 

SURG 106 132 133 114 133 123 119 121 111 1092 
 

 
Theatres 0 0 0 0 0 1 2 0 2 5 

 
 

W&C 52 73 89 64 61 59 70 67 91 626 
 

 
TOTAL 721 864 901 892 884 853 888 865 868 7736 
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Non-Elective Discharges by CSC Dec 2015-Jan 2016 

 
Patients aged 18+ 

          

 

Week 
commencing 6 days 

          

 
CSC 

wc 
30/11 

wc 
07/12 

wc 
14/12 

wc 
21/12 

wc 
28/12 

wc 
04/01 wc 11/01 wc 18/01 

wc 
25/01 

Grand 
Total 

 
 

CANCER 18 28 32 21 26 17 29 26 32 229 
 

 
CC 9 9 7 6 8 6 5 4 3 57 

 
 

EMERG* 185 239 251 242 231 225 251 232 237 2093 
 

 
H&N 26 25 26 22 29 35 23 24 28 238 

 
 

MED 173 186 217 220 182 186 186 195 186 1731 
 

 
MOPRS 106 91 98 92 67 93 94 73 74 788 

 
 

MSK 31 32 35 39 24 36 51 40 46 334 
 

 
Pvt 8 2 3 2 7 11 12 4 9 58 

 
 

QAHome 
    

1 
 

2 
 

1 4 
 

 
Renal 36 40 47 43 33 36 32 40 30 337 

 
 

SURG 101 98 112 127 138 136 137 132 111 1092 
 

 
Theatres 

     
1 3 

 
1 5 

 
 

W&C 63 76 96 72 71 63 84 83 97 705 
 

 
TOTAL 756 826 924 886 817 845 909 853 855 7671 

 
             
 

* AMU & AE wards where discharged directly (or via CDL) 
       

 
  Note - where discharge is via CDL the previous ward is used for CSC 

      
             

  

 
 
 
 

 
 
 
 
 
 

         



 

Page 33 of 54 
 

 
 

             
 
 
 
Non-Elective Activity by CSC Dec 2015-Jan 2016  (Dischgs - Admissions) 

 
 
 
 
 
Differentials 

   
 

Patients aged 18+ 
          

  
6 days 

          

 
CSC 

wc 
30/11 

wc 
07/12 

wc 
14/12 

wc 
21/12 

wc 
28/12 

wc 
04/01 

wc 
11/01 wc 18/01 

wc 
25/01 Total 

 
 

CANCER 8 1 10 0 1 1 3 3 10 37 
 

 
CC -1 1 1 -2 -3 -5 -2 -3 -10 -24 

 
 

EMERG* -8 -6 3 0 -16 2 -1 4 4 -18 
 

 
H&N -5 -1 -1 0 5 14 2 2 7 23 

 
 

MED -20 -31 -19 -17 -60 -53 -41 -47 -44 -332 
 

 
MOPRS 31 8 18 -1 -11 0 -1 -8 -11 25 

 
 

MSK 20 12 8 -9 4 4 5 2 19 65 
 

 
Pvt 6 2 2 1 0 9 11 1 7 39 

 
 

QAHome -1 0 0 0 1 -1 2 0 1 2 
 

 
Renal -1 7 15 1 -3 4 10 7 -1 39 

 
 

SURG -5 -34 -21 13 5 13 18 11 0 0 
 

 
Theatres 0 0 0 0 0 0 1 0 -1 0 

 
 

W&C 11 3 7 8 10 4 14 16 6 79 
 

 
TOTAL 35 -38 23 -6 -67 -8 21 -12 -13 -65 
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Appendix 2 
 
Example Template for CSC Winter Plans (due for submission October 3rd 2016) 
 
 
CSC/Dept: 

      
       
       Action Responsible  By 

When 
Risks  Current 

Status 
(RAG) 

Comment Associated 
cost if 
applicable 
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Appendix 3  
 
Consultant Rota confirming who is responsible for each ward over Christmas and New Year period 

  

Saturday 
24th 

December 

Sunday 
25th  

December 

Monday 
26th 

December 

Tuesday 
27th 

December 

Saturday 
31st 
December 

Sunday 
1st  

January 

Monday 
2nd 

January 

Acute POD            
AMU Short            

AMB             
Short Stay & 

Virtual            

C5             

C6            
C7            
D1            
D2            
D3            
D4            
D5            
D6            
D7            
D8             

SAU            

E2            
E3            
E4            
E7            

E8            

F1             
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F2             

F3            
F4            

F5             

F6             

F7             

G1             

G2             

G3             

G4             

G6             

G7             

G8             

G9             

     
   

Actions to mitigate known risks: 
 

    
  Predicted  

demand 
Predicted  

Discharges 

Actions to 
manage 
demand 

Additional 
Actions 

RAG rate  
staffing 

  
Saturday 24th 

December           
Sunday 25th 

December           

Monday 26th 
December           

Tuesday 27th 
December           

Saturday 31st 
December           

Sunday 1st 
January           
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Monday 2nd 
January           

            
 

 
  Christmas and New Year     

 
Names: 

Monday 
19th 
Dec 

Tuesday 
20th 
Dec 

Wednesday 
21st Dec 

Thursday 
22nd Dec 

Friday 23rd 
December 

Saturday 24th 
December 

Sunday 25th 
December 

Monday 26th 
December 

Tuesday 27th 
December 

 
Senior Team                   

 
                    

 
                    

 
                    

 
Bleep Holders                   

 
                    

 
                    

 
On Call Teams   

    
        

 
                    

 
                    

             
            

Operational Strategy  
include extra lists/opening times, further support, additional capacity 

   

        

23rd - 28th 
Dec 

  
   
      New Years 

Day 
  

   
   

2nd - 4th 
January 

  

   
      

Additional   
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Appendix 4 
 
Forecast Calendar 
 
WEEK 1 - 21st to 27th Dec 
2016 

             
        

CSCs 21/12/2015 22/12/2015 23/12/2015 24/12/2015 25/12/2015 26/12/2015 27/12/2015 
Grand 
Total 

 CANCER 3 2 6 2 2 3 3 21 
 CLINICAL SUPPORT 

SERVICES 
 

1   
   

  1 
 EMERGENCY MEDICINE 69 72 81 75 70 75 76 518 
 HEAD & NECK 5 5 3 3 4 

 
3 23 

 MEDICINE 7 8 10 8 4 1 10 48 
 MEDICINE FOR OLDER 

PEOPLE 9 4 5 2 4 1 5 30 
 MUSCULO-SKELETAL 7 9 8 8 2 3 6 43 
 RENAL & TRANSPLANTATION 7 7 8 5 6 1 3 37 
 SURGERY 21 12 19 17 8 16 13 106 
 WOMEN & CHILDREN 5 13 14 5 7 4 14 62 
 Grand Total 133 133 154 125 107 104 133 889 
 

          WEEK2 - 28th Dec to 03 Jan 2016 
            
        

CSCs 28/12/2015 29/12/2015 30/12/2015 31/12/2015 01/01/2016 02/01/2016 03/01/2016 
Grand 
Total 

 CANCER 4 7 2 4 2 3 2 24 
 CLINICAL SUPPORT 

SERVICES     1 
 

  
  

1 
 EMERGENCY MEDICINE 85 77 66 68 85 67 72 520 
 HEAD & NECK 1 6 4 7 4 2 4 28 
 MEDICINE 9 7 7 5 5 7 8 48 
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MEDICINE FOR OLDER 
PEOPLE 10 5 5 4 1 2 2 29 

 MUSCULO-SKELETAL 3 1 4 2 3 1 1 15 
 RENAL & TRANSPLANTATION 4 4 8 3 3 6 4 32 
 SURGERY 19 28 20 12 18 20 14 131 
 WOMEN & CHILDREN 6 13 7 5 9 11 5 56 
 Grand Total 141 148 124 110 130 119 112 884 
  

 
 
 
Appendix 5 

CRITICAL CARE WINTER PLAN 16/17 

 
 Issue Actions  Outcomes Who When  Monitoring Arrangements  

 

 

    

1    WORKFORCE (i.e. leave arrangements, staff deployment)     
1. Adequate cover for  
all staff groups 24/7 

Nursing and medical recruitment up to 
establishment 

Full staffing. CC/SM On-
going 

Turnover/QlikView/rotas     

2. Maintain staffing  
levels despite increase  
in sickness levels 

Use flexible staffing and consider 
utilising non-clinical staff as per flu plan 
and business continuity 

Sickness covered CC/SM On-
going 

Rotas     

3. Flex capacity is  
adequately staffed 
4.  Reduction in fill  
rates by temp nursing  
staff over holiday  
period 
5. Proactive  
management of  
workforce planned EG Mat 
leave 
leave 

Emergency plans in place to utilise 
theatre staff if required as per flu plan 
and business continuity plan. Update of 
training required. 

Capacity increased 
and staffed 

CC/SM CSC mgt 
CC/SM 

Delayed 
admissions/cancelled electives 
/non-clinical transfers 

    

Annual leave allowance reduced. 
Minimal use of temp nursing at all times 

Full cover of staff CC/SM Daily Rotas     

Continue with existing plans. Smooth cover CC/SM Daily Rotas     
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Issue Actions Outcomes Who When Monitoring Arrangements 
3  SERVICE PROCESS MODIFICATIONS (i.e. alteration in elective activity, escalation triggers) 
1. Analysis of previous  
admissions/ discharge  
trends 

Review of numbers Capacity meets demand CSC mgt 
CC/SM 

Autumn Number of delayed 
admissions/cancelled electives/non-
clinical transfers 

2. CSC rota for  
escalation of  

Silver command rota in place Covered rota CSC mgt 
team 

Daily Rota 

Issue Actions  Outcomes Who When  Monitoring Arrangements 
2 CAPACITY (i.e. fixed additional capacity, escalation capacity etc.) 
1. Proactively manage the 
seasonal peak in demand on 
resources and beds 

Full staffing will allow 
maximal capacity. 

Sufficient capacity CSC mgt 
CC/SM 

Daily Number of delayed 
admissions/cancelled electives/non-
clinical transfers 

2. Proactively manage the 
seasonal demand on external 
services  
(Step down beds, nursing 
homes ETC) 

N/A     

3. Balance non elective and 
elective activity 

Consider reducing elective 
bookings if emergency 
workload increases 

Increased capacity for 
emergency demand 

CC/SM Daily Demand 

4. CSC supported by services 
external to division to  
maximise patient flow and 
avoid delays in treatment 
plans 

Liaise with other CSCs Reduced delayed 
discharges and therefore 
increased available 
capacity 

CC/SM Daily Number of delayed discharges 

5. Ensure planned physical 
expansion capacity identified 

Plan to utilise recovery as 
necessary 

Additional capacity 
available 

CC/SM Daily Availability of physical capacity 
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operational issues 

2. Anticipate impact of  
Noro virus, flu 

As per flu plan and business 
continuity plan 

Business continued CC/SM Winter Plans in place 

 
 Issue Actions  Outcomes Who When  Monitoring 

Arrangements 
 3  EQUIPMENT & SUPPLIES (i.e. impact on alteration in activity, BC) 

 
 
 
 
 
 
 
 
 

 

Rise in emergency  
admissions  
particularly with flu 
 
 
 
 
 
 
 
 

Stock levels of 
critical care 
consumable 
essentials 
increased in 
Autumn e.g. 
ventilator circuits, 
central lines, 
suction etc.  
Include flu 
requirements e.g. 
FFP3 masks. 

Adequate 
stock. 

Mary 
Moody/materials 
management 

Autumn 
and on-
going 

Stock levels 

 
 
 
Equipment 
shortage  
e.g. ventilators 
 
 
 
 
 

 
 
 
Ensure sufficient 
equipment as per 
as per flu plan and 
business 
continuity 

Adequate 
equipment 

CC/SM Autumn 
and on-
going 

Equipment available 
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Drug shortage due  
to demand 
 

Pharmacy aware 
of previous years 
pressures and 
recent supply 
issues i.e. 
Suxamethonium 
and currently 
stockpiling 
relevant drugs 
regionally  

Adequate 
drugs 

Joe Tooley Autumn 
and on-
going 

Stock levels 

 
 
 
 

 
 
 

 

Issue Actions  Outcomes Who When  Monitoring Arrangements 
4  OTHER (i.e. specific activity, external organisations) 
 
Flu  
vaccinations 
 

Aim for 100% vaccinated 
staff.  4 departmental 
vaccinators competent 

Patients, 
staff and 
families 
protected 

All Sept 
onwards 

% vaccinated 
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Appendix 6 
 
Winter Plan Risks 
 

Risk Impact Mitigation 
Not enacting/enforcing the winter plan · large-scale outlying 

· Higher occupancy 
· Compromised constitutional standards 
· Increased staff sickness 
· Increased cost 
· Extended length of stay for patients 
· Delays in ambulance handovers 
· Poor performance against national and 

local targets 
· Potential for increased risks overall to 

staff and patients 
· Increase in conversion rate 
· Potential to affect staff morale 

Bed modelling 
Agreed plan to mitigate bed gap 
Winter Planning 
Local Business Continuity plans 
Enforcing expectations and actions – 
holding staff to account for delivering 
Increased capacity in senior decision 
makers 

Increase costs associated with Q3/Q4 
 

· Further deficit above plan Be clear on the cost of opening additional 
capacity 
Maximise LOS and admission avoidance 
opportunities to reduce reliance on opening 
escalation beds 
Recruit substantive staff rather the bank 
and agency 

Cancelled elective activity · Income compromised 
· Constitutional standards compromised 
· WLI paid to catch up with elective 

backlog 
· Increased cost 
· Potential to affect staff morale 

Review of medically fit patients 
Implement further discharge rounds 
Escalation capacity opening 

Ambulatory care does not reduce the 
conversion rate so admissions remain 
at current levels or increase 
 

· Higher occupancy 
· Reduced Quality and Patient experience 
· Compromised constitutional standards 

Review of medically fit  
Further discharge rounds 
Escalation capacity opening 

Benefits of Partners not reducing 
medically fit  

· Higher occupancy 
· Reduced Quality and Patient experience 
· Compromised constitutional standards 
· Potential to affect staff morale 

Review of medically fit through Stranded 
Patient meetings 
Further discharge rounds 
Escalation capacity opening 

Difficult securing temporary staff from 
agency with cap on high cost agencies 

· Inability to staff clinical areas safely 
· Inability to staff escalation 

Tight nursing controls 
Local Business Continuity plans 
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Outbreaks 
 

· Compromised flow 
· High demand for critical care 
· Higher occupancy 
· Compromised constitutional standards 
· Staff sickness 
· IP&C Resilience 
· Increased cost 

IP&C Policies 
 
Communications 

Risk of an Influenza epidemic/ 
pandemic 

 

· Compromised flow 
· High demand for critical care 
· Higher occupancy 
· Compromised constitutional standards 
· Staff sickness 
· IP&C Resilience 
· Increased cost 

Pandemic Influenza plan 
Vaccination program 
Communications  

Adverse weather · Reduced availability of staff 
· Impact on Outpatient/Elective Services 

with patients finding it difficult to reach 
the building  

· Risk of loss of services and supplies 
· Potential increase in demand for MOPRs 

and MSK due to cold and icy weather 

Full plan outlining risk mitigation updated 
for 2015/16 
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Appendix 7 
 
Command and Control 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Director of Unscheduled Care/Director on Call/COO: 

· Strategic (gold) command has overall command of the 
organisation resources. They are responsible for liaising with 
partners to develop the strategy to manage the Black Status 

and work towards de -escalation. 
· Delegate decisions/actions to silver commanders 

· Receive Silver Command Escalations and aim to resolve if 
unable to resolve at bronze or silver level 

· Be available and present within the Control Room (Ops Room) 
at the agreed times 

· Attend/Lead Gold Meetings with external partners 
· Assist with the resolution of issues reported where possible to 

facilitate patient flow. 

Silver Commands for areas: 

· Responsible for directly managing their CSC/Depts  response  
· Develop the plan which will achieve the objectives set by gold 

command and assist with de-escalation 
· Rotate into Silver Command Lead (in order to chair Silver 

Command Meetings) 
· Receive Bronze escalations and aim to resolve 
· Be available and present within the Control Room (Ops Room) 

at the agreed times 
· Make notes of any issues to report back at the scheduled 

meetings and attend meetings. 
· Assist with the resolution of issues reported where possible to 

facilitate patient flow. 
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Bronze Commands for areas: 

· Operational (bronze) command will be responsible for 
managing the main working elements of the response 

· Work with Ward Managers at resolving issues reported by 
wards which are blocking flow. 

· Escalate to the nominated Silver Command any issues that 
are unable to be resolved at this level 

· Be available to wards and ensure visibility across the wards 
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Appendix 8 
 
Ambulance divert protocol 
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Appendix 9 
 
Inclemental weather plan 
 
Adverse Weather Conditions Guidance Document – Cold Weather and Snow 

Updated October 2015 

Introduction 

The Trust recognises the need to safely maintain services during Adverse Weather Conditions. The following is intended to provide guidance 
within which these circumstances can be dealt with effectively by PHT. It is an important component of overall winter surge and emergency 
planning and wider health promotion activity. 

Definition 

“Adverse weather conditions” – refers to atypical extreme weather conditions, 

Including extreme heat, flooding, cold, snow etc. This may also be referred to as a 

rising  tide  incident, due to the prolonged impact. 

Impact of Severe Cold Weather on the Trust 
 

There are a number of impacts Severe Cold Weather may have on the Trust. Examples of these are listed below: 

· Increased numbers of patients through the Emergency Department (ED), with medical conditions ranging from minor (e.g. minor slipping 
injuries) to serious (e.g. respiratory insufficiency brought on by the cold air). These patients are seen and treated by ED staff in the normal 
course of their work. Only if the numbers increase substantially for a prolonged period will any additional action be required.  

· Reduced Clinic and Investigations  Attendance as patients struggle to travel in severe weather 
· Equipment of any type (medical, communications, IT etc.) may fail or become less effective because of the cold weather. Contingency 

plans need to be in place to ensure the safety of patients and staff in such eventualities. 
· Heavy snow may affect staff ability to travel to and from work. This impact needs to be assessed for the continuation of acceptable 

operational levels.  
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Alerts 
Met Office Cold Weather Alerts are sent directly to :  

· Trust Emergency Planning Officer 
· Hospital Duty Manager Team 
· Chief Operating Officer 
· Deputy Chief Operating Officer/Managing Director Emergency CSC 

 

The Emergency Planning Officer or nominated other will be responsible for sending out to all Trust clinical staff the appropriate level of clinical 
Cold Weather Alert when national alerts reach level 3 or 4 to provide the appropriate planning,  protection and support. These are outlined in 
Appendix 1. 

Regional Response 
Under the following circumstances the Hampshire Local Resilience Forum will open an Adverse Weather Office: 

· Severe weather warning 
· Severe weather likely to affect large numbers of people or presenting danger to life 
· Severe weather or severe weather warnings likely to seriously affect roads, rail or airports. 

This will be based at Vickery House, Netley and take responsibility for: 

1. Acting as a central location to share information on warnings issued prior to the event 
2. Acting as a central location to share information on impacts expected/ experienced 
3. Discuss potential and actual impacts of events 
4. Enhance co-ordination of the overall response 
5. Produce a Commonly Recognised Information Picture 
6. Provide a means of escalating a severe weather event to a strategic level if necessary. 

 

Managing demand and Patient related Activity 

In the event of bad winter weather (snow and ice) there will be a higher than expected number of upper and lower limb fractures. Contingencies 
to manage an increased number of orthopaedic patients will be in place. The Emergency Department will continue to function as normal but will 
need to monitor situation closely with regard to demand. 

It is anticipated there will be a sharp rise in slips, trips and falls resulting in fractures. In response to this the MSK CSC have their own plan in 
which to manage increased demand.  
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It is also anticipated that other areas such as Medicine and MOPRs will see a rise in admissions with illness related to cold weather. Capacity 
and Surge Plans as per their Business Continuity Plans will be activated in this case. 

The Operations Centre will establish whether a Command and Control Centre will need to be set up and all communications regarding Patient 
Flow must come through the Operations Meetings. 

In the event of Command and Control being set up the Operations Centre will be the base.  Appendix 2 outlines the Operations Centre role in 
such times. 

Services who are expecting patients to travel in to meet appointment times may need to review as to whether patients will be attending and/or 
reschedule appointments. The Managing Director will need to review these services once it is established whether patients are able to attend 
their appointments. 

Car Parking and Travel 

In incidences where the Park and Ride Service needs to cease functioning in the event of severe weather the Development Team will contact the 
Carillion Manager via FM Helpdesk to ascertain the condition and availability of QAH on-site car parks and agree measures for opening staff 
and/or public car parks for Park and Ride users. 

However, due to numbers trying to park and potential loss of car park capacity due to snow, the Trust may discourage staff from driving to work 
and use pubic transport wherever possible. 

First Bus are responsible for assessing whether the Park and Ride Service can continue and this will be communicated via the Development 
Team who will ensure communication to the Trust occurs.  This will continually be assessed throughout the day.  If the situation worsens then 
First Bus will alert the Development Team. 

The Fort Southwick Caretaker will assess the accessibility of the Car Parks available to Park and Ride.  He will communicate with the 
Development Team throughout the day as to whether the Car Parks can remain open. 

Staff are encouraged to look at Twitter, the Intranet and other external communications as the Trust will update the status of Park and Ride 
services following an initial communication via social media (Twitter) by the Development Team. 

In the event of Park and Ride being closed the Trust will review the use of the Mini Bus and whether this could be utilised for assisting staff and 
liaise with the Operations Centre. 

The use of Four Wheel Drives may also be an option.  The organisation of these will go through the Operations Centre. 

Carillion Manager Contacts are obtainable through Switchboard; other Trust contacts are as follows: 
1: District Transport Manager 
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2: Head of Estates and Facilities 
3: Head of Development 
4: Director of Redevelopment 
5: Facilities Monitoring Manager 

Access 

In the event of snow and ice Portsmouth City Council will maintain the roads leading up to the Hospital as part of their prioritised snow clearance 
plans.   

Carillion FM Services are responsible for making roads accessible on site. 

A full plan is kept on the Intranet. The contact for the plan is the FM General Manager and is contactable through switchboard. 

The Fort Southwick Caretaker is responsible for maintaining the roads/car parks at the Park and Ride facility.  A contract is in place for gritting 
the internal roads/parking areas, and the footpaths will be maintained directly by the Caretaker. 

Communications 

PHT Communications Team will continue to manage external communications. Other guidance will be communicated to staff via the PHT Twitter 
account.  

HR Guidance - Attending for work/maintaining services during adverse weather and 

other emergency conditions 

This guidance is based on the clear principle that in accordance with an employee's contract of employment they are required to attend for duty 
in order to receive payment. Only in very exceptional circumstances will the Trust issue a direct instruction to staff regarding the need to close 
buildings or reduce service provision due to extreme weather conditions. In these circumstances full instructions will be provided as to how this 
time should be reflected. All staff will be made aware of these arrangements. In all other circumstances, employees will be expected to present 
themselves for duty at their place of work or an appropriate alternative work base. 

Full HR guidance can be found following the link below. 

http://pht/bcep/Emergency%20Planning/Adverse%20weather%20guidance.pdf 
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Appendix 10 
 
REAP Actions 
 
Mitigating Actions For Consideration 
REAP 
Level 

Increase Capacity – 
Control 

Change Process - 
Control 

Increase Capacity – 
Field Ops 

Change Process 
– Field Ops 

Change Service 
Provision 

Command and 
Control  

6 

· Consider International 
mutual aid if 
arrangements have 
already been made. 

· Move all available staff to 
EMS duties. 

· Utilise private agency 
staff in Control 

· Utilise other emergency 
services staff and RAC 
etc 

· All Red calls to go 
to Clinical Support 
Desk for 
prioritisation 

· International mutual aid 
· Use upskilled ECA as first 

responder solo vehicle 
· Deploy corporate staff to 

drive vehicles with 
clinician to do A&E work 

 

· Consider use of 
other AHP/nurses 
etc to respond 

 

· Stop all PTS 
work except 
critical cases 
such as 
radiotherapy, 
chemotherapy 
and renal 
dialysis. 

 

· Establish national 
co-ordination 
centre 12/7 

· Gold – 12/7 
· Silver – 24/7 
· Bronze 24/7 

5 

· National mutual aid 
· Incentivise leave 

cancellation 
· Suspend all training 

including university/ 
secondments and 
projects 

· Establish home working 
· Commence electronic call 

triage to internal flu line 
· Full deployment of all 

corporate trained staff in 
EOC 

· All Amber calls to 
go to the Clinical 
Support Desk 
before responding. 

· No response to 
Green calls 

· including clinical 
support desk. 

· Request GP 
assistance in 
Control 

 

· National mutual aid 
· Suspend all training 

including university/ 
secondments and 
projects 

· Deploy corporate and 
back room staff 

· Expand role of ECAs to 
handle more cases 

 
 

· Review number of 
solo responders 
versus ambulance 
hours 

· Deploy community 
assessment tool 

· Implement  treat 
and leave for all 
paramedics 

· Consider 
deploying 
volunteers such as 
PTS car service 
drivers and CFRs 
to undertake low 
level A&E 
workload. 

· GP admissions 
extended time to 
4 hours at 
patient’s side. 

· Stop transfers 
where there is 
no immediate 
danger to life. 

 

· Establish national 
co-ordination 
centre 12/7 

· Gold – 12/7 
· Silver – 24/7 
· Bronze 24/7 

4 

· Utilise PTS/OOH Control 
staff in EOC 

· Implement co-caring 
schemes 

· Cancel all training except 
university 

· Request those on leave 
to consider working. 

· Cancel all meetings 
· Deploy additional/ retired 

staff 
· Implement  

attendance/OT incentive 
scheme 

· Consider providing 
temporary 
accommodation for staff 
unwilling / unable to go 
home 

· Increase number 
of Amber calls to 
clinical support 
desk with no send 

 

· Implement attendance 
bonus/overtime incentive 
scheme 

· Utilise taxis for low acuity 
transport 

· Consider providing 
temporary 
accommodation for staff 
unwilling / unable to go 
home 

· Implement co-caring 
schemes 

· Cancel all training except 
for university 

· Request those on leave 
to consider working. 

· Bring in additional/ retired 
staff where possible 

· Deploy clinician with non 
clinical driver (PTS VAS 

· Consider 
expanding fleet 
capacity by 
outsourcing fleet 
servicing 

· Deploy VAS/PTS 
to undertake low 
level A&E 
workload 

 
 

· Only undertake 
emergency inter 
hospital 
transfers 

· Stop all  non 
critical PTS 
activity 

· Restrict 
response to non 
injury falls 

· Stop attending 
statutory private 
events (such as 
FA football 
matches) 

 

· National daily 
conference call 

· Gold – Daily 
conference call 

· Silver – 12/7 
· Bronze 24/7 
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etc.) 
· Review HART/HEMS 

deployment 

REAP 
Level 

Increase Capacity – Control Change Process - 
Control 

Increase Capacity – Field 
Ops 

Change Process – 
Field Ops 

Change Service 
Provision 

Command and 
Control 

3 

· Qualified staff used for 
frontline EOC duties 

· Review all secondments 
· Cancel non critical 

meetings 
· Consider bringing in road 

staff with EOC experience 
· Cancel selective training 
· Cancel CI secondments 
· Buy back annual leave 

· All Green calls to 
Clinical Support 
Desk including 
calls in public 
places 

· Establish technical 
links with 
NHSD/OOH 

· Review secondments 
· Cancel all meetings 

attended by clinically 
qualified managers. 

· Qualified staff/managers 
used for frontline duties 

· Cancel selective training 
· Cancel CI secondments 
· Buy back annual leave 

· Deploy dedicated 
capability to 
activity hotspots. 

· Media campaign 
 

· Stop low priority 
PTS work and 
divert resource 
to A&E 

· Weekly national 
conference call 

· Gold – daily 
conference call 

· Silver – Daily 
· Bronze 24/7 

2 

· Caveat leave request 
approvals 

· Increase OT for EOC staff 
· Increase in clinical 

support desk capacity 
 

· Set up flu 
management desk 

· Implement card 36 
if flu causing 
pressure 

 

· Cancel non critical 
meetings 

· Consider deploying VAS 
· Caveat leave request 

approvals 
· Consider extra private 

providers 
· Increase OT for road staff 

· Deploy managers 
to A&E depts. to 
manage 
turnaround. 

· Consider 
ceasing  cover 
for Private 
Events 

· normal on call rota 
and silver 
conference calls 

1 
· None required · None required · None required · None required · None 

required 
· normal on call 

rota and silver 
conference 
calls 
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· The Plan describes the process of managing Flu within PHT 
to ensure patients are identified, tested, treated and moved 
to the most appropriate place.  This supports maintaining 
patient safety, the provision of high quality care and a good 
patient experience. It also supports the EPRR 
recommendations in ensuring the Trust holds an updated 
Flu Plan for 2106.  The Plan holds appendices 
demonstrating the most up to date information on the 
Identification, Management, Treatment, Viral Testing and 
PPE usage.  
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staff and other patients and ensure the best therapeutic and 
patient experience outcomes for the patient.  This Plan 
summarises some of the protocols and procedures required 
to achieve this.   
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1. Introduction and background 
Influenza (often referred to as flu) is an acute viral infection of the respiratory tract (nose, 
mouth, throat, bronchial tubes and lungs) characterised by a fever, chills, headache, muscle 
and joint pain, and fatigue.  For healthy individuals, flu is an unpleasant but usually self-
limiting disease with recovery within two to seven days. 

Flu is easily transmitted and even people with mild or no symptoms can still infect others.  
The risk of serious illness from influenza is higher among children under six months of age, 
older people and those with underlying health conditions such as respiratory disease, 
cardiac disease or immunosuppression, as well as pregnant women.  These groups are at 
greater risk of complications from flu such as bronchitis or pneumonia or in some rare 
cases, cardiac problems, meningitis and/or encephalitis (Reference: NHS England, 2015)  

NHS England will form a staged response to Flu in the event of an outbreak as follows: 

Stage  Level of flu-like illness  Description of flu season  
1  Community, primary and/or secondary 

care indicators starting to show that flu 
and flu-like illness are being detected  

Beginning of the flu season – flu has 
now started to circulate in the 
community  

2  Flu indicators starting to show that 
activity is rising  

Normal levels of flu and/or normal to 
high severity of illness associated with 
the virus  

3  Flu indicators exceeding historical peak 
norms  

Epidemic levels of flu – rare for a flu 
season  

 

In order to ensure the Trust is prepared for Flu this plan will follow the UK Influenza 
Pandemic Preparedness Strategy 2011 and current guidance from Public Health England 
to ensure the following phases have been planned for: 

· Detection- rapid and accessible  
· Assessment- effective and targeted 
· Treatment- patient specific,  
· Escalation - measured and strategic 
· Recovery- in line with Trust Business Continuity plans 

Therefore this plan will focus on the following key areas.  More comprehensive and up to 
date information can be accessed from PHE and other relevant webpages through the 
Infection Prevention intra net web page.   

· Identification, Management and Treatment 
· Testing arrangements at PHT 
· Personal protective equipment- protocols and availability for staff and patients  
· Fit Testing of staff required to use FFP3 respirators 
· Stock / Consumables of required equipment and medications 
· Staff Immunisation 
· Communications- arrangements for internal and external communication of key 

messages relating to flu.   
· Patient flow and management of capacity within key critical care and high 

dependency areas.   
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2. Summary table of key planning assumptions 

Clinical attack rate Cumulative clinical attack rates of up to 50% of the population in total 
spread over one or more waves each of around 12-15 weeks, each some 
weeks or months apart. If they occur, a second or subsequent wave could 
possibly be more severe than the first. 

Peak clinical attack rate Locally, 10% - 12% of population per week 
Hospitalisation rate Between 1% - 4% of those who are symptomatic may require hospital 

admission 
Case fatality rate Up to 2.5% of clinical cases 

Local level planning target of excess deaths in the range of 210,000-
315,000 nationally (approximately 0.4-0.5% of the population) 

Peak absence rate Up to 15% - 20% of workforce (Large Organisations) 
Up to 30% - 35% of workforce (Small Organisations) 

3. Identification 
Flu must be considered in any patient presenting with 2 or more of the following symptoms: 
· Fever or history of fever 
· Cough 
· Sore throat 
· Rhinorrhoea (runny nose) 
· Limb/joint pain 
· Headache 
· Diarrhoea or vomiting 
· OR severe and/or life threatening illness suggestive of an infectious process 

Patients which fall under the suspected flu category must be considered as a 
potential influenza case.  These patients must be: 

· Be isolated immediately, either in a cubicle or cohort isolation 
· On transferring the patient, the patient should be instructed to wear a surgical face mask 

to prevent viral droplet spread (dependent on age, understanding and clinical condition) 
· Inform Infection Prevention Team immediately (ext. 1745, Bleep 1399) during office 

hours (Monday-Friday 09:00-17:00) and on-call Infection Prevention nurse via 
switchboard out of hours. 

· Clear signage denoting the importance of isolation and transmission precautions must 
be used in accordance to the Trust Isolation policy. 

 

4. Assessment: Viral Testing 
All patients with suspected influenza must be tested for flu (inc. H1N1).  PHT patients who 
are at home, but phone in with symptoms are encouraged to seek assistance from their GP.  
In exceptional circumstances, the Trust will visit peripheral units and patients’ homes to 
facilitate screening. 
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Daily testing for influenza A and B is available.  Once influenza is circulating in the local 
community an influenza specific PCR will be run at 11:00 each day Monday-Friday with 
results available by 16:00 or earlier.  All specimens must arrive in the Microbiology 
laboratory by 11:00am. Weekend testing will be escalated if clinical need requires this.  
Any urgent requests which miss the daily influenza run need to be discussed with the 
microbiologist on duty to determine whether the less sensitive point-of-care test 
(Genexpert) is appropriate.    

Testing tips:- 

Take the sample from the lower airways e.g., BAL, NBL, NPA to provide the most sensitive 
diagnostic specimen.  If this is not possible, please send separate nose and throat swabs. 

Use a green VIROCULT viral transport medium (VTM) swab 

Ask patient to wear a surgical face mask (except whilst having the samples taken).  The 
person taking the swabs should wear a face mask (surgical), plastic apron, eye protection 
and gloves). 

For Nose swabs- ask patient to tilt head back slightly and gently insert the swab along the 
medial part of the septum, as far as possible.  Rotate the swab slightly several times and 
remove the swab.  Place the swab in the VTM and squeeze the bottom of the tube to 
release the medium. 

For throat swabs- use a new swab to vigorously swab only the posterior pharyngeal wall.  
Place the swab in the VTM and squeeze the bottom of the tube to release the medium. 

Label the specimen as normal with patient details.  Include as much clinical data as 
possible.  Complete an ICE or yellow microbiology form and under Test(s) required, tick 
Viral Culture and write Flu PCR.  Label the sample as urgent and send to the 
microbiology laboratory.  

Remember samples must arrive in the laboratory by 11am to be included on the daily 
flu run.  If the sample is urgent, phone the lab to request urgent Genexpert testing 
and hand deliver the sample as soon as possible. 

Viral swabs can be requested via Pathology Supplies (ext. 6564, between 08:30am-
16:30pm Monday-Friday), or at weekends via Sample Handling (ext. 5761).  Viral swabs 
are also available in the flu boxes located around the Trust (see section 6). 

More details on Infection Prevention intranet site: 

5. Personal Protective Equipment (PPE), Transmission Precautions and Fit Testing 
 
Wards designated as flu receivers will have a full stock of all equipment which will be 
topped up weekly by the ward Top Up service provided by Procurement.  In addition to this 
twelve stocked ‘Flu Boxes’ will be stocked for other areas and kept in the following 
locations:  

· 3 x Emergency Department (Main ED, Resus & Paediatric ED),  
· 1 x AMU (Clinic room, main corridor),  
· 1 x Operations Centre,  
· 1 x Paediatrics (A7 treatment room),  
· 1 x Maternity (Band 8 office),  
· 1 x SAU (clean utility treatment room),  
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· 1 x Oncology (Sister’s F7 office),  
· 1 x Renal (G7 annex),  
· 1 x Physio (D level neuro gym),  
· 1 x Infection Prevention Offices  



 

8 
 

Each flu box contains the following: 

3MFFP3 respirator face mask (valved) x 20 

FFP1 surgical face mask x 50 

Gloves, 1 box each of small, medium, large 

Aprons, 1 roll 

Green Virocult (VTM) swabs x 20 

Laminated flu PPE guidance poster 

Laminated flu management algorithm 

Laminated how-to-guide for taking flu specimen 

Laminated PPE guide 

These boxes can also be used for a suspected case of Middle East respiratory syndrome 
coronavirus (MERS-CoV). For this reason, the following are also included:  

Water repellent long sleeved gown x 10 

Laminated MERS-CoV case algorithm 

All staff should be instructed in the appropriate use of PPE for flu: 

Correct PPE usage 
with flu patients 

Entry to flu areas 
(no contact) 

Contact (within 1 
metre) 

Aerosol generating 
procedures 

Hand hygiene YES YES YES 

Gloves x YES YES 

Plastic apron x YES YES 

Surgical face mask YES YES x 

FFP3 face mask x x YES 

Eye protection x RISK ASSESS YES 

 
Hand Hygiene 
Strict hand hygiene by all staff, patients and visitors must be observed: 

· Soap and water hand washing (when visibly soiled) 
· Alcohol hand rub (when visibly clean) 

Gloves must be worn for all invasive procedures, contact with secretions, excretions, body 
fluids, clean sites, non-intact skin, mucous membranes 
 
Plastic Aprons must be worn for all procedures where there is a risk of contact with 
secretions, excretions, body fluids or close contact with the patient 
Surgical face masks must:- 
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· Be worn for entry into flu areas and general close contact within 1 meter 
· Cover both nose and mouth 
· Not be touched once they have been put on 
· Be changed when they become moist or soiled 

FFP3 Respirator Face Masks must:- 

· Be worn for all aerosol generating procedures i.e. Cardiopulmonary resuscitation, 
Intubation/Extubation, Bronchoscopy, Physiotherapy generating aerosols, Suction 
via ETT or tracheostomy, CPAP, BiPAP, High frequency oscillating ventilation 
(HFOV) 

· Not be touched once they have been put on 
· Be changed when they become moist or soiled 
· All staff using an FFP3 respirator face mask must have been fit tested prior to use.  

As a result a full fit testing programme, including the identification of fit testing super 
trainers happens annually, as per PHE guidance.  Fit testing kits and a list of those 
trained can be obtained from the Infection Prevention Team. 

· Order codes for the FFP3 face masks, can be found on the Infection Prevention 
intranet page, under flu. 

Eye Protection:- 

· Must be worn for aerosol generating procedures 
· Must be worn where any risk of splash injury with secretions, excretions or body 

fluids exists 
· Non-disposable eye protection must be cleaned in-between use 
· Suitable eye protection: surgical mask with integrated visor, full face visors, plastic 

safety spectacles 

All PPE must only be 

· Worn once (single-use and single-patient use). Single-use items MUST NOT be re-
used. 

· Discarded in the correct order (gloves, apron, eye protection, face mask) 
· Discarded as clinical waste 
· Hand hygiene must be performed after removal of PPE without exception  
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6. Escalation - Patient Flow 
Historically the majority of patients admitted to hospital with flu will come through the 
Emergency Corridor.  However, most CSCs now have a direct admissions pathway, 
therefore, patient with suspected flu may present at any number of points of access across 
the Trust, e.g., renal, cardiology, HODU, CAU, NICU, ITU transfers.  Each of these areas 
utilise cubicles first and when exhausted, will cohort patients into areas, working with 
Infection Prevention in planning and managing this. 

Patients with suspected flu will be managed in Cubicles within the Emergency Department 
or the STAR suite (one patient only) if these are full. They will remain here until it is safe to 
move them on to their dedicated ward area, this could be a direct admit to ward cubicles.  
Providing they do not have other specialist clinical needs that merit admission to a specific 
specialty they will be admitted through Medicine (see below).  Those patients who have 
other clinical needs which supersede their flu diagnosis e.g. cancer or renal patients, 
children etc. will be cared for within that specialty.  Irrespective of the ward location, all 
patients suspected of having flu must be cared for in either a cubicle or cohorted into care 
spaces as per advice from Infection Prevention.   

Of note:- 

Visitors and relatives with suspected symptoms of flu in general will be requested not to 
visit inpatient or out patient areas.  

Staff with suspected flu should contact GP as well as their line manager and/or 
occupational health to seek authorisation for absenting themselves from work until 
medically fit.   
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6.1 Regional Escalation 

The Local Health Resilience Forum sub group have written a regional escalation flu 
plan which covers the following: 

- Treatment: ensuring all local plans dovetail with the PHE plan and antiviral 
collection points plans 

- Escalation: Mutual aid with surges and HR, ITU network plans including paeds 
- Command and Control: Regional Comms network plans, how a pandemic will be 

managed regionally by the Strategic and Tactical Coordination Groups 
- Excess Deaths: Mutual aid across Mortuaries within the region 

This plan will be available to all PHT employees.  PHT are also taking part in the 
regional Table Top exercise in December 2016. 
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7. Escalation - Critical Care 

The Critical Care department have a separate plan to manage Flu patients during the winter 
(Appendix 1.)  They will also continue to work closely with the Critical Care Network. 

8. Treatment of flu 
PHE have issued guidance relating to the treatment and prophylaxis of flu using anti-viral 
agents (link to document).  

 

1For treatment of suspected or confirmed oseltamivir resistant influenza. 
2For treatment of complicated influenza. Use second line treatment if there is poor response 
to oseltamivir, or if there is poor gastrointestinal absorption.  
3Inhaled zanamivir via Diskhaler may not be an effective delivery route in some patients, 
including those unable to administer the Diskhaler and patients with severe underlying 
respiratory disease. It is not licensed for use in children less than five years. The powder 
preparation for the Diskhaler should NEVER be made into nebuliser solution or 
administered to a mechanically ventilated patient.  
4Zanamivir solution for IV or nebulised administration is an unlicensed medication and is 
available on a compassionate use basis for named patients in the UK.  Where possible, 
patients who have good respiratory function despite their illness and can use the Diskhaler 
should receive inhaled zanamivir rather than nebulised or IV zanamivir unless there is multi-
organ involvement.  

Some influenza subtypes are associated with a greater risk of developing oseltamivir 
resistance. The risk of resistance is highest in people who are severely immunosuppressed. 
The selection of first line antivirals in severely immunosuppressed individuals should take 
account of the subtype of influenza causing infection or, if not yet known, the dominant 
strain of influenza that is circulating during that influenza season.  
 
In general, influenza A (H1N1) is considered to be a higher risk for the development of 
oseltamivir resistance, while influenza A (H3N2) and Influenza B are considered lower risk. 
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This list is not exhaustive of all possible subtypes causing human infection, and further 
advice on the risk of individual subtypes can be obtained from a consultant microbiologist or 
consultant virologist. 

 Dominant circulating strain has a 
lower risk of oseltamivir resistance 
e.g. influenza A(H3N2), influenza B  

Dominant circulating strain has a 
higher risk of oseltamivir resistance 
e.g. influenza A(H1N1)  

Uncomplicated 
influenza  

oseltamivir PO and clinical follow up  
Commence therapy within 48 hours 
of onset (or later at clinical discretion)  

zanamivir INH (Diskhaler)  
Commence therapy within 36 hours 
of onset (or later at clinical discretion)  
OR if unable to take inhaled 
preparation4  
oseltamivir PO and clinical follow up  
Commence therapy within 48 hours 
of onset (or later at clinical discretion)  

Complicated 
influenza  

1st line: oseltamivir PO/NG  
2nd line: zanamivir INH, NEB or IV 
Consider switching to zanamivir if:  
- poor clinical response  
- subtype testing confirms a strain 
with potential oseltamivir resistance 
e.g. A(H1N1)  
 

zanamivir INH, NEB or IV  
Commence therapy within 36 hours 
of onset or later at clinical discretion  
(if there are delays in obtaining 
aqueous zanamivir, use oseltamivir 
as a bridging treatment until 
zanamivir is available)  

 

The government plans to maintain a stockpile of antiviral medicines for use in a new 
pandemic. In line with current scientific advice, both oseltamivir and zanamavir have been 
stockpiled to ensure the response can be as flexible and resilient as possible. In the light of 
scientific and clinical advice at the time, antiviral treatment may be limited, for part or all of 
the pandemic, to those in at risk groups if the pandemic proved to be very mild in nature or 
if antiviral medicine supplies were being depleted too rapidly (Ref: Cabinet Office, 2015). 

9. Vaccination of frontline health and social care workers and patients 
Frontline health and social care workers have a duty of care to protect their patients and 
service users from infection.  Flu immunisation should be offered by NHS organisations to 
all employees directly involved in delivering care.  PHT offers the flu vaccination to all staff 
groups and grades and has recently extended its flu vaccination scheme to pregnant 
women, renal and oncology patients. 

The Trust will run a ‘Flu Fighters’ campaign to support flu vaccination of healthcare workers. 
This includes 52 ward staff and 6 members of the Infection Prevention Team who are 
trained to administer the vaccine.  A full vaccination delivery plan for the Trust has been 
produced by Occupational Health.  This can be found in Appendix 2. 

10. Staff absenteeism 
This could occur if staff have either have flu themselves or caring for a family member with 
flu or affected by school closures due to flu.  All absence, directly and indirectly, due to flu 
like symptoms should be reported to line managers.  Staff may also seek advice from 
occupational health and/or the infection prevention team.   
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CSCs are urged to ensure their Business Continuity Plans are up to date and address any 
potential in reduction of workforce.  As a guide CSCs should plan for a 15-20% workforce 
loss in a flu pandemic. 

11. Communications 
The Communications Team will follow national guidance on messages regarding flu.  These 
can be found in the Public Health England Integrated Communications Strategy Seasonal 
Flu campaign.  The PHE Resource Centre is updated frequently, and is the location for all 
nationally produced materials. 

They will also work within guidance provided by the South Region Flu Communications 
Plan, which has been developed by NHS England South in support of the national plan.  

Communications relating to staff vaccination can be found in the vaccination plan in 
Appendix 2. 

12. Excess Deaths 
A full Mortuary Plan can be found in PHT Winter Plan 16/17.  This covers plans to increase 
Mortuary Capacity when required. In addition to this the Mortuary have a  Pandemic Flu 
Outbreak Plan SOP (MORPROT015). 

13. Recovery 
In the event of a flu pandemic the LRF will lead on a regional recovery plan. 

However, wards and other departments will continue to feel the impact for many weeks 
ahead.  Each CSC/department will be expected to deliver a recovery action plan which 
takes into account workforce, resource and environmental recovery.  This process will 
move to a Business Continuity phase with a continued response managed through either 
Command and Control or the Emergency Planning Officer.   

It is also important that a number of debriefs at different stages in the recovery, are held, 
particularly when recovery milestones are achieved or a certain period of time has elapsed. 
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Appendix 1 – ITU Plan 
 

Issue Actions  Outcomes Who When  Monitoring Arrangements 
1    WORKFORCE (i.e. leave arrangements, staff deployment) 
1. Adequate cover for all staff 
groups 24/7 

Nursing and medical 
recruitment up to 
establishment 

Full staffing. CC/SM On-going Turnover/QlikView/rotas 

2. Maintain staffing levels 
despite increase in sickness 
levels 

Use flexible staffing and 
consider utilising non-clinical 
staff as per flu plan and 
business continuity 

Sickness covered CC/SM On-going Rotas 

3. Flex capacity is adequately 
staffed 

Emergency plans in place to 
utilise theatre staff if required 
as per flu plan and business 
continuity plan. Update of 
training required. 

Capacity increased and 
staffed 

CC/SM CSC mgt 
CC/SM 

Delayed admissions/cancelled 
electives/non-clinical transfers 

4.  Reduction in fill rates by 
temp nursing staff over holiday 
period 

Annual leave allowance 
reduced. Minimal use of temp 
nursing at all times 

Full cover of staff CC/SM Daily Rotas 

5. Proactive management of 
workforce planned leave 
(EG Mat leave) 

Continue with existing plans. Smooth cover CC/SM Daily Rotas 

 
Issue Actions  Outcomes Who When  Monitoring Arrangements 
2 CAPACITY (i.e. fixed additional capacity, escalation capacity etc.) 
1. Proactively manage the 
seasonal peak in demand on 
resources and beds 

Full staffing will allow 
maximal capacity. 

Sufficient capacity CSC mgt 
CC/SM 

Daily Number of delayed 
admissions/cancelled electives/non-
clinical transfers 

2. Proactively manage the 
seasonal demand on external 
services  
(Step down beds, nursing 
homes ETC) 

N/A     
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Issue Actions Outcomes Who When Monitoring Arrangements 
3  SERVICE PROCESS MODIFICATIONS (i.e. alteration in elective activity, escalation triggers) 
1. Analysis of previous 
admissions/ discharge trends 

Review of numbers Capacity meets 
demand 

CSC mgt 
CC/SM 

Autumn Number of delayed 
admissions/cancelled electives/non-
clinical transfers 

2. CSC rota for escalation of 
operational issues 

Silver command rota in place Covered rota CSC mgt 
team 

Daily Rota 

2. Anticipate impact of Noro 
virus, flu 

As per flu plan and business 
continuity plan 

Business continued CC/SM Winter Plans in place 

 
Issue Actions  Outcomes Who When  Monitoring Arrangements 
3  EQUIPMENT & SUPPLIES (i.e. impact on alteration in activity, BC) 
Rise in emergency admissions 
particularly with flu 
 

Stock levels of critical care 
consumable essentials 
increased in Autumn e.g. 
ventilator circuits, central 
lines, suction etc.  Include 
flu requirements e.g. FFP3 
masks. 

Adequate stock. Mary Moody/materials 
management 

Autumn 
and on-
going 

Stock levels 

Equipment shortage e.g. 
ventilators 
 

Ensure sufficient 
equipment as per as per 
flu plan and business 
continuity 

Adequate 
equipment 

CC/SM Autumn 
and on-
going 

Equipment available 

3. Balance non elective and 
elective activity 

Consider reducing elective 
bookings if emergency 
workload increases 

Increased capacity for 
emergency demand 

CC/SM Daily Demand 

4. CSC supported by services 
external to division to  
maximise patient flow and 
avoid delays in treatment 
plans 

Liaise with other CSCs Reduced delayed 
discharges and therefore 
increased available 
capacity 

CC/SM Daily Number of delayed discharges 

5. Ensure planned physical 
expansion capacity identified 

Plan to utilise recovery as 
necessary 

Additional capacity 
available 

CC/SM Daily Availability of physical capacity 
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Drug shortage due to demand 
 

Pharmacy aware of 
previous years pressures 
and recent supply issues 
i.e. Suxamethonium and 
currently stockpiling 
relevant drugs regionally  

Adequate drugs Joe Tooley Autumn 
and on-
going 

Stock levels 

 
Issue Actions  Outcomes Who When  Monitoring Arrangements 
4  OTHER (i.e. specific activity, external organisations) 
 
Flu vaccinations 
 

Aim for 100% vaccinated staff.  4 
departmental vaccinators competent 

Patients, staff and 
families protected 

All Sept 
onwards 

% vaccinated 
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Appendix 2 – Occupational Health Plan 
 
Action Plan for delivery of the 2016 Flu campaign to meet the 75% of staff vaccinated 

Action By who Action required By when Completed 

Feedback from last year’s campaign, Establish how to 
increase % of staff vaccinated from previous year 

 

 

 

 

 

What is 2016/2017 Targets 

 

 

 

 

 

Establish number of clinical sessions required 

 

 

 

 

 

ATT 

 

 

 

 

ATT 

 

 

 

ATT 

 

 

 
ATT/ROB/SAR 

PHT had 57.7% quite good compared to other Trusts Use of the 
Ward Vaccinators and the 2 staff from DMGS really helped as it 
meant our own staff could continue with other work. The Online 
update course for ward vaccinators seemed to work well and we will 
continue to try and increase our % this season. Many Drs and 
Nurses did not have the Vaccine and we would like to see this 
increased. 

 
Remains at 75% Health Care workers to be vaccinated 

 

 

 
 
Rooms booked for Ed Centre and MHTR  

 

 
 
 
Rooms and tables booked for Atrium  

 

 

 

 

 

 

 

 

 

March 2016 

 

 
 
 
August 2016 

 

 

 

 

 

 

 

 

 

 

 

 
Yes 

 

Yes 
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Flu team established & meetings arranged 

 

OH departmental meetings arranged with GG/WW 

 

 

 

 

ATT 

 

 

 

 

 

Within OH 1st meeting arranged  

Infection control involvement 

 

July 2016 

 

July 2016 

 

Yes 

 

Yes 

 

 

 

 

Send out questionnaire to L and D to put out to all 
PHT staff re did they have Flu jab last year and what 
will encourage them to have it this year 

 Questions given to Jo admin to ask L and D to set this up for us 

 

 

Date when L and D have confirmed it is ready 

July 2016 

 

 

 

July 2016 

Yes 

 

 

 

Yes (awaiting 
results) 

Order vaccine 

 

 

Order Egg Free vaccine 

ATT 

 

 

ATT 

Order supplies for this years campaign. 6,000 Vaccines ordered 
EDD 25/09.  

 

Contacted procurement normal supplier does not do Egg free 
vaccine therefore contacted Sharon West - pharmacy awaiting 
pharmacy to contact us. 

March 2016 

 

 

 

 

July 2016 

Yes 

 

 

 

Further 
comments from 
manufacturer 
Egg Free may 
not be 
available 
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Order Flu Consent Forms for printing  JC Jo emailing Simon Charters, Medical Photography for 000copies August 2016 Yes 

Need to update PGD names check validity for 
External contracts? 

 

Keep lists of those trained on Ward Vaccinator  

 MG Need to update names in dept copy only; with our new staff; and 
keep a list of all the ward vaccinators who have successfully 
completed updates and new training. 

Sept/Oct 
2016 

On-going PGD 
completed  

Establish previous ward vaccinators 

 

 

 

 

 

 

 

Establish face to face training dates for new ward 
vaccinators 

 

 

 

 

WW/JC  

 

 

 

 

 

 

 

 

 

 

RH/ATT 

 

RH/ATT/JC 

 

All previous trainers can update on ESR – Contact L and D to red-
open  

New questions added to On-line training   

 

 

 

OH staff to cover new training.  Training days set in Rota and 
invites sent to the OH staff to cover.  

 

Rob to set up the clinics in OPAS  

 

Training dates sent to Comms to put out on intranet also on leaflets 
which are due to go out in all staff payslips end of September 

 

August 2016 

 

Sent to 
Darrel 
Masson on 
27/6/16 ATT 

 

August 2016 

 

 

 

September  

Awaiting 
confirmation 
that this is 
open  

 

 

 

 

 

 

 

End of month 

Send emails to CSC leads with names of previous 
ward vaccinators and explain how to update on 
Anaphylaxis and ESR 

WW Get Hannah/Jo to get updated ward vaccinator list and email CSC 
leads to remind them to book in 10 sessions will be booked in for 
face to face clinics 1 hour sessions  

Sept 2016 On-going 
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Establish additional ward vaccinators, coordinate with 
CSC leads 

WW E mail all modern matrons requesting workplace vaccinators 

Email/Pop  to be sent from communications to all staff 

Also information on the intranet 

Website page to be updated 

 

Dates in Sept/October and November clinics blocked off to 
accommodate and email to CSC leads email sent to all modern 
matrons and ward managers to advise of dates and times available 
to book in. Also coms to send out all staff email or pop ups 
informing of dates. 

Sept 2015 

WW/KM 

 

 

 

Sept 2015 

On-going 

 

 

 

 

On-going 

     

Set out clinic plans for flu 

Work out staffing what we need; where required, 
additional staff: MOD, agency, temporary 

 

ATT/SAR/CA 

 

 

GG 

 

 

 

ATT 

 

Complete rotas for Flu Clinics  Early and weekend clinics in 
October/November 

 

 

Book Room for Carillion W/E day contact David Joplin/Emma Green 

 

 

Book Rooms in MHTR and Ed Centre for clinics 

August/Sept 
2016 

 

 

November 
2016 

 

 

July 2016 

Booked 
March 2016 

 

On-going clinic 
dates all set 
out in leaflet 
and on intranet 

 

On-going 

 

 

Yes done 

Set up Communications plan to support campaign 

 

WW/GG/ATT 

 

Send out message 

Meet with comms team, Dates for messages to go out. Link clear 

Sept/Oct 

Had meeting 
with comms 

2 weeks before 
flu clinics start 

Dates on 
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Advertisement via Induction and posters etc 

 

 

 

 

 

 

 

Medical photography New Poster – and Leaflets with 
information and Flu clinic times to be ordered to go in 
1st Sept pay slips 

 

 

Medical photography - Consent forms to be printed 
with all new information 

 

 

 

Technicians/Apprentices 

 

 

 

 

 

 

 

ATT/RH/JC 

 

 

 

 

ATT/RH/JC 

message regarding clinics, pop ups, all staff emails 

 

 

Put up posters, signs, advertisement (all ordered 09/07/15) CW 

in July  

 

 

 

 

 

 

 

 

 

Sept 2016 

 

 

 

 

Sept 2016 

Intranet 
Posters to go 
up week of 21st 
Sept HO and 
BL to distribute 
posters 

 

 

 

 

Completed 

 

 

 

 

Ordered 

Supporting Flu materials 

 

Ask Admin/Apprentice  
HO/BL to order 
materials 

Order posters, leaflets, lanyards & any other support materials for 
campaign Hannah and Bella 

July/August Ordered 

Volunteers to help with clinics 

 

JO Ask Jo to speak with volunteer and organise voluntary help with 
forms etc 

Sept/Oct Extra help 
arranged 
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Establish clinic rooms to deliver vaccine 

 

ATT Agree suitable rooms 

permission to use clinical areas 

Review last years deliver plan to establish key areas to vaccinate 
from 

Extra staff; Close clinics;  

July 2016 Done 

Staffing & resources 

 

PA/AT/SR Review staffing for flu campaign – flexing hours of staff to meet 
requirements 

DMGS – staff to go out in wards; and do clinic in Mary Rose Room 
/split in 2 with screens 

Allocate to flu clinics in OH key areas and departments 

Ensure competency of all vaccinators 

Anaphylaxis Training and BLS training booked for all of dept. and 
DMGS staff 

 

 

 

 

 

August/Sept Done 

Help of 2  MOD 
staff helping 
deliver vaccine 
on QA Site/ 
Clinics in OH 
dept am and 
pm and ward 
vaccinator 
training dates 
all booked in 
and on leaflets  

Organise Early half day clinics in Atrium 

Organise for Tea/Coffee/Biscuits (Carillion) for Oct 
and November dates  

Organise nurses to do early shifts 

ATT 

ATT 

ALL 

  Yes 

     

Delivery of vaccine ATT To establish date of delivery of vaccine to tie in with start of Sept 2016 (probable date 
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 vaccination campaign EDD 26/09 29th /30th Sept 

Staff incentives to have vaccine Order Goods 

 

 

Jo/HO/Bella Lollipops, pens, post its. August2016  

Use of NHS England staff letters 

 

 

ATT Review use of staff letters as suggested by NHS England Director 
of Nursing to send nurses, Medical Director to send all Drs and 
Chief Operating Officer to send AHPs  

Read the letter to doctors  

Read the letter to nurses and midwives 

Read the letter to allied health professionals 

Send out to Appropriate staff for relegation 

Sept 2016  

 

Agreed at 1st 
Flu meeting 
Simon Holmes 
and Cathy 
Stone send out 
to nurses and 
Drs and nurses 

External Flu Clinics  SR/AT Discuss with SR what External clinics to be and what staff is 
required, must co-ordinate with PHT clinics for staffing: PCC  

Portsmouth College 

August 2016  Done 

Admin support for campaign Jo/ATT/SR/NC Establish the amount of admin support and nursing support 
required to ensure up to date reporting during Flu campaign. 

Volunteers to help with inputting. 

 

 

 

 

 

 

Sept 2016 

 

 

 

 

August 2016 

Admin help 
established 
Yes 
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1. INTRODUCTION 
1.1 Scope and Purpose 
This procedure describes the procedures to be adopted in the event of a 
Pandemic Influenza outbreak in the United Kingdom with regard to the Mortuary 
Service at the Queen Alexandra Hospital, Portsmouth. This document forms part 
of the controlled documentation of the departmental Quality Management 
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System. 
1.2 Responsibility 
Mortuary management is responsible for ensuring the implementation and 
maintenance of this procedure. The assistance of the mortuary staff, other 
hospital departments and outside agencies will be required. 
1.3 References 
1.4 Definitions 
1.5 Related Documents 
· This document forms part of Portsmouth Hospitals Pandemic Influenza 
Plan. 
· Cellular Pathology Service Continuity Policy – CPPOLM009 
3. PROCEDURE 
Background 
Figures over the past years have shown little fluctuation with approximately 3500 
bodies passing through the Trust mortuary each year. 
During the past two pandemic influenza outbreaks approximately 30,000 people died 
in the UK. Estimates reveal that the Queen Alexandra Hospital intake area would 
produce around 500 additional deaths although some factors would alter these 
figures. Since the last outbreak the average age of population in the Portsmouth 
area has increased but medical treatment has improved. However these 500 deaths 
are based on a mortality rate of 0.37%, latest figures show that the avian flu mortality 
was 51%. 
Of the 500 additional expected deaths many will die in the community and the 
responsible General Practitioner will issue a death certificate and the body will go 
directly to the Funeral Directors chapel of rest. 
Local mortuary records show that during the 1957/58 outbreaks and the 1968/69 
outbreaks the number of bodies passing through the mortuary rose by approximately 
20% over a three month period the highest rise was 45% over one month in the 
winter of 1957/58. 
Mortuary Capacity 
Currently the mortuary has the capacity to store 151 bodies. Some additional space 
could be created as a temporary facility but this would be minimal. Permission would 
be sought from Senior Management to rent further temporary storage from Nutwell 
Logistics or alternative supplier but it must be noted that this would be in short 
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supply during a pandemic as government bodies would take priority over NHS 
establishments. 
Preparation 
In the event of an outbreak of pandemic influenza the Mortuary Management will 
liaise with the Coroner, Local Funeral Directors, Registrars Office and Bereavement 
Services to ensure that the length of time bodies stay on the Trust’s site is 
minimised. This can be achieved by minimising the number of Post Mortems 
requested by the Coroner and by accelerating the progress of documentation. The 
present demand for a “Green Form” from Funeral Directors may need to be 
reviewed for the duration of the outbreak. 
Additional supplies of body bags, shrouds, aprons, masks, gloves and other related 
items will need to be purchased and stored in the mortuary area. 
The need could arise to review mortuary staff working hours to include evenings and 
weekends if this would allow Funeral Directors to collect deceased out of normal 
working hours when they would be involved with funerals. 
Pandemic Period 
During the pandemic period, which could last up to 3 months the following 
procedures and precautions should be followed: 
· Bodies suspected of being infected will be stored in body bags in refrigerated 
space and wherever possible in one dedicated bank of refrigerators. 
· When handling infected bodies staff should follow the precautions as stated 
in the Trust Infection Control Guidelines. 
· In the event of staff becoming sick they should be encouraged to stay at 
home rather than spread infection to other technicians. 
· Sickness could result in staff from other departments having to be redeployed 
from other areas of Cellular Pathology to release bodies to Funeral Directors. 
· Histopathologist’s sickness could also delay Post Mortems being performed 
and this may result in Post Mortems being performed out of normal working 
hours. 
· Mortuary staff must work closely with medical and bereavement staff to 
ensure that paperwork is completed speedily so as to ensure prompt release 
of bodies to Funeral Directors. 
· Annual leave may need to be restricted. 
· Regular meetings of mortuary staff and mortuary management will be 
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required to ensure that any problems are resolved as quickly as possible. 
Post-Pandemic Period 
The return to normal volumes of bodies passing through the mortuary will be 
gradual. Once normal or near normal working has been re-established it is 
important that staff receive support where necessary and are allowed to take annual 
leave where reasonable. 
A final meeting of the team including Histopathologists will be necessary to ensure 
that any lessons are learnt are put into place in case of a further outbreak which 
could occur several months after the initial one. 

END 
Page 3 of 3 

Uncontrolled Copy 
Pandemic Flu Outbreak Plan - Version: 2.1. Index: MORPROT015. Printed: 19-Sep-2016 15:10 
Pandemic Flu Outbreak Plan - Version: 2.1. Index: MORPROT015. Printed: 19-Sep-2016 15:10 
Authorised on: 16-Mar-2015. Authorised by: Louise Knight (Inactive). SOP Unique Reference: view_only. Due for review on: 16-Mar-2017 
Author(s): Julie Williams 



Detailed Scheme of Delegation : Issue Number 7.1 Issue Date TBC 
(Review date: 30/11/17 (unless requirements change)) 
   

 
 
 
TRUST BOARD PUBLIC – OCTOBER 2016  Agenda Item Number: 147/16 
        Enclosure Number: (8) 
 

Subject: Scheme of Delegation 

Prepared by: 
Sponsored & Presented by: 

Lee Williams, Head of Financial Accounting 
Chris Adcock, Director of Finance 

Purpose of paper For approval and ratification 

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

The policy was presented and approved at the September 
Audit Committee meeting. 
 

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

For approval and ratification 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

N/A 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

N/A 
 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 
 

 

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

Strategic Aim N/A 

BAF/Corporate Risk 
Register Reference (if 
applicable) 

N/A 

Risk Description N/A 

CQC Reference N/A 

 



Detailed Scheme of Delegation : Issue Number 7.1 Issue Date TBC 
(Review date: 30/11/17 (unless requirements change)) 
   

Committees/Meetings at which paper has been approved:   

Audit Committee September 2016 

    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
            



Detailed Scheme of Delegation : Issue Number 7.1 Issue Date TBC 
(Review date: 30/11/17 (unless requirements change)) 
   

 
 
 

 
 

 
 
 
 
 

 
Detailed Scheme of Delegation 

 
 
 

 
Version Version 7.1 

Name of responsible (ratifying) committee Trust Board 

Date ratified 06/10/16 

Document Manager (job title) Head of Financial Accounting 

Date issued TBC 

Review date 30/11/17 

Electronic location Corporate Policies 

Related Procedural Documents 
Reservation of Powers to the Board of Directors and 
Delegation of Powers, Standing Orders, Standing 
Financial Instructions. 

Key Words (to aid with searching) 

Scheme of delegation; Organisational structure; 
Management operations; Management role; 
Delegation; Responsibility; Accountability; Financial 
management; Risk management; Decision making. 

 
Version Tracking 

Version Date Ratified Brief Summary of Changes Author 

7.0 28/11/13 Minimal Head of Financial 
Accounting 

8.0 06/10/16 Minimal changes to reflect updated titles Head of Financial 
Accounting 



Detailed Scheme of Delegation : Issue Number 7.1 Issue Date TBC 
(Review date: 30/11/17 (unless requirements change)) 
   

CONTENTS 
 Quick reference guide 

1. Introduction 
2. Purpose 
3. Scope 
4. Definitions 
5. Duties and responsibilities 
6. Process 
7. Management of Budgets 
8. Non Pay Revenue Expenditure / Requisitioning / Ordering / Payment of Goods & 

Services 
9. Capital Purchases & Schemes 
10. Quotation, Tendering & Contract Procedures 
11. Setting of Fees and Charges 
12. Engagement of Staff Not On the Establishment and Professional Advisers 
13. Petty Cash Disbursements 
14. Expenditure on Charitable and Endowment Funds 
15. Maintenance / Operation of Bank Accounts  
16. Agreements/ Licences For Use of Trust Property 
17. Condemning & Disposal 
18. Losses, Write-off & Compensation 
19. Reporting of Incidents to the Police 
20. Receiving Hospitality 
21. Maintenance & Update of Trust Financial Procedures 
22. Investment of Funds 
23. Personnel & Pay 
24. Authorisation of New Drugs 
25. Authorisation of Sponsorship deals 
26. Authorisation of Research Projects  
27. Authorisation of Clinical Trials  
28. Insurance Policies and Risk Management 
29. Patients & Relatives Complaints 
30. Relationships with Press 
31. Infectious Diseases & Notifiable Outbreaks 
32. Extended Role Activities 
33. Patient Services 
34 Facilities for staff not employed by the Trust to gain practical experience 
35. Review of fire precautions 
36. Review of all statutory compliance legislation 
37. Inventory 
38. Review of Medicines Inspectorate Regulations 
39. Review of compliance with environmental regulations, for example those relating 

to clean air and waste disposal 
40. Review of Trust's compliance with the Data Protection Act 
41. Review the Trust's compliance with the Access to Records Act 
42. The keeping of a Declaration of Interests Register 
43. Attestation of sealings in accordance with Standing Orders 
44. The keeping of a register of Sealings 
45. The keeping of the Hospitality Register 
46. Retention of Records 
47. Clinical Audit 
48. Patients Property 
49. Training Requirements 
50. References and Associated Documentation  
51. Monitoring compliance with and the effectiveness of procedural documents. 
 



Detailed Scheme of Delegation : Issue Number 7.1 Issue Date TBC 
(Review date: 30/11/17 (unless requirements change)) 
   

QUICK REFERENCE GUIDE 
 

1. The Reservation of Powers to the Board of Directors and Delegation of Powers policy sets out 
the powers reserved to the Trust Board or delegated to a Committee authorized by the Board.    

 
2. The Detailed Scheme of Delegation identifies the lowest level of delegated authority within the 

Trust as approved by the Audit Committee and the financial limits which apply.  
 

3. The exercise of delegated authority must be consistent with the Reservation of Powers policy, 
Standing Orders and Standing Financial Instructions. 

 
4. The exercise of delegated authority does not obviate responsibility for reporting decisions 

which may be contentious or have a wider impact to the Chief Executive or appropriate 
Executive Director 
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1.  INTRODUCTION 
 

1.1 The Reservation of Powers to the Board of Directors and Delegation of Powers policy sets out 
the powers reserved to the Trust Board or delegated to a Committee authorized by the Board.  

 
1.2 The Detailed Scheme of Delegation identifies the lowest level of delegated authority within the 

Trust as approved by the Audit Committee and where appropriate the financial limits which 
apply. 

 
2. PURPOSE 

 
2.1 This document sets out the lowest level of delegated authorization in the Trust and should be 

read in conjunction with policy ,” Reservation of Powers to the Board of Directors and 
Delegation of Powers”. 

 
3. SCOPE 

 
3.1 The Detailed Scheme of Delegation covers matters which have been delegated by the Trust 

Board to Officers within the Trust. The policy identifies the lowest level within the Trust that 
Authority has been delegated to. 

 
3.2 In the event of an infection outbreak, flu pandemic or major incident, the Trust recognises that it 

may not be possible to adhere to all aspects of this document. In such circumstances, staff 
should take advice from their manager and all possible action must be taken to maintain 
ongoing patient and staff safety’ 

4. DEFINITIONS 
 

 “Accountable Officer” means the NHS Officer responsible and accountable 
for funds entrusted to the Trust.  The officer shall be responsible for ensuring 
the proper stewardship of public funds and assets.  For this Trust it shall be 
the Chief Executive. 

 
 “Trust” means the Portsmouth Hospitals NHS Trust. 

 
 “Board” means the Chairman, officer and non-officer members of the Trust 

collectively as a body. 
 

 “Budget” means a resource, expressed in financial terms, proposed by the 
Board for the purpose of carrying out, for a specific period, any or all of the 
functions of the Trust. 

 
 “Budget holder” means the director or employee with delegated authority to 

manage finances (Income and Expenditure) for a specific area of the 
organisation. 

 
 “Chairman of the Board (or Trust)” is the person appointed by the Secretary 

of State for Health to lead the Board and to ensure that it successfully 
discharges its overall responsibility for the Trust as a whole.  The expression 
“the Chairman of the Trust” shall be deemed to include the Vice-Chairman of 
the Trust if the Chairman is absent from the meeting or is otherwise 
unavailable. 

 
 “Chief Executive” means the chief officer of the Trust. 
 . 
 “Contracting and procuring” means the systems for obtaining the supply of 

goods, materials, manufactured items, services, building and engineering 
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services, works of construction and maintenance and for disposal of surplus 
and obsolete assets. 

 
 “Director of Finance” means the Chief Financial Officer of the Trust. 

 
 “Funds held on Trust” shall mean those funds which the Trust holds on date 

of incorporation, receives on distribution by statutory instrument or chooses 
subsequently to accept under powers derived under S.90 of the NHS Act 1977, 
as amended.  Such funds may or may not be charitable. 

 
 “Member” means officer or non-officer member of the Board as the context 

permits.  Member in relation to the Board does not include its Chairman. 
 

 “Associate Member” means a person appointed to perform specific statutory 
and non-statutory duties which have been delegated by the Trust Board for 
them to perform and these duties have been recorded in an appropriate Trust 
Board minute or other suitable record. 

 
 “Membership, Procedure and Administration Arrangements Regulations” 

means NHS Membership and Procedure Regulations (SI 1990/2024) and 
subsequent amendments. 

 
 “Nominated officer” means an officer charged with the responsibility for 

discharging specific tasks within Standing Orders and Standing Financial 
Instructions. 

 
 “Non-officer member” means a member of the Trust who is not an officer of 

the Trust and is not to be treated as an officer by virtue of regulation 1(3) of the 
Membership, Procedure and Administration Arrangements Regulations. 

 
 “Officer” means employee of the Trust or any other person holding a paid 

appointment or office with the Trust. 
 

 “Officer member” means a member of the Trust who is either an officer of the 
Trust or is to be treated as an officer by virtue of regulation 1(3) (i.e. the 
Chairman of the Trust or any person nominated by such a Committee for 
appointment as a Trust member). 

 
 “Secretary” means a person appointed to act independently of the Board to 

provide advice on corporate governance issues to the Board and the Chairman 
and monitor the Trust’s compliance with the law, Standing Orders, and 
Department of Health guidance. 

 
 “SFIs” means Standing Financial Instructions. 

 
 “SOs” means Standing Orders. 

 
 “Deputy-Chairman” means the non-officer member appointed by the Board to 

take on the Chairman’s duties if the Chairman is absent for any reason. 
 

5. DUTIES AND RESPONSIBILITIES 
 
Minimum levels of authority under the Scheme of Delegation are identified by heading within 
the main document at paragraph 6.  The Board of Directors remains accountable for all of its 
delegated functions. 
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6. PROCESS 
As detailed below. 
 

Delegated matters in respect of decisions which may have a far-reaching effect must be reported to the Chief Executive.  The 
delegation shown below is the lowest level to which authority is delegated. The authorised signatory list referred to is the 
Delegated Authority Levels approved by Audit Committee.  All other powers are reserved to the Trust Board. The exercise of 
delegated authority must be consistent with the powers of the Trust Board as contained in statute and DoH guidance all items 
concerning Finance must be carried out in accordance with Standing Financial Instructions and Standing Orders. 
DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 

DOCUMENTS 

7. Management of Budgets  SFIs Section 8 

Responsibility for keeping expenditure within budgets: 
 

  

a) At specialty/department level Designated Budget Holder  

b) For the totality of a Clinical Service Centre CSC Director/CSC General Manager 
 

 

c) Corporate Function Relevant Executive Director 

 

 

Revenue Budget Virement   
· All virements between pay and non-pay 

 
Director of Finance  
 

 

· All other virements within single cost centre 
 

Designated Budget Holder  

· All other virements between cost centres 
 

Designated Budget Holder of all 
affected areas 

 

8. Non Pay Revenue Expenditure    

Pharmacy Orders   
· <= £1,000,000 within agreed contracts Drug Purchasing Manager SFIs sections 8.2 
·          > £1,000,000 within agreed contracts 

 
Chief Executive or Director of 
Finance 
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 

DOCUMENTS 

Manual or Electronic Payments (CHAPS and Faster 
Payments) 

  

Used for urgent payments to staff for underpayment of 
salary and urgent payment of overdue supplier invoices 

Director of Finance/Deputy Director 
of Finance/ Head of Financial 
Accounting/Head of Finance 
Business Partnering/Head of 
Financial Planning and Information 

SFIs section 8.2 

All Other Revenue requisitions, orders and 
invoices* 

  

·          <= £5,000   
 

Assistant Operational Manager (or 
equivalent) per authorised signatory 
list ** 
 

SFIs section 8.2 

·          <= £25,000    
 

Operational Manager (or equivalent) 
per authorised signatory list ** 
 

 

·          <= £50,000  
 

CSC Manager (or equivalent) per 
authorised signatory list ** 
 

 

·         <=£100,000 Executive Director  
 

 

·         <=£1m   
 

Chief Executive or Director of 
Finance 
 

 

·         >£1m   
 
* The approval requirements are cumulative – i.e. an order 

of £75k would require the approval of operational 
manager, CSC manager and Executive Director. 

Chief Executive or Director of 
Finance and ratification by Trust 
Board 
 
** within their authorised budget 
areas only 
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 
DOCUMENTS 

9. Capital Purchases & Schemes   

a) All capital schemes or capital purchases must 
be listed in the Trust Board approved capital 
programme and must be agreed with the 
Director of Finance prior to implementation or 
purchase.  All schemes are subject to 
satisfactory Business Case approval by the 
appropriate Committee. 

 SFIs section 19 

· <= £500,000    
 

· <=£999,999 

Deputy Director of Finance, Director 
of Redevelopment, Chief Executive, 
Director of Finance 

 

· <= £1,000,000  - £3,000,000* 
 

Trust Board 
 

Delegated limits for 
capital investment 
December 2010 
Gateway reference 
15284 

· >= £3,000,000* 
 
* will be reduced to £1,000,000 by NHS Improvement  if 
the Trust is in financial deficit  

 

NHS Improvement 
 

 

b)  Selection of architects, quantity surveyors, 
consultant engineer and other professional 
advisors within EU regulations 

 

Director of Redevelopment or 
delegated officer 
 

 

c) Granting and termination of leases within the 
Trust’s delegated limit 

Chief Executive, or Director of 
Finance 

 

d) Transfers between Revenue/Capital Director of Finance  
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 
DOCUMENTS 

10. Quotation, Tendering & Contract Procedures  SO section 9  
 

a) Total Value of Contract   
· <=£5,000 requires up to 3 written quotations at 

Supplies discretion – Informal 
 

Assistant Operational Manager (or 
equivalent) per authorised signatory 
list 

 

· <=£5,000 - £25,000 requires 3 written 
quotations – Formal 

 

Operational Manager (or equivalent) 
per authorised signatory list 

 

· >£25,000 <=£50,000 requires 3 written 
quotations – Formal 

 

CSC Manager (or equivalent) per 
authorised signatory list 

 

· >£50,000 <=£100,000 requires 4 written 
tenders or maximum supplies in market if less 
than 4 

 

Executive Director/Director of 
Procurement & Commercial Services  
 

 

· >£100,000 <=£1m requires 5 written tenders or 
maximum supplies in market if less than 5 

 

Chief Executive/Director of Finance  

· >£1m requires 5 written tenders or maximum 
supplies in market if less than 5 

 

Chief Executive or Director of 
Finance and ratification by Trust 
Board 
 

 

· waiving of quotations or single tender action 
<=£100,000 

Chief Executive, Director of Finance, 
Director of Procurement & 
Commercial Services  

 

   
  



Detailed Scheme of Delegation : Issue Number 7.1 Issue Date TBC 
(Review date: 30/11/17 (unless requirements change)) 
   

   
DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 

DOCUMENTS 
· waiving of quotations or single tender action 

>£100,000 
 

 

Chief Executive, Director of Finance, 
Director of Procurement & 
Commercial Services and ratification 
by the Trust Board. 

 

a)        Healthcare Service Level Agreements Chief Executive and Director of 
Finance 
 

SFI’s Section 14 
SO’s Appendix A 

b) Opening Tenders and Quotations 
 

Director of Procurement and 
Commercial Services (Bravo 
tendering system). 

 

c) Competitive tendering of in house services > 
£500,000 an evaluation group will be set up 

 

Specialist Officer, Supplies officer, 
Directors of Workforce & 
Organisational Development and 
Finance & Investment and Non 
Executive Director with report to Trust 
Board 

 

11. Setting of Fees and Charges   
a) Private Patient, Overseas Visitors, Trading  

Accounts, Income Generation and other patient 
related services 

 

Director of Finance or Nominated 
Deputy 

SFIs section 11 
 

b) Price of NHS Contracts/Service Agreements 
 

Director of Finance SFIs section 14 

Charges for all NHS Contracts based on national tariff 
(where available) or locally agreed prices. 
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DELEGATED MATTER  AUTHORITY DELEGATED TO REFERENCE 
DOCUMENTS 

12. Engagement of Staff Not On the Establishment and 
Professional Advisers 

  

a) Non Medical Consultancy Staff   
 Where aggregate commitment (or total commitment) in 

any one year is less than £25,000 
 

Executive Director  
 

SFIs section 15.3  
SO section 9.19 

Where aggregate commitment (or total commitment) in 
any one year is between  £50,000 and £100,000 

Chief Executive or Director of 
Finance 

 

              Where aggregate commitment in any one year  (or 
total commitment) is more than £100,000 

Chief Executive with prior approval of 
Trust Board 

 

 

b) Engagement of Trust's Solicitors 
 
c) Temporary & Bank staff 

Chief Executive 
 
In accordance with Trust procedures 
 

HR Policies/Workforce 
Strategy Committee 
 
 

13. Petty Cash Disbursements 
a) Expenditure up to £50 per item 
b) Expenditure >£50 

 
 c)        Reimbursement of patients monies up to £100 
  d)      Reimbursement of patients monies in excess of 

£100 

 
Petty Cash Holder  
Director of Finance or delegated 
officer. 
Trust Cashier 
 
Director of Finance or delegated 
officer 

 
SFIs section 16.2.6 
 

14. Expenditure on Charitable and Endowment Funds   
Charitable Funds 
COFP 

Up to £5,000 per request 
 

1 Fund Holder and Finance 
signatories  (2 required) 

 

            From £5,000 to £50,000 per request Chief Executive or Director of 
Finance 

 

             
            Over £50,000   

 
Charitable Funds Committee 
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DELEGATED MATTER  AUTHORITY DELEGATED TO REFERENCE 
DOCUMENTS 

15. Maintenance / Operation of Bank Accounts 
 

  

               CHAPS and ‘Faster’ Payments Authorised Signatory for Bank 
Account 

SFIs secton 10.3 
 

16. Agreements/ Licences For Use of Trust Property 
 

  

a) Preparation and signature of all tenancy 
agreements/licences for all staff subject to Trust 
Policy on accommodation for staff 

 

Residences Manager or Director of 
Workforce & Organisational 
Development 
 

SFI’s section 11.2 

b)  Extensions to existing leases  
 

Director of Estates or delegated 
officer 

 

c)  Letting of premises to outside organisations Director of Estates or delegated 
officer. 
 

 

d) Approval of rent based on professional 
assessment 

Director of Finance 
 

 

17. Condemning & Disposal   

a. Condemning 
 

 SOs section 10 
SFIs Section 21 

· Items obsolete, obsolescent, redundant, irreparable 
or cannot be repaired cost effectively: 

 

  

 Items on asset register 
 

CSC General Manager and Director 
of Finance 
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 

DOCUMENTS 
Items not on asset register 

 
CSC General Manager and Director 
of Finance 
 

 

· disposal of x-ray films   
 

CSC General Manager 
 

 

· disposal of mechanical and engineering plant 
competitive 

 
             tendering will apply where value exceeds £5000 

 

Head of Facilities  & Director of 
Finance 
 

 

Disposal 
  

· In accordance with Supplies Procedures 
 

CSC General Manager/Clinical or 
Executive Director 
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 
DOCUMENTS 

18. Losses, Write-off & Compensation Where a loss is >£1000 a check list 
must be completed see Losses & 
Special Payments Guidance   

SOs section 10 
SFIs section 21 
 

a) A non cash or income loss  <£1000  
 

Budget Manager and reported to 
Audit Committee 
 

 

b) Losses due to theft, fraud, overpayment Chief Executive and Director of 
Finance  & reported to Audit 
Committee 
 

 

c) Fruitless Payments (including abandoned Capital 
Schemes) Up to £25,000 

 

Chief Executive and Director of 
Finance 
 

 

d) Bad Debts and Claims Abandoned - Private 
Patients, Overseas Visitors & Other Up to 
£1,000 

 

Director of Finance 
 
 

 

e) Bad Debts and Claims Abandoned - Private 
Patients, Overseas Visitors & Other over £1,000 
and less than £25,000 

Audit Committee 
 

 

f) Compensation payments made under legal 
obligation 

Chief Executive or Delegated Officer  

g) Ex-Gratia Payments (Compensation)  
 

  

· Up to £100 
 

Head of Risk, Complaints and 
Litigation. 

 

· Up to £5000 Company Secretary/Director of 
Finance & Investment 

 

· Over £5000 Chief Executive  
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 

DOCUMENTS 

h) Patients, staff and visitors for loss of personal 
effects 
 

  

· Up to £1000 
 

Head of Risk, Complaints and 
Litigation 
 

 

· Between £1,001 and £50,000 
 

Chief Executive 
 

 

i) For clinical negligence 
 

  

· Up to £10,000 
 

Legal Services Manager 
 

 

· >=£10,000 
 

NHSLA 
 

 

j)           For personal injury  
 

  

· Up to £10,000 staff 
 

Legal Services Manager having 
taken legal advice and consulted with 
the Trust insurers  
 

 

· Up to £3,000 public Liability Legal Services Manager having 
taken legal advice and consulted with 
the Trust insurers 
 

 

          Greater than above limits NHSLA or relevant body  
 

 

j) Other, except cases of maladministration where there 
was no financial loss by claimant up to £10,000 

 
 

Legal Services Manager with legal 
advice 

 

DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 
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DOCUMENTS 

19. Reporting of Incidents to the Police 
 

 SFIs section 7.2 

a) Where a criminal offence other than fraud is 
suspected 

 

Duty Director  

b) Where a fraud or theft is involved 
 

Director of Finance  

20. Receiving Hospitality  SFIs section 16.2.6(d) 
SOs section 8.1 

Approving the acceptance of hospitality by employees 
except for trivial gifts as defined in H5G(93)5 

 

Company Secretary   

21. Maintenance & Update of Trust Financial Procedures 
 

Director of Finance SFIs section 6.2.5 

22. Investment of Funds 
 

  

a) Exchequer/Trust Director of Finance SFIs section 17.2 
b) Charitable Funds (Investment advisors). Charitable Funds Committee and 

endorsed by Audit Committee. 
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 
DOCUMENTS 

23. Personnel & Pay   
a) Authority to fill funded post with permanent staff Designated Budget Holder 

 
SFIs section 15/ SO 
9.19 
HR Policies/Workforce 
Strategy Committee 

 
b) Additional Increments 

  
 

The granting of additional increments to staff 
within budget 

Designated Budget Holder 
 

HR Policies 

 
c) Upgrading & Regrading 

 

  

All requests for upgrading/regrading shall be 
dealt with in accordance with Trust Procedure 

Designated Budget Holder 
 
 

HR Policies/Workforce 
Strategy Committee 

For all other personnel and pay issues please refer to 
the appropriate HR policy or the HR Department. 

 

  

24. Authorisation of New Drugs Drug & Therapeutics Committee  

25. Authorisation of Sponsorship deals  Chief Executive or nominated Officer  

26. Authorisation of Research Projects Chief Executive and Medical Director  

27. Authorisation of Clinical Trials Chief Executive and Medical Director  

28. Insurance Policies and Risk Management  Company Secretary  SFIs sections 27 
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 
DOCUMENTS 

29. Patients & Relatives Complaints    
 

  

a) Overall responsibility for ensuring that all 
complaints are dealt with effectively 

Chief Executive 
 
 

 

 b) Responsibility for ensuring complaints relating 
to a clinical service centre are investigated 
thoroughly. 

  

CSC General Manager 
 
 

 

30. Relationships with Press  
 

  

a) Non-Emergency General Enquiries Head of Communications  
· Within Hours Head of Communications  

· Outside Hours  Duty Manager  
   
b) Emergency   

· Within Hours 
 

Chief Executive/Head of 
Communications 
 

 

· Outside Hours Duty Manager/Executive Director  

31. Infectious Diseases & Notifiable Outbreaks On Call Duty Manager & Chief 
Operating Officer 

 

32. Extended Role Activities    
 Approval of Nurses to undertake duties / procedures 

which can properly be described as beyond the normal 
scope of Nursing Practice.  

 
Director of Nursing  
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 
DOCUMENTS 

33. Patient Services    
 

Variation of operating and clinic sessions within existing 
numbers and all proposed changes in bed allocation 
and use. 

 

 
 
 
Chief Operating Officer 
 

 

34. Facilities for staff not employed by the Trust to gain 
practical experience 

 
 Professional Recognition & Insurance of Medical Staff, 

honorary contracts, work experience students  

Director of Workforce and 
Organisational Development or 
delegated officer 

 

35. Review of fire precautions Director of Development & Estates or 
Nominated Deputy 
 

 

36.         Review of all statutory compliance legislation  
              Health and Safety requirements including control of 

Substances Hazardous to Health Regulations 
              Employment Law 

 
 
Director of Development & Estates 
 
Director of Workforce and 
Organisational Development  

 

37.          Inventory 
An inventory must be maintained of property with a life 
of > 1 year and a value of between £1000 and £5000. 
Assets over this value will appear in the Capital Assets 
register 

 
CSC General Manager  

 SFIs section 19.3 

38.          Review of Medicines Inspectorate Regulations Medical Director  

39. Review of compliance with environmental 
regulations, for example those relating to clean air 
and waste disposal 

Director of Development & Estates  

40. Review of Trust's compliance with the Data 
Protection Act 

Trust Secretary   
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DELEGATED MATTER AUTHORITY DELEGATED TO REFERENCE 
DOCUMENTS 

41. Review the Trust's compliance with the Access to 
Records Act 

Trust Secretary   

42. The keeping of a Declaration of Interests Register Trust Secretary SO section  6.8 

43. Attestation of sealings in accordance with Standing 
Orders 

Trust Secretary SOs section 12 

44. The keeping of a register of Sealings Trust Secretary SOs Section 12 

45. The keeping of the Hospitality Register Trust Secretary SFIs section 25 and SO 
section 8 

46. Retention of Records Trust Secretary SFIs  section 26  

47.         Clinical Audit Medical Director/Clinical Audit 
Facilitator 

 

48.         Patients Property 
Release of patients property where: 
Value of deceased patients property <=£5000 - forms 
of indemnity required. 
Value of deceased patients property >£5000 production 
of Probate or Letters of Administration 

Director of Finance SFIs section 23 
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7. TRAINING REQUIREMENTS 
 
Managers should be familiar with the Trust’s, Reservation of Powers to the Board of Directors 
and Delegation of Powers, Standing Orders and Standing Financial Instructions. 
 

8. REFERENCES AND ASSOCIATED DOCUMENTATION 
 
NHS trust model standing orders, reservation and delegation of powers and standing financial  
Instructions – March 2006 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/
DH_4132059 
 

9. EQUALITY IMPACT STATEMENT 
 
Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is reasonably 
practicable, the way we provide services to the public and the way we treat our staff reflects 
their individual needs and does not discriminate against individuals or groups on any grounds. 
 
This policy has been assessed accordingly 
 
 
All policies must include this standard equality impact statement. However, when sending for 
ratification and publication, this must be accompanied by the full equality screening assessment 
tool. The assessment tool can be found on the Trust Intranet -> Policies -> Policy 
Documentation 
 
Our values are the core of what Portsmouth Hospitals NHS Trust is and what we cherish.  They 
are beliefs that manifest in the behaviours our employees display in the workplace.  
Our Values were developed after listening to our staff.  They bring the Trust closer to its vision 
to be the best hospital, providing the best care by the best people and ensure that our patients 
are at the centre of all we do. 
We are committed to promoting a culture founded on these values which form the ‘heart’ of our 
Trust: 
 
Respect and dignity 
Quality of care 
Working together 
Efficiency 
 
This policy should be read and implemented with the Trust Values in mind at all times. 
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10. MONITORING COMPLIANCE WITH PROCEDURAL DOCUMENTS 

 

 
This document will be monitored to ensure it is effective and to assurance compliance. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Minimum requirement  to 
be monitored 

Lead Tool Frequency of Report 
of Compliance 

Reporting arrangements Lead(s) for acting on 
Recommendations 

Internal Audit Head of 
Internal Audit 

Internal Audit Annually Policy audit  report to: 
· Audit Committee 

Head of Financial Accounting 

External Audit Statutory 
Auditor 

External Audit Annually Policy audit  report to: 
· Audit Committee 

Head of Financial Accounting 
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Checklist for the Review and Ratification of Procedural Documents and 
Consultation and Proposed Implementation Plan 

 
To be completed by the author of the document and attached when the document is submitted for 

ratification: a blank template can be found on the Trust Intranet 
 
 

CHECKLIST FOR REVIEW AND RATIFICATION 

TITLE OF DOCUMENT BEING REVIEWED: Detailed Scheme of Delegation 
YES/NO 

N/A 
COMMENTS 

1 Title   

Is the title clear and unambiguous? Y  

Will it enable easy searching/access/retrieval?? Y  

Is it clear whether the document is a policy, guideline, procedure, 
protocol or ICP? 

Y 
 

2 Introduction   

Are reasons for the development of the document clearly stated? Y  

3 Content   

Is there a standard front cover? Y  

Is the document in the correct format as per Policy for the 
Development and Management of Procedural Documents? 

Y 
 

Does the scope include the paragraph relating to ability to comply, 
in the event of a infection outbreak, flu pandemic or any major 
incident? 

Y 
 

Are the roles and responsibilities clearly explained? Y  

Does it fulfill the requirements of the relevant NHSLA Risk 
Management Standard? (where applicable) 

Y 
 

4 Evidence Base   

Is the type of evidence to support the document explicitly 
identified? 

Y 
 

5 Approval Route   

Does the document identify which committee/group has approved 
it? Y  

Is the Ratification Checklist complete overleaf Y  

Are minutes of ratification committee attached showing ratification? Y  

6 Process to Monitor Compliance and Effectiveness   

Are there measurable standards or KPIs to support the monitoring 
of compliance with the effectiveness of the document? Y  

7 Review Date   

Is the review date identified? Y  

6 Dissemination and Implementation   

Is a completed proposed implementation plan attached? Y  

7 Equality and Diversity   

Is a completed Equality Impact Assessment attached? Y  
 
If answers to any of the above questions is ‘no’, then please do not send it for ratification 
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Checklist for the Review and Ratification of Procedural Documents and 

Consultation and Proposed Implementation Plan 
 

CONSULTATION AND PROPOSED IMPLEMENTATION PLAN 
Contact Details 
Name and details of key person 
developing information and 
responsible for review 

Name LEE WILLIAMS 
Job Title HEAD OF FINANCIAL ACCOUNTING 
Department FINANCE 
CSC/Location CORPORATE FUNCTIONS 
Telephone 023 9228 6861 
Email LEE.WILLIAMS@PORTHOSP.NHS.UK 

Development Team and Peer 
Review 
Groups /committees / individuals 
involved in the development and 
consultation process 

 

Implementation Plan What training is 
required to 
support 
implementation? 

N/A 

Outline any 
additional 
activities to 
support 
implementation 

N/A 

Author(s) 
This should be signed by the main 
author 

Name Job Title Signature 
LEE WILLIAMS HEAD OF 

FINANCIAL 
ACCOUNTING 

L.Williams 

If, as the author, you are happy that the document complies with Trust policy, please sign above and send the document, 
with this paper, with the Equality Impact Assessment to the chair of the committee/group where it will be ratified.  To aid 
distribution all documentation should be sent electronically wherever possible. 
Name of Ratification Committee 
 

TRUST BOARD 

Date of Ratification 
 (minutes enclosed) 

08/10/16 Name/Signature 
of Chair 

 

Once the committee/group is happy to ratify this document, would the chair please sign above and send the policy together 
with this document, the Equality Impact Assessment, and the relevant section of the minutes to the Risk Analyst.  To aid 
distribution all documentation should be sent electronically wherever possible. 

 

 

 
 



 
 

 

TRUST BOARD PUBLIC – OCTOBER 2016 Agenda Item Number: 148/16 
Enclosure Number: (9) 
 

Subject: Auditor Panel Terms of Reference 
 

Prepared by: 
Sponsored & Presented by: 

Lee Williams, Head of Financial Accounting 
Peter Mellor, Director of Corporate Affairs 

Purpose of paper To formally establish the Auditor Panel that will advise the Board on 
the appointment of External Auditors. 

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

The Audit Committee previously confirmed the members would be 
the three Non-Executive members of the Audit Committee, the 
Director of Finance and the Director of Corporate Affairs 

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

To ratify the Terms of Reference 

Next steps / future actions: 
Clearly identify what will follow 
the Trust Board’s discussion 

N/A 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 
 

 

 

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

Strategic Aim N/A 

BAF/Corporate Risk Register 
Reference (if applicable) 

N/A 

Risk Description N/A 

CQC Reference N/A 

Committees/Meetings at which paper has been approved:  

Audit Committee 

 

September 2016 



 
 

 

Auditor Panel 
Terms of Reference 

 
Constitution  
 
The Trust Board hereby resolves to establish an Auditor Panel in line with schedule 4, 
paragraph 1 of the Local Audit and Accountability Act 2014. The Auditor Panel is a non-
executive committee of the Board and has no executive powers, other than those specifically 
delegated in these terms of reference.  
 
Membership  
 
The Auditor Panel shall comprise the three Non-Executive Director members of the Audit 
Committee, the Director of Finance and the Director of Corporate Affairs. 
 
This satisfies the requirement that an auditor panel must have at least three members with a 
majority who are independent and non-executive members of the Board. 
  
In line with the requirements of the Local Audit (Health Service Bodies Auditor Panel and 
Independence) Regulations 2015 (regulation 6) each member’s independence must be 
reviewed against the criteria laid down in the regulations. 
 
Chairperson  
 
The Chair of the Audit Committee will be the chair of the Auditor Panel. 
  
Removal/ resignation  
 
The Auditor Panel chairperson and/ or members of the Panel can be removed in line with 
rules agreed by the Board. 
 
Quorum  
 
To be quorate, independent members of the Auditor Panel must be in the majority AND 
there must be at least two independent members present or 50% of the Auditor Panel’s total 
membership, whichever is the highest. 
 
Attendance at meetings  
 
The Auditor Panel’s chairperson may invite executive directors and others to attend 
depending on the requirements of each meeting’s agenda. These invitees are not members 
of the Auditor Panel.  
 
Frequency of meetings  
 
The auditor panel shall consider the frequency and timing of meetings needed to allow it to 
discharge its responsibilities but as a general rule will meet on the same day as the Audit 
Committee. 
 
Auditor Panel business shall be identified clearly and separately on the agenda and Audit 
Committee members shall deal with these matters as Auditor Panel members NOT as Audit 
Committee members.  
 



 
 

 

The Auditor Panel’s chairperson shall formally state at the start of each meeting that the 
Auditor Panel is meeting in that capacity and NOT as the audit committee.  
 
Conflicts of interest  
 
Conflicts of interest must be declared and recorded at the start of each meeting of the 
Auditor Panel.  
 
A register of Auditor Panel members’ interests must be maintained by the Panel’s 
chairperson and submitted to the board/ governing body in accordance with the 
organisation’s existing conflicts of interest policy.  
 
If a conflict of interest arises, the chairperson may require the affected Auditor Panel 
member to withdraw at the relevant discussion or voting point.  
 
Authority  
 
The Auditor Panel is authorised by the Board to carry out the functions specified below and 
can seek any information it requires from any employees/relevant third parties. All 
employees are directed to cooperate with any request made by the Auditor Panel.  
 
The Auditor Panel is authorised by the Board to obtain outside legal or other independent 
professional advice (for example, from procurement specialists) and to secure the 
attendance of outsiders with relevant experience and expertise if it considers this necessary.  
 
Any such ‘outside advice’ must be obtained in line with the Trust’s existing rules.  
 
Functions  
 
The Auditor Panel’s functions are to:  
 
• Advise the Board on the selection and appointment of the external auditor. This includes:  
 

- agreeing and overseeing a robust process for selecting the external auditors in line with 
the Trust’s normal procurement rules  
 
- making a recommendation to the Board as to who should be appointed  
 
- ensuring that any conflicts of interest are dealt with effectively  
 

• Advise the Board on the maintenance of an independent relationship with the appointed 
external auditor  
 
• Advise on (and approve) the contents of the organisation’s policy on the purchase of non-
audit services from the appointed external auditor  
 
• Advise the Board on any decision about the removal or resignation of the external auditor.  
 
Reporting  
 
The chairperson of the Auditor Panel must report to the Board on how the Auditor Panel 
discharges its responsibilities.  



 
 

 

The minutes of the Panel’s meetings must be formally recorded and submitted to the Board 
by the Panel’s chairperson. The chairperson of the Auditor Panel must draw to the attention 
of the Board any issues that require disclosure to the Board, or require executive action.  
 
Administrative support  
 
The Panel will be supported by the Secretary to ensure:  
 
• Agreement of agendas with the chairperson  
• Preparation, collation and circulation of papers in good time  
• Ensuring that those invited to each meeting attend  
• Taking the minutes and helping the chairperson to prepare reports to the Board  
• Keeping a record of matters arising and issues to be carried forward  
• Arranging meetings for the chairperson  
• Maintaining records of members’ appointments and renewal dates etc  
• Advising the auditor panel on pertinent issues/areas of interest/ policy developments  
• Ensuring that panel members receive the development and training they need  
• Providing appropriate support to the chairperson and panel members.  
 



 
 

TRUST BOARD PUBLIC – OCTOBER 2016   Agenda Item Number: 149/16 
       Enclosure Number: (10) 

Subject: Information Risk Annual Report 

Prepared by: 
Sponsored & Presented by: 

Emile Armour (Information Governance Manager) 

Peter Mellor (Senior Information Risk Owner / Director of Corp Aff) 

Purpose of paper Annual Review of Information Risk within the Trust 

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

The Trust compares well against other organisations in its 
performance of the NHS Information Governance Toolkit 

There has been a decrease in compliance this year 75% compared 
with 85% in 2014/15.   

There has been an increase in the number of information 
governance incidents reported compared to the previous year.  

Consistency of incident grading is assisted by changes to the 
DatixWeb system. 

The Trust was required to report four data protection incidents to the 
Information Commissioner’s Office but no further regulatory action 
was taken.  Ex-employee to be prosecuted for DPA breach. 

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

Development or purchases of IG compliance register to assist the 
Trust in Information Risk Assurance, especially for the IG Toolkit.  

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

N/A 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

There are strong links between information risk and legal issues 
relating to compliance with the Data Protection Act and other 
associated privacy legislation 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

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

Strategic Aim  

BAF/Corporate Risk Register 
Reference (if applicable) § 4-1415  

Risk Description Potential loss/misdirection /inappropriate disclosure of personal data 

CQC Reference  

 

Committees/Meetings at which paper has been approved: Date 



N/A N/A 

 



 Peter Mellor 
 Director of Corporate Affairs and Business Development | Senior Information Risk Owner (SIRO) 
 Information Risk Management Annual Report 2013-14 

 May 2014 
 

 
 
 
 
 
 
 
 
 
 

 

 

Information Risk 
Management 

Senior Information Risk Owner 
Annual Report 2015/16 
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Executive Summary 
Senior level ownership of information risk is a key factor in successfully raising the profile of 
information risks and to embedding information risk management into the overall risk 
management culture of the organisation. Senior leadership demonstrates the importance of 
the issue and is critical in obtaining the resources and commitment necessary to ensuring 
information security remains high on the agenda of the Board (or equivalent), e.g. senior 
management group/committee. 

In the NHS, the Chief Executive is the Accounting Officer of the organisation and has overall 
accountability and responsibility for Information Governance. S/he is required to provide 
assurance, through the Statement of Internal Controls, that all risks to the organisation, 
including those relating to information, are effectively managed and mitigated. 

The purpose of this Annual Report is to provide assurance of practice, progress and 
developments in Information Risk Management, particularly in relation to relevant standards 
of the NHS Information Governance Toolkit. 

The Trust compares well against local provider trusts and (nationwide) comparable provider 
trusts in its Information Governance Toolkit performance. There continues to be an 
improvement in the awareness of, and progress with, information risk requirements in this 
financial year. However, there are pockets of poorer compliance / assurance, generally within 
those CSCs that have struggled for continuity with their operational and business 
management roles. Often, their information governance focus suffers as a result. 

Sufficient assurance of information risk management practices does require staff at a local 
level to develop their knowledge of the Information Governance Compliance Framework (the 
Trust’s compliance monitoring and assessment tool) and this can take time to achieve. 
Changes to those staff members with information governance responsibilities will adversely 
affect this. 

The Trust was required to report four data protection incident to the Department of Health 
and the Information Commissioner’s Office in 2015/16. The Trust was investigated by the 
Information Commissioner’s Office and no enforcement notices or fines were imposed. The 
NHS remains the industry reporting the highest number of data protection breaches. 
Mandatory breach reporting does not currently exist for the private sector but this may 
change when the new GDPR reforms are introduced in 2018. The very nature of information 
risk management means that existing good practice must be maintained in order to provide 
the Trust with an appropriate level of assurance in the currently intense and high-scrutiny 
information governance environment. 
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1. Introduction 

1.1. The key responsibilities of the SIRO are to: 

a. Oversee the development of an Information Risk Policy, and a Strategy for 
implementing the policy within the existing Information Governance Framework.  

b. Take ownership of the risk assessment process for information and cyber security 
risk, including review of an annual information risk assessment to support and 
inform the Statement of Internal Control.  

c. Review and agree action in respect of identified information risks.  

d. Ensure that the organisation’s approach to information risk is effective in terms of 
resource, commitment and execution and that this is communicated to all staff.  

e. Provide a focal point for the resolution and/or discussion of information risk issues.  

f. Ensure the Board is adequately briefed on information risk issues.  

g. Ensure that all care systems information assets have an assigned Information Asset 
Owner.  

 

1.2. The role of Senior Information Risk Owner was assigned to the Trust’s Company Secretary in 
2008. The role compliments, but should not be confused with, the Trust’s Caldicott Guardian 
(Medical Director) who is responsible for the confidentiality of patient information and acts as 
the “conscience” of the organisation in this respect. 

 
 
 
 

2. Purpose 
2.1. The purpose of this report is to provide assurance of practice, progress and developments in 

Information Risk Management, particularly in relation to relevant standards of the NHS 
Information Governance Toolkit. 

 

2.2. The aim of information risk management is not to eliminate risk, but rather to provide the 
structural means to identify, prioritise, and manage the risks involved in all Trust activities. It 
requires a balance between the cost of managing and treating information risks with the 
anticipated benefits that will be derived. 

 

2.3. The purpose and format of this Annual Report may evolve in response to external influences 
such as the NHS Information Governance Toolkit, examples of Data Protection enforcement 
(Financial Penalty Notices) and also the assurance requirements and expectations of the 
Trust Board. 
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3. Management 
3.1. The Senior Information Risk Owner has been supported in an advisory capacity by an 

informal Information Risk Management Group (including the Head of IT and Information 
Governance Manager). Formally, the Senior Information Risk Owner is supported by a 
network of Information Asset Owners (IAO) within each Clinical Service Centre and 
Corporate Function, who are responsible for addressing information risks locally, reporting 
and providing assurance to the Senior Information Risk Owner. 

 

3.2. All Clinical Service Centres are required to report biannually to the Trust’s Information 
Governance Steering Group (IGSG) on their compliance against relevant information 
governance requirements (which includes information risk management). The Senior 
Information Risk Owner attends these meetings. 

 

3.3. Information Asset Owners have also been required to report annually, directly to the Senior 
Information Risk Owner, relating specifically to information risk management. 

 

3.4. Overview of the Information Risk Management assurance process: 

 

 
 

 

 

 

 

 

Advice, guidance 
and compliance 
monitoring Trust Risk Appetite 

Changes to 
legislation, best 

practice etc. 

Identify and 
report on 

compliance 

Co-ordination of 
responsibilities Assurance 

Information Risk 
Advisors (IG 

Manager / Head 
of IT) 

 

Information Asset 
Owners 

Information Asset 
Administrators 

 

Senior Information 
Risk Owner 

External influences 
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4. Scope 
4.1. Information risk management may be inherent in a wide variety of information governance 

initiatives, but the work with Information Asset Owners has focussed on a core group: 

§ Information Governance Contractual Clauses (standard 110) 

§ Information Governance Training (standard 112) 

§ Information Asset Registers (standard 307) 

§ Flow Mapping Registers (standard 308) 

§ Information Governance Incidents (standard 302) 

 

4.2. The significance of information risk management can be demonstrated with reference to four of 
the six Strategic Objectives within the Trust’s current Information Governance Strategy (2015-
17): 

§ Continue to achieve ‘Satisfactory’ compliance with the NHS Information Governance 
Toolkit 

§ Promote responsible, patient-centred information sharing in line with the principle 
recommendations of the Caldicott 2: Information Governance Review 

§ Identify and reduce information risks and reduce the potential impact of information 
governance incidents 

§ Promote a culture of openness and transparency in line with the spirit of the Freedom 
of Information Act and the Government’s Transparency Agenda 

§ Understand the implications and prepare for the impact of changes to EU Data 
Protection legislation 

§ Promote the principles of Privacy by Design and embed a culture that understands the 
value of early privacy assessment in the project / change cycle 

 

4.3. The Trust’s completion of the NHS Information Governance Toolkit provides an assessment of 
information governance compliance (against central expectations) and a comparison against the 
compliance of other NHS organisations. Information risk management is relevant to multiple 
standards of the Information Governance Toolkit. 

 

4.4. Local Provider Trusts Comparison (areas shaded yellow – reported not satisfactory) 

Pos. Provider Trust 2015/16 
 

2014/15 
 

% 
change 2013/14 2012/13 

1 Oxford Health NHS FT 97% 82% +15% 90% 82% 
Oxford University Hospitals NHS Trust 97% 91% +6% 86% 81% 

2 Milton Keynes University Hospital NHS Trust 85% 84% +1% 88% 85% 
Buckinghamshire Healthcare NHS Trust 85% 80% +5% 76% 75% 

3 Southern Health NHS FT 82% 82% 0% 80% 75% 
4 Salisbury NHS Foundation Trust 81% 85% -4% 81% 83% 
5 Hampshire Hospitals NHS FT 80% 76% +4% 71% 68% 
6 Portsmouth Hospitals NHS Trust 75% 85% -10% 86% 85% 

7 Solent NHS Trust 73% 77% -4% 75% 80% 
University Hospital Southampton NHS FT 73% 71% +2% 71% 72% 

8 Frimley Health NHS Foundation Trust 72% 73% -1% 75% 76% 
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South Central Ambulance Service NHS Trust 72% 71% +1% 83% 79% 

9 
Isle of Wight NHS Trust 68% 86% -18% 86% 82% 
Royal Berkshire NHS FT 68% 80% -12% 77% 78% 
Berkshire Healthcare NHS FT 68% 66% +2% 68% 67% 

 
 
4.5. Comparable Acute Trusts  

Pos. Provider Trust 
 

2015/16 
 

 
2014/15 

 

% 
Change 

 
2013/14 

 
2012/13 

1 
 

City Hospitals Sunderland NHS FT  86% 86% 0% 86% 84% 
Derby Hospitals NHS FT  86% 81% +5% 77% 77% 

2 Western Sussex Hospitals NHS Trust 84% 75% +9% 74% 71% 

3 Norfolk & Norwich Uni. Hosp. NHS FT ( 79% 74% +5% 74% 68% 
Bolton NHS FT  79% 74% +5% 68% 68% 

4 Portsmouth Hospitals NHS Trust 75% 85% -10% 86% 85% 
5 University Hospitals Southampton NHS FT  73% 71% +2% 71% 72% 
6 Brighton & Sussex University Hospitals NHS Trust 66% 66% 0% 68% 66% 

 

4.6. The Trust decreased in compliance from 85% in 2014/15 to 75%, but retained the level 
required for ‘Satisfactory’ compliance. This requires a minimum of level 2 attainment for all 45 
standards. The “Satisfactory” outcome is the primary indicator of compliance and was 
therefore the focus in 2015/16. 

4.7. Nationally, the Trust ranked joint 20th out of 154 acute trusts. 

4.8. Internal auditors tiaa carried out a remote audit in March 2016, looking at the evidence 
supplied for version 13 of the IG Toolkit. tiaa audited 15 (of 45) standards and reported that 
five were agreed at Level 2, one agreed at Level 1 and nine were Level 2 unsubstantiated. 
Concerns regarding the audit:  

· Audit due to be completed in January 2016, not completed until mid March 2016. 
· Audit was conducted remotely therefore unable to open links to the Trust’s intranet 
· An update to the Intranet in 2015 caused a number of evidential links to be broken 

 
The following three recommendations were put forward by tiaa: 

1. An Assurance programme be developed and implemented to ensure that evidence of 
compliance with IG toolkit standards is scrutinised by the IGSG periodically in 
preparation for yearend submissions. Those with responsibilities for areas of the 
Information Governance Toolkit are to be reminded of their accountability for the 
quality of evidence submissions. 

2. Address all areas of unsubstantiated scores to strengthen the evidence provided. 
3. A rolling audit of corporate records be instigated with clear dates for the reviews and 

for reporting the outcomes of these audits. 
 

 
 
 
 
 
 
 
 
 



 Peter Mellor 
 Director of Corporate Affairs and Business Development | Senior Information Risk Owner (SIRO) 
 Information Risk Management Annual Report 2013-14 

 May 2014 
 

Management Action Plan - Priority 1, 2 and 3 Recommendations 
 

Rec. Risk Area Finding Recommendation Priority Management 
Comments 

Implementation 
Timetable 

(dd/mm/yy) 

Responsible 
Officer 

(Job Title) 

1 Validity of returns A lack of on-going assurance through 
the Information Governance Steering 
Group has highlighted that IG 
Standards “Leads” have lacked 
accountability. 

An Assurance programme be 
developed and implemented to 
ensure that evidence of compliance 
with IG toolkit standards is 
scrutinised by the IGSG 
periodically in preparation for 
yearend submissions. Those with 
responsibilities for areas of the 
Information Governance Toolkit are 
to be reminded of their 
accountability for the quality of 
evidence submissions. 

2 Agreed. This will be an agenda 
item at IGSG to ensure 
accountabilities are clear and there 
is in year scrutiny of evidence and 
assurance. 
Leads identified 

June 2016 and 
on-going scrutiny 

through rolling 
programme 

IGT assurance  
group 1st 
meeting 
29/06/16 and 
01/07/16(IT).    
Second meeting 
14/10/16 
 
 

IG Manager 

2 Validity of returns · 1 Level 1 scores was agreed. 

· 5 Level 2 scores were agreed. 

· 9 Level 2 scores were 
unsubstantiated. 

Address all areas of 
unsubstantiated scores to 
strengthen the evidence provided. 

2 Agreed. All standards and evidence 
will be reviewed in detail and 
assurance provided through IGSG 
regarding compliance.  

July 2016 
Ongoing 
 

IG Manager 
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3 Non-compliance There was no evidence available to 
confirm that a systematic rolling 
audit of corporate records was 
carried out during 2015/16, though 
we understand some audits were 
carried out in year. 

A rolling audit of corporate records 
be instigated with clear dates for 
the reviews and for reporting the 
outcomes of these audits. 

2 Agreed. Plan to be developed and 
agreed through IGSG. 
Plan in place for rolling audit.  
Areas auditing this year include 
Complaints, L&D, Procurement & 
Finance. 
Audit Tool to be reviewed to 
ensure it is fit for purpose. 

June 2016 
 
Ongoing 
 
 
 
October 2016 

IG Manager 

 
 



 Peter Mellor 
 Director of Corporate Affairs and Business Development | Senior Information Risk Owner (SIRO) 
 Information Risk Management Annual Report 2013-14 

 May 2014 
 

5. Measures 
5.1. Since a major revision to the NHS Information Governance Toolkit in 2010/11 the Trust has 

assessed compliance with Toolkit standards at a local level (i.e. by Clinical Service Centre and 
Corporate Department) when previously they were only assessed centrally. This is in order to 
satisfy the revised requirement to provide more comprehensive evidence and assurance of 
compliance. 

5.2. This has resulted in a much deeper understanding of practice and performance, but as a 
consequence has also unearthed areas of non-compliance and naturally becomes a larger 
structure to govern. 

5.3. An Information Governance Compliance Framework has been developed to help communicate 
these local requirements, and is used to monitor and assess compliance at a local level. The 
Compliance Framework covers between 10 and 15 relevant requirements depending on the 
Clinical Service Centre / Corporate Department’s operations. 

5.4. The four main requirements can be summarised as: 

§ Contracts (Information Governance Toolkit Standard 110) – formal contractual 
arrangements that include compliance with information governance requirements are 
in place with all contractors and support organisations. 

What we have found: whilst the contract templates available through the formal 
Procurement process largely satisfy this requirement, many contracts appear 
to have been arranged and negotiated at a local level and contain insufficient 
clauses, providing insufficient assurance. Some contracts have proved difficult 
to physically locate and often only one paper copy is held. 

What is the information risk: contract clauses can set out the expected data 
protection practices of third parties, ensure the Trust is made aware of 
incidents at the earliest opportunity and can indemnify the Trust in cases of 
data loss caused by the third party. 

What does “compliance” look like? All relevant contracts have been identified 
and assessed and review dates for weak/deficient contracts have been 
confirmed.  
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PHT continue to find the occasional local system which was not purchased 
through procurement and thus had not gone through the IG Assurance process 
(e-rota). When these are identified by the IG leads for the CSC’s investigations 
and Privacy Impact Assessments are undertaken to determine if any risks to 
PID can be identified.   

Upgrades to systems currently in use, must also be identified and further PIA’s 
undertaken if there are significant changes from the primary specification 
(Bedview).  
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§ Staff Training (Standard 112) – information governance awareness and mandatory 
training procedures are in place and all staff members (95%) are appropriately trained. 

What we have found: the Trust-wide use of the Essential Skills Handbook, as 
well as ongoing promotion of the information governance training target, has 
helped improve and maintain information governance training rates throughout 
the year. However, consistent achievement of a 95% training rate still presents 
a particular challenge. 

What is the information risk: there is a greater risk of information governance / 
data protection incidents as a result of an untrained workforce. Training is seen 
as a key corporate defence in the event of a data protection incident. 

What does “compliance” look like? 95% of staff members have their 
Information Governance training competency (annual basis). 
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Trust overall compliance for 2015/16 was 94.5%. After scrutiny of all non-
compliant staff the Trust was able remove duplicate entries, staff who were not 
longer employed or staff who had completed but were not showing up on 
register. This enabled the Trust to report via the IG Toolkit v13 a compliance of 
95.6%. 

Learning & Development sit on the IGSG and report bi-monthly the figures for 
each CSC.  It is the General Managers who must scrutinise their compliance 
and ensure that their ward managers/Matrons are actively involved in ensuring 
95% compliance.  Ward managers can utilise the HR dashboard to check 
compliance and additional training on the dashboard has been provided by 
L&D.  

All CSC’s who reported compliance levels below 95% were required to place 
this target on their CSC risk register.  

 

§ Information Asset Register (Standard 307) – all key information assets have been 
identified and regular risk reviews are undertaken 

What we have found: responsibilities for Information Assets (usually these are 
administration systems or databases) are not routinely updated and many 
‘responsible’ staff members are no longer in relevant posts. There has been a 
failure to engage in the risk management process in some Clinical Services 
Centres, which risks the inappropriate management of sensitive data and a 
proliferation of data protection incidents. 

What is the information risk: a number of un-governed information assets 
introduces a wide range of information risks from insecure practices; they could 
be seen as a breach of the Data Protection Act (holding minimum necessary 
data, for the minimum necessary length of time); have the potential for 
significant incidents (as databases generally hold data on very large numbers 
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of individuals); and could introduce clinical risk through poor data quality (e.g. 
from standalone databases that become out of date) 

What does “compliance” look like? Assurance that all assets have been 
identified, all relevant staff members have completed Information Risk 
Management training, and risk assessments have been completed for all 
Information Assets. 
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§ Flow Mapping Register (Standard 308) – all transfers (of hardcopy and digital 
personal identifiable and sensitive information) have been identified, mapped and risk 
assessed; technical and organisational measures adequately secure these transfers. 

What we have found: there is still some variation in completion of Flow 
Mapping Registers (records of what information is transferred, why it is 
transferred, and how it is transferred). Flow Mapping Registers were 
introduced primarily to identify and mitigate the risks associated with 
unencrypted transfers of personal data and have been largely successful in 
this regard, although they are limited to routine transfers of personal data and 
therefore cannot provide assurance of all (i.e. ad hoc) arrangements, which 
rely on the awareness of staff. 

What is the information risk: misdirection of confidential information as a result 
of poor or inappropriate practice, such as breaches resulting from using 
inaccurate fax numbers, misaddressed e-mails or post. The misdirection of 
single documents presents the most likely risk of a medium-severe breach. 

What does “compliance” look like? Flow Mapping Registers are accurate, 
complete and up to date (reviewed within last 12 months at most). 
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Compliance assurance for standards 307 & 308 remains variable.  Each CSC 
is required to update their register at least once per year.  Many of the IG leads 
have voiced that the register is complicated and time-consuming.  These 
spreadsheets are unable to be altered and do not allow for ease of trust wide 
monitoring.  Commercial and in house registers are available which would 
significantly improve data collection and allow improved monitoring but they 
would require financial input of between £5 – £10k.   

 

 

§ Information Governance Incidents 
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What we have found: information governance incidents can be considered as a 
very broad category, which makes effective comparisons difficult. Relevant 
incidents could include mislabelled specimens and samples, failing to note 
relevant information in a patient record or failing to communicate information 
effectively with a patient. More ‘obvious’ incidents include data losses and 
other direct forms of breaches of confidentiality such as misdirecting 
confidential mail. The most common (medium – high risk) incidents over the 
last few years relate to the misplacement / loss of handover sheets / patient 
lists both onsite and offsite, the misdirection of patient letters (incorrect 
recipients), and misfiled documents in patient records. 

What is the information risk: these incidents are effectively the outcomes of our 
information risks. The Trust must adhere to the Department of Health guidance 
on managing information governance incidents, which has its own grading 
system. Depending on the severity of incident, there may be a need to report it 
to the Department of Health and the Information Commissioner’s Office. 

What does “compliance” look like? There should be assurance that staff 
members know how to recognise and report an information governance 
incident. Incidents must be investigated appropriately and lessons learned / 
recommendations should be identified and communicated appropriately. 
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. 

Each CSC reports bi-annually to IGSG their IG incidents.  In addition the IG 
Manger receives notification of all incidents that involve PID.  The IG Manager 
then grades the incident using the Trusts RAG rating and the ICO’s reportable 
classification.   

To raise the profile of Information Governance Incidents, the IG Manager has 
attended Governance & Quality for each CSC, educating the members on the 
ICO classification and consequences of IG breaches.  

 

 

6. Information Governance Incidents 
2015/16 Severity Total Near Miss Green Yellow Amber Red 

Quarter 1 35 62 22 3 1 122 
Quarter 2 40 115 22 1 1 178 
Quarter 3 31 71 9 0 0 111 
Quarter 4 35 78 15 4 2 132 
Total 141 326 68 8 4 544 

6.1. NHS guidance on the management and investigation of information governance incidents 
requires NHS organisations to report incidents of a certain severity to the Information 
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Commissioner’s Office and the Department of Health. Externally reportable incidents are 
determined by the relevance of certain “sensitivity factors” to the incident.  

6.2. Tightening of Department of Health guidance (in November 2014) relating to external 
reporting requirements means that the Trust’s internal grading may be affected as a result. 
There could be an increase in incidents graded as Yellow, Amber or Red against the Trust 
grading scale. 

6.3. In 2015/16 there were four incidents reported to the ICO.  Two were reported internally and 
two were the result of complaints sent directly to the ICO. Any incidents that require reporting 
to the ICO are automatically given a severity rating of red (internally).  

Date of 
incident 
(month) 

Nature of incident Nature of data 
involved 

Number of data 
subjects 

potentially 
affected 

Notification 
steps 

June 
2015 
WEB-
40245 

Excel document 
containing c. 
8,000 patient 
details sent to 
incorrect recipient 
via secure, 
NHSMail e-mail 

Name, unique 
identifying number 
and detailed 
clinical 
information 

c. 8,000 
ICO reported – 
outcome no 
further action. 

August 
2015 
WEB-
42563 

Safeguarding 
Alert form left in 
birthing room and 
found by person 
unconnected to 
the alert. 

Name, unique 
identifying 
number, high risk 
confidential 
information 

1 
ICO reported – 
outcome no 
further action.  

January 
2016 
WEB-
51703 

Employee 
accessed 
daughter & 
grandsons 
personal 
information  

Name, address, 
DOB, NHS 
number, clinic 
attendance 

2 

Reported to ICO 
externally – ICO 
prosecuting ex-
employee 

March 
2016 
WEB-
52580 

Referral letters for 
Portsmouth 
Dermatology sent 
to IOW 
Dermatology 

Name, unique 
identifying number 
and detailed 
clinical 
information 

<10 

Reported to ICO 
externally – 
outcome no 
further action 

 

6.4. The number of Yellow and Amber incidents remains comparable to previous years. From 
2010/11 to 2014/15 there has been significant variation in the total reported information 
governance incidents. 

 

Incident Date Severity Total Near Miss Green Yellow Amber Red 
2012/13 53 160 28 12 0 253 
2013/14 109 218 37 8 0 372 
2014/15 110 274 53 18 2 457 
2015/16 141 325 68 5 4 544 
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6.5. In 2015/2016 the total number of adverse incidents rose to 544.  This is an increase of 19% over 
2014/15.  The majority of these increases are in the near miss, green and yellow categories.  
Red incidents were higher due to the number of reportable incidents this year.  

6.6. Speculatively, certain milestones may have influenced the apparent lack of consistency in 
(reporting of) incident numbers: 

§ In February 2012 the Trust began the phased introduction of a new electronic incident 
reporting system DatixWeb, which resulted in a drop of reported incidents 

§ In November 2014 the Department of Health introduced a new version of the 
Information Governance Incident Report Guidance, which has placed lower thresholds on 
incident types that require externally reporting and which, from April 2015, will affect the 
internal grading of medium – high severity Trust Information Governance incidents. 

§ In April 2016 the Trust updated the electronic reporting system DatixWeb and this 
newer version allowed introduction of questions related to IG/DPA incidents. This new 
feature will hopefully allow easier reporting of incidents and the monitoring of trends. 

6.7. Fundamental principles of information risk management can not only reduce the likelihood of 
an incident but also provide corporate defence in event of one. Important factors include: 

§ If an individual was responsible for causing an incident, had they received training on 
data protection? 

§ Was the incident the result of a failure to adhere to clear, expected best practice (e.g. 
encryption or secure e-mail)? 

§ Was the organisation aware of a particular risk, but failed to take adequate steps to 
address and reduce it? 

§ Has the organisation experienced a similar incident in the past which would suggest 
that it appeared not to have learnt any lessons from it? 

 

7. National Data Protection Incidents 
7.1. The health sector still makes up the most significant proportion of all incidents reported to the 

Information Commissioner’s Office (12%). This is due to the combination of the NHS making it 
mandatory to report incidents, the size of the health sector, and the sensitivity of the data 
processed. The ICO’s Annual Report was published in June, including figures showing that 
health, local government and education accounted for 64% of self-reported incidents for the 
2015/16 financial year, and were the sectors reporting the most incidents.2 

7.2. Penalties – Health Sector 2015/16 

Month Organisation Type Fine Cause 
December 2015 Health Care Clinic £250 Disclosed in error – email 

of sensitive information  
May 2016 Blackpool Teaching 

Hospitals NHSFT 
£185,000 Disclosed in error – pivot 

table published on 
website, staff details 

May 2016 Chelsea & Westminster 
Hospital NHSFT 

£180,000 Disclosed in error – ‘bcc’ 
not used on email of 
sensitive information (HIV) 

August 2016 GP Practice £40,000 Disclosed in error – SAR 
sent third party 



 

Information Risk Management Annual Report 2015/16 
Page 15 of 15 

 

information 
August 2016 Nursing Home £15,000 Theft of unencrypted 

laptop 
 

As can be seen from the above table, the NHS is not exempt from DPA penalties and often 
these are quite extensive. 

7.3. Summary of Monetary Penalties since enforcement powers began in April 2010 

Year Number of Monetary 
Penalty Notices 1 

2015/16 24 
2014/15 11 
2013/14 17 
2012/13 22 
2011/12 10 
2010/11 4 

 
 
 
 
 
 
 

 
    In 2015/16 the ICO issued the highest number of monetary penalties since 2010.   

                                                 
1 Including penalties for breaching the Privacy and Electronic Communications (PEC) Regulations 2003 
 
2  ICO Annual Report 2015/2016 



 
 
TRUST BOARD PUBLIC – OCTOBER 2016   Agenda Item Number: 150/16 
        Enclosure Number: (11) 

Subject: Health Safety and Wellbeing – Annual Report and CQUIN action 
plan 

Prepared by: 
Sponsored & Presented by: 

Rebecca Kopecek - Interim Director of Workforce and 
Organisational Development 

Purpose of paper Annual update for Health Safety and Wellbeing 

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

§ The importance of health safety and wellbeing for Trust staff 

§ Cost of absence for the Trust £9.1 million for 2015/16 

§ Key activities undertaken in 2015/16 focussing on absence 
management, fit for work, health and safety statistics, manual 
handling, staff counselling and external income generating 
activity 

§ CQUIN health and wellbeing target and delivery of the CQUIN 
health and wellbeing action plan to receive £750,000 

§ CQUIN Flu target of 75% of all  to receive £750,000 into the 
Trust or £375,000 if 65%-74% is achieved 

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

To approve the appointment of Cate Leighton – Physiotherapy 
Manager as Clinical Lead for Health and Wellbeing to champion the 
health and wellbeing work to meet the CQUIN for 2016/17 of 
£750,000 

To obtain continued board commitment to leading the Trust and 
championing the agenda of promoting the health and wellbeing of 
staff as part of its duty of care. 

To have the flu vaccination and promote the importance to all staff to 
have the flu vaccination to protect themselves, their colleagues and 
our patients. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

Quarterly monitoring and delivery of the CQUIN action plan to March 
2017 

Delivery of the flu campaign and reporting to the CCG in March 2017 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

 

 

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

Strategic Aim To be recognised as a world class hospital, leading the field through 
innovative healthcare solutions , focussing on the best outcome for 
our patients, delivered in a safe, caring and inspiring 
environment 

BAF/Corporate Risk Register  



Reference (if applicable) 

Risk Description  

CQC Reference  

 

Committees/Meetings at which paper has been approved: CQUIN action plan 
approved at Health and Safety Committee and by Fareham and Gosport and SE 
Hampshire CCGs. 

September 
2016 
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Introduction 
 
The NHS as part of its pledges to staff commits to provide support and opportunities for staff to maintain 
their health safety and wellbeing. This is re-enforced within the Workforce and Organisational Development 
Strategy the objectives for the Health Safety and Wellbeing Service and the CQUIN health and wellbeing 
targets for 2016/17 which offers £750,000 if the CQUIN action plan is met. In addition there is a Flu CQUIN 
to improve the uptake of flu vaccinations for front line staff to 75% which offers a further £750000 to be paid 
to the Trust if that is met. 
Each year more than 130 million working days are lost to sickness absence, costing employers around £6.5 
billion a year. According to the Confederation of British Industry, the annual cost of sickness absence to the 
UK economy is £17 billion, while long-term absence costs the taxpayer £13 billion and reduces economic 
output by a further £15 billion. 
 
10.3 million days are lost within the NHS to sickness per year at a cost of £1.7 billion. The cost of absence 
for PHT in 2014/15 was £7.6 million which increased to £9.1million in 2015/16. This report identifies the 
progress made in the Health Safety and Wellbeing Service to maintain and improve the health and 
wellbeing of PHT staff. 

Safe Effective Quality Occupational Health Service (SEQOHS) 

Portsmouth Hospitals NHS Trust has successfully met the accreditation standards of SEQOHS - Safe 
Effective Quality Occupational Health Service.  This demonstrates that as a department we meet the 
national quality standards for occupational health service provision both to our NHS clients and to external 
clients who use our services. This was revalidated in February 2016 and will be reviewed again in October 
2016. A full assessment will be undertaken in October 2017. 
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CHAT CSC 3.67%  £          1,071,884  28.34 22.76 747 170 
Clinical Support CSC 3.33%  £          1,749,606  19.57 26.97 1216 328 
Corporate Functions 2.22%  £              443,177  8.64 14.22 450 64 
Emergency Care CSC 3.20%  £              584,526  20.82 19.65 458 90 
Head and Neck CSC 3.08%  £              373,680  23.05 19.94 316 63 
Medicine CSC 3.05%  £              886,888  17.34 13.73 663 91 
MOPRS CSC 4.81%  £          1,015,520  32.58 28.21 546 154 
Muscular Skeletal CSC 3.92%  £              569,755  20.22 22.79 351 80 
Renal CSC 3.92%  £              432,754  21.28 18.91 275 52 
Research and Development CSC 2.33%  £                75,043  

 
33.33 66 22 

Surgery and Cancer CSC 2.48%  £              566,794  15.77 15.80 576 91 
Women's and Children's CSC 4.86%  £          1,333,284  26.08 33.65 728 245 
Total 3.48%  £          9,102,912  21.22 22.68 6392 1450 

 



  

 

 
 
 
Key points to note 
 

· Clinical supports absence rate has increased from 3% the referral rate has increased. Thirty one 
clinical support staff have attended the management of absence training which should lead to a 
reduction in absence over this year and additional support for staffs’ wellbeing being provided. 

· Medicines absence rate has increased, however their referral rate has reduced. Twelve staff have 
attended absence management training which should help improve the number of return to work 
interviews undertaken and improve the referral rate. 34% of Medicines referrals were due to MSK 
reasons. 

· MOPRS absence rate has remained static however their referral rate has reduced. 
· Women and Childrens absence rate has increased particularly in maternity 25% related to mental 

health and 30% due to MSK issues. 
· Occupational Health meet with the Operational HR team on a monthly basis to discuss key cases 

and any absence issues arising to support an effective return to work 
· The wait for a management referral appointment can be four to six weeks during busy periods. 

Increasing national recruitment difficulties and competition within the private sector has resulted in 
recruiting and training in house for 1-2 years followed by a 2 year degree in Community Public 
Health Nursing to become a specialist practitioner. There is one team member who will qualify as a 
Specialist Practitioner in September, 1 trainee starting year 2 of the degree to become a Specialist 
Community Public Health Nurse in 2017, and two trainees starting year 1 in September 2017.This 
plan will address the requirement for occupational health skills internally to ensure there is a 
succession plan and sufficient qualified staff in the long term. 

· CQUIN identifies a requirement to improve access to fast track physiotherapy services and 
improved mental health support for staff. This requirement is re-enforced in the management 
referral reasons identified below as well as the significant absence costs a high proportion of which 
are due to mental health absence and MSK absence. 

· 117 managers have received management of attendance training 37 were within women and 
children and 31 within clinical support. 

 
 
Reason for referral by division 
 

Reason 

M
edical  

M
ental health  

M
usculoskeletal  

N
on w

ork related injury  

O
ther  

Pregnancy  

Sickness absence  

Surgery  

U
nspecified reason  

W
orkplace accident  

W
orkplace stress  

(N
ot recorded) 

G
rand Total 

CHAT CSC 31 27 41 2 6 1 13 23 
  

2 24 170 
Clinical Support CSC 55 66 80 3 7 6 33 28 

 
1 5 44 328 

Corporate Functions 11 11 16 
 

1 
 

4 5 
  

4 12 64 
Emergency Care CSC 19 15 26 3 

 
4 4 8 

  
1 10 90 

Head and Neck CSC 13 12 11 1 3 3 9 1 
  

2 8 63 
Medicine CSC 16 13 31 1 3 3 7 1 

  
4 12 91 

MOPRS CSC 31 26 35 1 3 7 12 9 1 2 3 24 154 
Muscular Skeletal CSC 18 12 17 

 
1 3 9 9 

  
1 10 80 



  

 

Renal CSC 11 6 13 
 

2 1 4 11 
  

1 3 52 
Research and 
Development Division 7 3 6 

    
3 

   
3 22 

Surgery and Cancer CSC 16 17 18 
 

1 2 14 6 
  

2 15 91 
Women's and Children's CSC 30 56 74 3 7 4 16 16 

 
2 8 29 245 

CSC not identified 7 7 6 
 

3 
 

4 1 
  

1 6 35 
Grand Total 267 271 376 14 37 34 130 122 1 5 35 200 1485 

 
 

 
Attended 

 
DNA 

 
Total Appts 

 
Appts % Appts % 

 PHT : CHAT CSC 346 85.01% 61 14.99% 407 
PHT : Clinical Support CSC 650 80.25% 160 19.75% 810 
PHT : Corporate Functions 104 86.67% 16 13.33% 120 
PHT : Emergency Care CSC 188 75.81% 60 24.19% 248 
PHT : Head and Neck CSC 123 79.87% 31 20.13% 154 
PHT : Medicine CSC 246 69.30% 109 30.70% 355 
PHT : MOPRS CSC 291 79.08% 77 20.92% 368 
PHT : Muscular Skeletal CSC 152 80.00% 38 20.00% 190 
PHT : Renal CSC 111 75.51% 36 24.49% 147 
PHT : Research and Development Division 36 90.00% 4 10.00% 40 
PHT : Surgery and Cancer CSC 186 72.66% 70 27.34% 256 
PHT : Women's and Children's CSC 371 81.90% 82 18.10% 453 
(New starters/transfers) 531 76.07% 167 23.93% 698 
Grand Total 3332 78.21% 911 21.45% 4246 
 
 
Cost of Ill health Retirement 
 2012/13 2013/14 2014/15 2015/16 
Number of 
Staff 

10 3 8 8 

Cost £556000 £133000  £349000 £542000 
 

 
 

 
Regular membership remains at approximately 1000. In addition 58 student/temporary new memberships 
have commenced. 
 
Aqua Silver – attended by both Fit4work referees and members of the public, some of which are still 
undergoing treatment or have been patients within the Trust. 
5 sessions are held per week averaging 90 – 100 participants each week 
Aqua fit – a step up from the aqua silver class open to anyone. 
3 sessions per week are held with an average of 45 participants each week 
Aqua Natal – One of the only pools locally offering an evening non-midwife led session.  2 sessions are 
held per week with an average weekly attendance of 36 - 40 participants. 
 
Oasis has continued business with GBall Swim School, who have provided children and adult swimming 
lessons at Oasis for 7 years. All lifeguard training and assessing for Oasis staff is provided by GBall.  
 
The Oasis team continue to have good links with Hydrotherapy, Macmillan, Rheumatology and 
Physiotherapy who promote Oasis services to patients. 
 

Oasis 



  

 

The Elizabeth Foundation continues to use Oasis facilities to host sponsored swim events, which have 
always been very successful. 
 
Cycle Scheme 
90 bicycles have been purchased this year at a cost of £89800 
 
 
 
Fit4Work  
 
The fit for work program has been specifically developed to reduce sickness absence, to help staff to 
remain at work, promote an early return to work and to improve the health and wellbeing of employees. 
 
A member of the Oasis team has undertaken the GP referral course and is now responsible for the fit for 
work programme including assessment, establishment of an exercise programme and a review process. If 
physiotherapy is required staff are referred to the Trusts physiotherapy service. 
 
253 staff attended an initial assessment and 150 commenced the fit for work programme of exercise. From 
the feedback 92% found the service excellent or very good. 5 of the respondents said they would continue 
attending classes as the classes had helped them improve their health and wellbeing. Some very positive 
comments have been received outlining how friendly approachable and helpful the Oasis team are in 
helping staff improve the quality of the physical activity undertaken. The comments highlight how the fit for 
work services help staff feel valued and evidence that managers do take an interest in staffs health and 
wellbeing. 
 
 
Flu Campaign 

      
      Group Code PHT Carillion Total % 
All doctors D 578 0 578 63.2% 
Qualified nurses N 1429 0 1429 62.4% 
Qualified ST&T Staff Q 431 0 431 57.0% 
Support to Clinical 
Staff S 1091 298 1389 52.0% 
Excluded X 682 41 723 57.2% 

      Patient care total 3827 57.7% 
   All staff total 4550 57.6% 
   

      
      Headcount 

     
      Group Code PHT Carillion Total 

 All doctors D 914 0 914 
 Qualified nurses N 2291 0 2291 
 Qualified ST&T Staff Q 756 0 756 
 Support to Clinical 

Staff S 1904 768 2672 
 Excluded X 1183 82 1265 
 

      Patient care total 6633 
    All staff total 7898 
    

      



  

 

Vx Hc %Vx Vx Hc %Vx Vx Hc %Vx
Carillion/PHT RoEM 298 768 38.8% 41 82 50.0% 339 850 39.9%
CHAT CSC 433 404 100.0% 25 34 73.5% 458 783 58.5%
Clinical Support CSC 609 1072 56.8% 135 293 46.1% 744 1365 54.5%
Corporate Functions 68 122 55.7% 191 357 53.5% 259 479 54.1%
Emergency Care CSC 229 416 55.0% 36 73 49.3% 265 489 54.2%
Head and Neck CSC 125 270 46.3% 34 56 60.7% 159 326 48.8%
Medicine CSC 422 700 60.3% 54 79 68.4% 476 779 61.1%
MOPRS CSC 285 511 55.8% 20 28 71.4% 305 539 56.6%
Muscular Skeletal CSC 162 347 46.7% 25 44 56.8% 187 391 47.8%
Renal CSC 149 270 55.2% 9 17 52.9% 158 287 55.1%
Surgery and Cancer CSC 293 512 57.2% 63 94 67.0% 356 606 58.7%
Women's and Children's CSC 448 738 60.7% 33 53 62.3% 481 791 60.8%
Others 306 926 57 55 363 213
Total 3827 6633 57.7% 723 1265 57.2% 4550 7898 57.6%

CSC

Front line Not front line
Grand TotalTotal X

 
 
Another successful campaign took place in the autumn/winter of 2015/16 with a slight decrease in uptake of 
4.3%. This reflected the national picture of a reduced uptake. The key success was the number of 
workplace vaccinators across CSCs who as a group delivered 3013 vaccinations 67% of the flu 
vaccinations within work areas. There were significant service pressures and the workplace vaccinators 
were able to deliver the vaccine in the workplace. Taking into consideration the lack of national publicity 
and clinical argument that the vaccine isn’t necessary for the working well without an underlying health 
condition the uptake was good. A lower number of qualified nurses and Doctors have had the flu 
vaccination this year.  
 
The focus for the 2016/17 campaign will be to train more workplace vaccinators within clinical areas to 
meet the CQUIN target of 75% of front line workers being vaccinated against flu. In addition allied Health 
Professionals e.g. Radiographers and Pharmacists are being trained to deliver flu vaccinations in their work 
area. If this is achieved the Trust will be awarded £750,000 If 65% - 74% is achieved 50% of the CQUIN 
will be paid. 
 
 
Health and Safety 
 
Accidents and Incidents 
 
The numbers of reported staff incidents have continued to see a slight rise throughout 2015/16 by 12%, 
with the top 3 reported incidents remaining the same: 

· Physical & Verbal Abuse of Staff by patients 
· Dirty Sharps Injuries 
· Slips, trips & falls 

Whilst reductions in the overall numbers of staff incidents occurring is strived for staff awareness and 
improved procedures have encouraged  better reporting in certain areas especially those relating to 
violence and aggression and needle stick incidents. 



  

 

 
 
 
The majority of incidents reported between 01.04.15 – 31.03.16 were graded as ‘yellow’ minor harm/injury. 
There were 5 amber incidents reported during this period. Details of these are highlighted within the table of 
RIDDOR reportable incidents. 
 

 
 
 
 
RIDDOR reportable incidents 
17 Incidents reported over the year. Investigations of RIDDOR reportable incidents at department level 
have greatly improved. 
 
Month Area CSC Injury/Detail Reason to 

RIDDOR 
 

April MAU EMER Sharps injury – 
known infected 
source 

Dangerous 
Occurrence  

All appropriate 
action taken 
 

June CSS Pathology Slipped on floor 
landed on knee 
sustaining a fracture 

Major Injury 
 

Fully investigated by 
department/CSL and 
domestic 
supervisors and 
remedial action put 
in place 

June MSK D4 Slipped on small 
spot of wet floor 
sustaining a 
fractured wrist 

Major injury Amber panel held 
with department. 
Awareness info 
circulated at 
handovers by nurse 
in charge 

July D3 MSK Sharps injury – 
known infected 
scource 

Dangerous 
Occurrence 

All appropriate 
action taken 
 



  

 

August F2 MOPRS Trapped Finger in 
door 

Over 7 Day No further Action 

August Grounds Corp Tripped –Avulsion 
Fracture ankle 

Specified 
Injury 

On-going 
Investigation of area 
by CSL 

September MOPRS GWM/Grounds Tripped leaving work Fracture 
elbow 

Forward to Southern 
Health H&S advisor 
to review area 

October F4 MOPRS Back Injury assisting 
challenging patient 

Over 7 day Fully investigated by 
department 

November A6 CSS/OT Wrist sprain during 
patient handling 

Over 7 day Followed up by 
MHAT PT handling 
care plan changed 

November C5 Med Nurse punched by 
PT 

Over 7 day Panel hearing held –
action plan 
instigated 

November F2 MOPRS Nurse assaulted by 
PT 

Over 7 day  Panel hearing – PT 
transferred to care 
of MHT 

December ED EMER Fell from jumbulance 
– arm injury 

Over 7 day All appropriate 
actions taken place 
post incident 

January D3 MED Hit head on hoist Over 7 day No further actions 
identified 

February ED EMER Sharps injury – know 
infected source 

Dangerous 
Occurrence 

All appropriate 
action taken 
 

February ED EMER Sharps injury – know 
infected source 

Dangerous 
Occurrence 

All appropriate 
action taken 
 

March Health 
records 

CSS Rib injury – manual 
handling 

Over 7 day Fully investigated by 
department 
manager 

March Pharmacy 
hedge 
end 

CSS Contractor sustained 
electrical burns 

Major injury Fully investigated by 
NHS property 
service 

 
 
 
Sharps 
 
The total number of incidents reported to Occupational Health for the financial year 2015/2016 was 257 
showing an 31% increase in the numbers reported (196) for the financial year 2014/2015. 

Traditionally slight peaks are seen in the numbers of incidents that occur around April, August and 
September however in the past year more of an increase over the months of December through to March 
have been seen. 

Incident trends are monitored and reviewed by Occupational Health and the Health and Safety Advisor on a 
monthly basis. During the high reporting periods there were no definitive single causes that could be 
identified as contributing factors however it has been identified that many of the injuries are sustained 
during difficult situations EG: trauma, complicated surgery, post- partum. In these situations injuries are 
often caused by instruments that have no ‘sharp safe’ alternative, such as suture needles.  

Outside of these incidents one of the most prevalent types of injuries sustained is that caused by ‘hollow 
bore’ type needles, with many being caused whilst performing some form of subcutaneous procedure EG: 



  

 

administering insulin, medication, local anaesthetic. This is the one area where   appropriate ‘sharp safe’ 
devices have not been able to be sourced. 

 

Incidents by CSC 

 

A significant point of note on the numbers reported between staff groups is the increase in the 
number of incidents being reported by medical and dental staff which could be due to improved 
understanding of the risks associated with sharps injuries. 

                                                                                              

Staff Group 

Count of PIN Incident Type 
    

Staff Group 
 

Contamination Sharps (blank) 
Grand 
Total 

Add Prof Scientific and 
Technical  

 
1 

  
1 

Additional Clinical Services 
 

14 38 
 

52 
Allied Health Professionals 

 
3 8 

 
11 

Estates and Ancillary 
  

5 
 

5 
Healthcare Scientists 

  
1 

 
1 

Medical and Dental 3 10 84 
 

97 
Nursing and Midwifery 
Register 1 14 83 

 
98 

Not identified 
 

6 38 1 45 
Grand Total 4 48 257 1 310 
 



  

 

Risk Category 

Count of PIN Incident Type 
    

Risk Level 
 

Contamination Sharps (blank) 
Grand 
Total 

High Risk 
 

3 4 
 

7 
High Risk - donor 
positive 

 
4 6 

 
10 

Low Risk 2 22 186 
 

210 
Unknown Source 2 18 60 1 81 
(blank) 

 
1 1 

 
2 

Grand Total 4 48 257 1 310 
 
 
Instrument types 
 
 

 
 
 
 
 
 

 
 



  

 

2014/15 – 2015/16 comparison 
 

employer | CSC 
2014-
15 

2015-
16 

Agency, Locum, Students, etc. 11 18 
(blank) 11 18 

Carillion Services Ltd 10 8 
PURE Carillion 1 0 
ROE Logistics 0 1 
ROE Patient Services 9 6 
ROE Security 0 1 

MHDU 6 6 
Defence Medical Group South 6 6 

PHT 169 225 
Bank Division 1 0 
CHAT CSC 20 31 
Clinical Support CSC 16 10 
Corporate Functions 2 3 
Emergency Care CSC 21 29 
Head and Neck CSC 15 16 
Medicine CSC 26 40 
MOPRS CSC 12 10 
Muscular Skeletal CSC 4 10 
Renal CSC 14 11 
Research and Development 

Division 1 0 
Surgery and Cancer CSC 10 25 
Women's and Children's CSC 2 24 
(blank) 25 16 

Grand Total 196 257 
 
 
 
Manual Handling 
The Moving and Handling Advisory Team remains a nurse led service with a part time Lead Advisor and 
part time Advisor. In addition support for patient handling training is currently provided by an external 
company Safe Systems. 
 
Training  
Over the last year for patient update training  
Places available  Booked attended DNA’s 
2498 2024 1678 346 
 
DNA’s remain a problem in conjunction with Learning and Development staff receive emails and texts to 
confirm course bookings. 
 
Induction places 
Places available DNA’s 
500 60 
 
In addition to mandatory training, workshops have also been provided as well as two Bariatric study days to 
support service needs. 
 



  

 

Emergency Medicine. 
Two new patient handling trainers were mentored by the manual handling team to improve essential 
training compliance within ED and AMU by providing essential training in one day specifically for these 
services. 
 
Patient referrals 
There have been 20 patient referrals. Staff continue to contact the team for advice for complex patients. 
The patient is visited in the clinical area and staff are then offered practical support which is written in the 
patients notes. More than one visit may be required 
 
Staff Referrals. 
There have been 32 staff referrals with musculoskeletal conditions. Referrals will either be received via 
Managers directly or via Occupational Health. Following a visit, a detailed report is written with advice and 
recommendations for both the staff member and the Manager. 
 

 
 

 
Aquilis provides an independent counseling service for the Trust. All of the counsellors are self employed. 
The Lead Counselor is a member of the Health Safety and Wellbeing Service senior management team 
and provides regular feedback on key patterns of counseling referrals within the service.  The total number 
of staff referrals this year was 405, an increase of 62 for the same period last year.   
From the 208 feedback forms received 100 % would recommend counselling to a colleague with a similar 
issue. 
 
95.19% rate their counselling as very good – excellent 
99.52% rate their counselling as good or better  
 
Of the 208 who completed & returned feedback forms 11 i.e. 5.28% didn’t answer the question about 
impact on work. 
 
Of the 88 staff (42.30%) who reported taking time off sick 62 i.e. 70.45% felt that counselling had enabled 
them to return to work sooner.  20.45% reported that counselling had been beneficial but had not had a 
direct impact on their return to work.  9.09% did not answer the question. 
 
Of the 109 (52.40%) staff who reported that they took no time off work 74 i.e. 67.89% felt that counselling 
had prevented them from taking time off 
 
Feedback continues to show that the majority of staff feel counselling has an impact on their ability to stay 
at work through difficult times or to return to work sooner than they would otherwise have done.  This 
results in a positive impact on the staffing of the hospital and on the financial position.  Unfortunately due to 
the increased demand for counselling staff were having to wait a little longer at the end of 2015 and action 
is consequently being taken to reduce the waiting time in future by offering additional counselling hours 
where possible. 
 
Adverse Incident Support  
Aquilis often supports individuals who come for counselling as a result of events at work.  When requested 
debrief meetings can be attended or facilitated by Aquilis when there has been an incident which staff have 
found traumatic.  Aquilis was involved in 2 group debriefs during 2015/2016. 
 
Mediation 
The mediation service has been little used again this year with cases often being old and entrenched 
before being referred.  These are cases which external mediators would decline as being no longer suitable 
for mediation. The aim is to resolve disputes early thus preventing them becoming entrenched and making 
life unbearable for the parties concerned and those around them.  This too should have a positive impact 
on sickness absence and help improve working relationships. 
 
Income from External Activity 
 

Staff Counselling Service - Aquilis 



  

 

The Health Safety and Wellbeing Service delivers occupational health services to fifty small and medium 
enterprises (SME) within the Portsmouth and Western Sussex area. In addition PHT maintains the 
occupational health contract for University of Portsmouth, Portsmouth City Council and Western Sussex 
Hospitals Foundation Trust (the new contract April 2017 to March 2022 has been recently advertised), 
Portsmouth City Council income has stabilised. University of Portsmouth income reduced this year but will 
increase next year due to an increase in student numbers across the majority of courses and an increase in 
vaccination requirements for specific courses. Aquilis income is reduced due to the increased requirement 
for counselling for PHT staff. 
 
 
Name of Organisation Income 2013/14 Income 2014/15 Income 

2015/16 
Western Sussex Hospitals 
Foundation Trust 

£383174 £383174 £383174 

University of Portsmouth £97270 £74784 £104249 
Portsmouth City Council £55511 £85620 £74159 
SMEs £94376 £78051 £78230 
Other NHS/charities/local govt £68430 £73866 £69662 
Aquilis Not separately 

identified 
£46103 £39500 

Total £698761 £695495 £748974 
 



 

 

NHS Staff Health and Wellbeing CQUIN 
 
Trust Strategic Aims 
To be recognised as a world-class hospital, leading the field through innovative healthcare solutions, focused on the best outcome for our 
patients, delivered in a safe, caring and inspiring environment. 
 
Health Safety and Wellbeing Service Strategy Statement 
“To provide an occupational health safety and wellbeing service which supports the Trust’s values and aims in an effective and cost-efficient 
manner in line with SEQOHS”. 
 
Introducing a set of employer led schemes for staff around physical activity, MSK and Mental Health 
Portsmouth Hospitals Trust actively supports and encourages staff to maintain and improve their health and wellbeing and to take responsibility 
for it both within and outside of work. The Trust board lead for health and wellbeing is Rebecca Kopecek Acting Director of Workforce and 
Organisational Development for the Trust. A key workforce priority for 2016/17 is to develop a healthy organisational culture within PHT.  
 
Internal Staff Survey 
In summer 2015 a wellbeing survey was conducted which was completed by 492 staff.  
 
The 3 main things which staff felt affected their health and wellbeing were: 

· staffing levels,  
· lack of breaks and  
· working relationships with colleagues.  

 
Additional comments from these staff identified  

· working hours  
· pressure and  
· stress  

as key issues which have affected staffs health. 
 
84% of respondents considered themselves to be in good health.  
12% of the others saying that weight was an issue with regard to their health.  
12% had attended previous events those who hadn’t said lack of time and awareness had prevented them attending although email was 
identified as the best form of communicating events. 
 
Relaxation and general health checks were identified as the most popular events required and staff preferred vouchers and samples to leaflets 
and booklets. 
 



 

 

Those who were interested in team challenges thought running and swimming would be best. 
 
National Staff Survey 2015 
23% of PHT staff had experienced musculoskeletal problems in the last twelve months due to work activities in comparison with 25% nationally. 
37% of staff said PHT takes positive action on health and wellbeing in comparison with 31% nationally. 
30% of staff have felt unwell as a result of work related stress in the last twelve months in comparison with 33% in 2014 at 37% in 2013. 
 
People of Portsmouth 
22% of adults smoke. 
20% of adults drink at an increasing risk level. 
65% of adults do not do enough physical activity. 
75% of adults do not eat healthily. 
 
Measurement of the success of the plan 
NSS results generally remaining the same/ improved in comparison with other acute Trusts with regard to bullying and harassment health and 
wellbeing  work related stress and staff engagement. Specifically to  improve : 

· Organisation and Management interest in health and wellbeing from 3.73 closer to the best score for acute Trusts for 2015 of 3.97. It 
should not go below 3.57 the national average for acute Trusts 

· % of staff suffering work related stress reduced from 30%  closer to the best score for acute Trusts of 24% and not increasing to PHTs 
2014 score of 33% 

· % of staff complaining of harassment bullying or abuse from staff in the last 12 months reduced from 25% 
 
Sickness absence rates maintained or reduced from the current 3.6% in comparison with published figures for November 2015 for all acute 
Trusts in England at 4.11% (HSCIC).  
 
Uptake of the wellbeing events: 

· numbers who attended,  
· the health and wellbeing interventions undertaken and  
· the number who were signposted for further support e.g. to the GP.  
· Evaluation of the pledges identified by staff 

 
 
 
 
NHS Staff Health and Wellbeing CQUIN 1a option b (2016/17) 
 



 

 

Area of concern Objective Action Measure of 
success / progress 

Timescale 
for progress 
/ completion 

Nominated Lead 

Improving the culture within organisations specifically regarding health and wellbeing 
· 3.87 score for staff 

engagement 
· Staff working extra 

hours increased to 
66% from 63% in 
2014 

· 25%experience 
harassment or 
bullying from staff 
in comparison with 
23% in 2014 

Evidence a 
Proactive 
commitment to 
health and 
wellbeing and 
improve 
organisational 
culture relating 
to HWB 

Identify a board level director and 
senior clinician to champion the work 
Wellbeing to be included within 
appraisal training 
MECC –making healthy lifestyle 
choices training delivered  
Development of Mandatory training 
pathway for Managers to build people 
management skills 
Coaching culture developed across the 
organisation 
Listening into Action events to continue 
to improve staff engagement 
Listening into action champions used to 
promote health and wellbeing focussing 
on MOPRS Emergency Medicine and 
Medicine 
Resilience training for managers and 
staff 
Trust leadership programme developed 
to include leadership traits and models 
of behaviour 
Health and Wellbeing to form part of H 
and S committee agenda and reports 
by CSC – linked with staff side – 
reports to Trust board monthly, HWB 
policy developed approved and 
publicised 

Board lead identified 
Senior clinician 
identified 
Pulse survey results 
improved 
NSS results 
Number of staff 
trained in 
MECC/mandatory 
management 
training/resilience 
trng 
Absence rates 
improved 
Wellbeing of staff 
improved. Improved 
or maintained score 
for staff engagement 
Reports include 
what actions CSCs 
are taking to 
improve the health 
and wellbeing of 
staff 
 
 
 

Completed 
To be 
approved at 
Octs Trust 
board 
 
September 
2016 and 
ongoing 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ongoing 
October2016 

Interim Director of 
HR and OD 
HSWS 
 
HSWS/Land D 
 
OD 
OD 
 
 
OD 
 
 
OD 

· Absence Rate 
3.6% 

· Retention rate 
9.6% 

 Work with PCC to meet the 
requirements of the workplace 
Wellbeing charter – develop an Alcohol 
and Substance Misuse policy 

 March 2017 
 
November 
2016 

 



 

 

Area of concern Objective Action Measure of 
success / progress 

Timescale 
for progress 
/ completion 

Nominated Lead 

 

Introducing an improved set of preventative and early intervention schemes for staff 
Promoting Physical Activity – with a focus on sedentary workers (A and C staff group) 

· Absence Rate 
3.6% 

· Retention rate 
9.6% 

· 2015Local staff 
survey identified 
working hours, 
pressure and 
stress as key 
issues. 12% said 
that weight was an 
issue with regard 
to their health 

· NSS – 62% of staff 
feel under 
pressure to attend 
work when feeling 
unwell in 
comparison with 
59% acute Trusts 
nationally 

· Organisation and 
management 
interest in health 
and wellbeing 3.73 
for PHT best score 
for acute Trusts 
3.97 
 

Improve 
physical 
activity of  PHT 
staff – with a 
focus on 
sedentary 
workers 

Introduce a range of physical activity 
schemes for staff. Physical activity – 
Pedometer challenge for sedentary 
workers building physical activity into 
working hours – work with Carillion to 
develop signage to encourage staff to 
take the stairs -reducing sedentary 
behaviour. Introduce physical activity 
sessions for staff – Special offer swim, 
Introduce HIOW challenges working 
with HCC, national walking month 
challenge, Race to Rio and other 
challenges over the rest of the year 
Improve uptake for fit for work – 
promote amongst CSCs and direct 
manager referral using the Trusts  
Communication strategy 
Weight clinics established including 
aqua class 
Raise the profile of Oasis to increase 
membership and attendance 
Health and Wellbeing events focussed 
on sedentary workers and those without 
access to Oasis eg Mitchell Way, 
Rodney Rd, Hedge End – department 
focussed to market to those who do not 
access Oasis 
Know your numbers – health and 
wellbeing clinics Fridays monthly 
Give half/take half promoting physical 

To improve or 
maintain sickness 
absence rates. 
To improve/maintain 
staff retention and 
experience 
Uptake of the 
activities run – 
number of sedentary 
workers who 
accessed the 
activities – distance 
undertaken number 
of referrals on 
Improve uptake to fit 
for work from 150 in 
2014 
Improve/Maintain 
Oasis membership 
numbers from 860 
Usage of swim 
offers in oasis 
Be in the similar to 
other Trusts 
category or top 20% 
of Trusts for health 
and wellbeing 
Uptake/referrals to 
GP/other services – 
evaluation from staff 

 
 
 
 
Sessions 
undertaken 
from April 
2016 to 31 
March 2017 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
April 2016- 
March 2017 
 

HSWS/Oasis. 



 

 

Area of concern Objective Action Measure of 
success / progress 

Timescale 
for progress 
/ completion 

Nominated Lead 

 activity pilot in rheumatology 
Recruitment of Leisure Assistant to 
promote physical activity within the 
workplace environment for sedentary 
workers 
Recruitment of Wellbeing Coordinator 

following weight 
classes 
Increased numbers 
of sedentary workers 
undertake physical 
activity. 

 
 
 
 
Oct 2016 
Oct 2016 

Introducing Mental health schemes 
25%experience 
harassment or bullying 
from staff in comparison 
with 23% in 2014 
3% of management 
referrals due to work 
related stress 
16% of management 
referrals due to mental 
health 

 Recognition and Management of 
workplace stress policy reviewed 
launched and publicised 

· Organisation wide stress audit 
undertaken 

· Risk assessments completed by 
CSCs reported through H and S 
committee 

· Focus group established to 
evaluate the results and develop 
actions from it 

Reduced percentage 
of staff who have felt 
unwell as a result of 
stress in the last 
twelve months 

Sept 2016 
 
 
Dec 2016 
 
Dec 2016 
 
 
Mar 2017 

HSWS 

Staff satisfaction with level 
of responsibility and 
involvement in best 20% 
of Trusts at 4 improved 
from 3.91 in 2014 
25%experience 
harassment or bullying 
from staff in comparison 
with 23% in 2014 
3% of management 
referrals due to work 
related stress 
16% of management 
referrals due to mental 
health 

Improve the 
mental health 
of PHT staff by 
taking a more 
active role in 
promoting 
mental health 

Cultural actions identified above 
Physical activities to support mental 
wellbeing identified above 
Deliver mental health awareness 
/resilience training trust wide 
Stress management courses delivered 
at departments request 
Mental health awareness events 
undertaken – mental health leaflets and 
booklets shared with staff 
Recruit a mental health nurse to 
support staff referred for mental health 
reasons and help them to return/stay in 
work 
Develop the counselling service to 
undertake mediation with staff and 

To improve or 
maintain sickness 
absence rates. 
To improve/maintain 
staff retention and 
experience 
Be in the similar to 
other Trusts 
category or top 20% 
of Trusts for health 
and wellbeing 
Staff satisfaction 
with level of 
responsibility and 
involvement in best 
20% of Trusts. 

 
 
 
Ongoing/ 
March 2017 

 
 
 
HSWS/LandD/OD 
 
 
 
 
 
HSWS 



 

 

Area of concern Objective Action Measure of 
success / progress 

Timescale 
for progress 
/ completion 

Nominated Lead 

managers.  
Increase the number of counsellors 
within the Trust to reduce the time 
delay and increase the mental health 
support for staff and managers 

Remain in top 20% 
of Trusts who have 
suffered with work 
related stress in the 
last 12 months 
Number of staff 
attending 
counselling 
% of staff 
recommending 
counselling to others 
% staff who return to 
work more 
quickly/don’t take 
time off due to 
counselling 
Uptake of 
programmes and 
analysis of 
changes/learning 
identified – 
evaluation forms 

Improving support to staff with MSK (musculoskeletal) issues 
NSS - 23%of PHT staff 
had experienced MSK 
problems in the last 12 
months due to work 
activities in comparison 
with 25% nationally 
Absence rate 3.6% 
 

Improve 
access to 
Physiotherapy 
services 

Develop the current physio referral 
service to include direct self referral for 
all staff and fast track service identifying 
protected slots for urgent referrals 
Establish a system for tracking 
outcomes and reporting to HSWS 
Agree KPIs and review process for the 
service 
Establish specialist ward/dept visits to 
offer back care advice and support for 
staff 

Activity and KPIs 
identified to 
evidence fast 
tracking 
Absence rate 
maintained/reduced 
 
 
 
 
 

March 2017 
 
 
 
 
 
 
 
Sept 2016 
 
Nov 2016 

 



 

 

Area of concern Objective Action Measure of 
success / progress 

Timescale 
for progress 
/ completion 

Nominated Lead 

Establish back awareness sessions for 
sedentary workers/load handlers 
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         Enclosure Number: 12 

Subject: Charitable Funds Activity 

Prepared by: 
Sponsored by / Presented 
by: 

Sabeena Shetty, Accountancy Technician 

Peter Mellor, Director of Corporate Affairs  

Purpose of paper To update the Trust Board, in their capacity as Trustee, on recent 
charity activity. 

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

The report provides information on total funds, income, and 
expenditure for the period up to August 2016. 

 

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

To note and receive the report. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

To be reported monthly. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Not applicable. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Not applicable. 

 

 

 

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

Strategic Aim Not applicable 

BAF/Corporate Risk Register 
Reference (if applicable) 

Not applicable 

Risk Description Not applicable 

CQC Reference Not applicable 

 

Committees/Meetings at which paper has been approved: Date 

Charitable Funds Committee 8 September 2016 



PORTSMOUTH HOSPITALS NHS TRUST GENERAL CHARITABLE FUND 
REPORT TO TRUST BOARD –September 2016 
 
Issue for consideration: 
To update the Trust Board, in their capacity as Trustee, on recent charity activity. 
 
 
1. Total Funds 

Portsmouth Hospitals NHS Trust General Charitable Fund has a fund balance 
of £1,423,000 as at 31st August, 2016.  

  
2. Charitable Income 

During the month, the charity received donations, legacy and fundraising 
income of £47,000, including the following items of note:  

 
· The Rocky Appeal raised nearly £13,000 through private donations and 

Just Giving donations. 
· A donation of £4,400 was received for the Walter Duncan Paediatric 

Prosthetic fund. 
· The Ride to Rio fundraising event raised £7,000 for the Neurology 

Charitable fund.  
 
3. Charitable Expenditure 

During the month, expenditure of £30,000 was processed, including the 
following items of note: 
 
· Cancer Services fund spent £4,000 to purchase IPads to enhance patient 

experiences and also £6,000 on equipment for radiotherapy patients. 
 
 

4. The Rocky Appeal 
Net funds of £1,462,000 have been raised for the Robot appeal. The appeal 
has funded the first three years of the robot lease and associated equipment. 
There is currently £76,000 to support future lease costs. 

 
5. Investments 

The only investment held is with CCLA £113,000. 
  

Fundraising 
 

Fundraising September 2017 
 
Community and Events 

Staff Fleeces The charity launched the new release of staff fleeces available to all 
working within the Trust.  The fleeces retail at £15 and are available in sizes XS to 
XXXL.  Staff members can have their department added to the front of the fleece and 
on the back of all the fleeces is the charity logo.  From the sale of these fleeces the 
charity makes a profit of £5 which is being put into the General Amenity Fund.  The 
fleeces were officially launched on 15 September and on this day alone we sold 150.  
This is a great start, and believe this will successfully roll out across the Trust. 

Community Lottery  Portsmouth City Council have launch (on 19 September) a new 
community lottery which benefits local charities.  PHC has signed up as a lottery 
partner and we are now promoting the lottery.  For every person who signs up for the 
lottery through the charity, we receive 50% of the cost which goes to the benefit of 
the General Amenity Fund. 
 
Neuro Bike  As part of the Trust initiative, Ride to Rio, the Neuro Physiotherapy 
Team have raised an amazing £6,614 to purchase a Specialist Therapy Bike for the 
rehabilitation of patients.  
 



Ray from Gosport has used a specialist therapy bike as part of his recovery from a 
stroke. He says, “I had a stroke two months ago, which affected everything on my 
right hand side and my speech. Before using the bike, I couldn’t walk on my leg.  
Every time I tried, my leg collapsed due to having no strength in my knee.  Since 
using the bike, it has now strengthened my leg and I can walk with a stick. The bike 
has been a major part of my therapy and the staff have been fantastic.”  The bike is 
soon to be ordered. 
 

The following charity led events have been arranged: 

· ‘Make a Will Month’ throughout October 
· Charity Wedding Fair at Innlodge Hotel, Portsmouth 13th November 
· Fire Walk 17th November, working alongside the Elizabeth Foundation 
· Lights for Love Service at St Colman Church, Cosham 1st December 
· Choirs in Trust Atrium throughout December  
· Christmas Jumper Day 16th December 

 
 
Sabeena Shetty 
Accountancy Technician 



 
TRUST BOARD PUBLIC – OCTOBER 2016   Agenda Item Number: 152/16 
         Enclosure Number: (13) 
 

Subject: Audit Committee – Trust Board Update 
 

Prepared by: 
Sponsored & Presented by: 

Lee Williams, Head of Financial Accounting 
Mike Attenborough-Cox, Non-Executive Director and Chair of the 
Audit Committee 
 

Purpose of paper For information and awareness of items raised at the Audit 
Committee on 22nd September. 
 

Key points for Trust Board 
members 
 

- The Committee noted that organisational engagement is key 
to the success of the Patient Level Information Costing 
System (PLICS) project.  Engagement is needed to take it 
forward and imbed it in the organisation and to ensure it ties 
in with the organisational development agenda. 

- Internal and External audit highlighted that having had no 
BAF for over half the year will impact on their judgement 
when forming their opinions and the level of assurance they 
can take. 

- An internal audit report noted the lack of clinical 
engagement on an IT Board Meetings led onto a discussion 
around attendance at all committee meetings.  It was noted 
that there are regular non-attendance by members of 
various committees and suggested that membership may 
need to be reviewed to ensure they are still valid.  If 
members are required, they should attend or send a 
representative. 

 
Options and decisions 
required 

N/A 

Next steps / future actions: N/A 

Consideration of legal issues   N/A 
 

Consideration of Public and 
Patient Involvement  

N/A 
 

 

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

Strategic Aim N/A 

BAF/Corporate Risk Register 
Reference (if applicable) 

N/A 

Risk Description N/A 

CQC Reference N/A 

Committees/Meetings at which paper has been approved: Audit Committee September 2016 

 



Trust Board – Rolling Annual Work Plan 
 

 

Trust Board 
Date 

PUBLIC PRIVATE 
Item Item 

October 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Winter Plan 
§ Information Risk SIRO Annual Report 
§ Annual Staff Health and Well-being Report 
§ Flu Plan 
§ Risk Register 
§ CQC Enforcement Notice and Urgent Care  

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Key Strategic Issues 
§ Quarterly Legal Services Report 

November 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Assurance Framework 
§ Charitable Funds Update  
§ Audit Committee Report 
§ Safer Staffing Report Nursing & Midwifery 
§ Qtr 2 delivery against Business Plan 
§ Quarterly Complaints Report 
§ CQC Enforcement Notice and Urgent Care 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Key Strategic Issues 
§ Q2 forecast review 

December 

§ Staff Story  
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Quarterly Research & Innovation Report 
§ CQC Enforcement Notice and Urgent Care 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Key Strategic Issues 

February 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Assurance Framework 
§ Charitable Funds Update  
§ Equality & Diversity Annual Report 
§ Charitable Funds Accounts 
§ Audit Committee Forward Planner 
§ Qtr 2 delivery against Business Plan 
§ CQC Enforcement Notice and Urgent Care 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Contract Negotiations 
§ Example of Incident 
§ Outline Annual Business Plan 
§ Key Strategic Issues 
§ Q3 forecast review 
§ Quarterly Legal Services Report 

 

March 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Annual Plan and Contract Negotiations 
§ Research & Development Strategy 
§ Quarterly Complaints Report 
§ CQC Enforcement Notice and Urgent Care 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Key Strategic Issues 



April 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Assurance Framework 
§ National Staff Survey 
§ Final Annual Business Plan 
§ Quarterly Complaints Report 
§ Annual Plan and Contract Negotiations 
§ Audit Committee Report 
§ CQC Enforcement Notice and Urgent Care 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Draft Quality Account 
§ Key Strategic Issues 
§ Quarterly Legal Services Report 

May 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Audit Committee Report 
§ Safer Staffing Report Nursing & Midwifery 
§ CQC Enforcement Notice and Urgent Care 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Annual Governance Statement 
§ Annual Accounts 
§ Annual Report 
§ Key Strategic Issues 

June 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Assurance Framework 
§ Charitable Funds Update 
§ Final Quality Account 
§ Annual Paediatric Safeguarding Report  
§ Quarterly Research & Innovation Report 
§ CQC Enforcement Notice and Urgent Care 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Key Strategic Issues 

July 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Enforcement Notice and Urgent Care 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Key Strategic Issues 
§ Quarterly Legal Services Report 

September 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Assurance Framework 
§ Charitable Funds Update  
§ Audit Committee Report 
§ Annual Complaints Report 
§ DIPC Annual Report 
§ Revalidation 
§ Quarterly Research & Innovation Report 
§ Quarterly Complaints Report 
§ Qtr 1 delivery against Business Plan 
§ Annual Adult Safeguarding Report 
§ CQC Enforcement Notice and Urgent Care 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Key Strategic Issues 
§ Q1 forecast review 
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04-Feb-16
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05-M
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02-Jun-16

07-Jul-16

01-Sep-16

Directors

Ursula Ward ü ü ü ü ü X
Simon Holmes ü ü ü ü ü ü ü ü ü
Tim Powell ü ü ü ü ü ü ü ü ü
Peter Mellor ü ü ü ü ü ü ü X ü
Simon Jupp ü ü ü ü ü t ü ü ü
Cathy Stone ü ü ü ü ü ü ü ü ü
Ed Donald ü ü ü ü ü ü X ü ü
Chris Adcock ü ü ü ü ü ü ü ü ü
Rebecca Kopecek X ü ü
Rob Haigh X

Non-Executive Directors

Sir Ian Carruthers ü ü ü ü ü ü ü ü ü
Elizabeth Conway ü ü ü ü ü ü ü ü ü
Mark Nellthorp ü ü ü X ü X ü ü ü
Steve Erskine ü ü ü ü ü ü ü ü ü
Dr John Smith ü ü ü ü X ü ü X X
Michael Attenborough-Cox X ü X ü ü ü ü ü ü

ü

X

t

ATTENDANCE RECORD

Attended

Apologies given

Absent on Trust Business
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