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TRUST BOARD MEETING IN PUBLIC 

5 July 2018 
09:30 a.m. – 1:00 p.m. 

Lecture Theatre 
Queen Alexandra Hospital 

A G E N D A 

Item No. Time Item Enclosure  
Y/N & Number 

Presented 
by 

116/18 09.30 Welcome, Apologies and Declaration of Interests 
(to ascertain whether any Board Member has any 
conflict of interest with any items on the Agenda) 

Chair 

117/18 09.30 Minutes of the last meeting – 7 June 2018 1 Chair 

118/18 09.35 Matters Arising/Summary of Agreed Actions 2 Chair 

119/18 09.40 Notification of Any Other Business N Chair 

120/18 09.40 Chairman’s Opening Remarks and Reflections on 
the NHS at 70 N Chair 

121/18 09.50 Chief Executive’s Report 3 CEO 

STRATEGY 

122/18 10:00 Trust Strategy 4 DSP 

123/18 10:10 Operating Plan 2018/19 5 DSP 

125/18 10:20 Winter Plan – Review 17/18 and Preparation 18/19 6 DSP 

126/18 10:35 Risk Management Strategy 7 DGR 

127/18 10:40 Corporate Objectives Performance Report 
Analysis N** COO 

QUALITY & SAFETY 

128/18 10:50 Safety, Quality and Operational Performance 
Report Analysis 

N ** MD/CN/ 
COO 

129/18 11:00 Quality Improvement Plan update 8 CN 

130/18 11:10 Safer Staffing - Nursing and Midwifery Report 9 CN 

131/18 11:20 Quality & Performance Committee feedback 10 Committee 
Chairman 
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FINANCE AND INFRASTRUCTURE  
 
 

  

132/18 11:30 
 
Financial Performance Report Analysis 
 

N ** CFO 

133/18 11:45 
 
Capital Programme Update 
  

11 CFO 

134/18 11:55 Finance and Investment Committee feedback 12 Committee 
Chairman 

WORKFORCE AND ORGANISATIONAL DEVELOPMENT   

135/18 12:05 Workforce and Organisational Development 
Performance Report Analysis N ** DWOD 

136/18 12:15 Workforce and Organisational Development 
Committee Feedback 

13 
to follow 

Committee 
Chairman 

 
FOR NOTING / INFORMATION 

  

137/18 12:25 Council of Governors N Chair 

138/18 
 

12:35 
 

Non-Executive Directors’ Reports N Chair 

139/18  Record of Attendance 
 

14 Chair 

140/18  Board Work plan 18/19 15 Chair 

141/18 12:45 Opportunity for the Public to ask questions 
relating to today’s Board meeting N Chair 

142/18  Any Other Business N Chair 

 
143/18 

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

 
N 

 
All 

 
144/18 

 

 
12:55 

 
Next Month’s Trust Board and Trust Board 
Workshop Agenda 
 
Date of Next Meeting:  Thursday 2 August 2018, 
Front Hall, Cosham Baptist Church, 48 Havant 
Road, Cosham, Portsmouth, PO6 2QZ 

 
N 

 
Chair 

 
145/18 

 

  
Resolution to Exclude the Press and Public 
To consider a resolution to exclude the press and public from the remainder of the 
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meeting because publicity would be prejudicial to the public interest by reason of the 
confidential nature of the business to be transacted. 

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

Held on Thursday 7 June2018 

Lecture Theatre, Education Centre 
Queen Alexandra Hospital 

MINUTES 

Present: Melloney Poole Chair  
David Parfitt  Non-Executive Director 
Christine Slaymaker Non-Executive Director 
Gary Hay Non-Executive Director 
Inga Kennedy  Non-Executive Director 
Mark Cubbon  Chief Executive Officer (CEO) 
Chris Adcock  Chief Finance Officer (CFO) 
John Knighton  Medical Director (MD)  
Theresa Murphy Chief Nurse (CN) 
Mark Power  Interim Director of Workforce and    

 Organisational Development (DWOD) 
Emma McKinney Director of Communications and Engagement 

(DCE) 
Lois Howell Director of Governance and Risk (DGR) 
Penny Emerit Director of Strategy and Performance (DSP) 

In Attendance: Sonia Clarke Committee Clerk (CC) 

Observing:  Alison Tong, NHS Improvement (NHSI) 
Alice Mortlock, Research and Development Manager (R&DM) for item 91/18 
Abbie Aplin, Interim Director of Midwifery and Maternity (DoMM)for item 
98.18 
Jenny Michael, Freedom to Speak Up Guardian (FTSUG) for item 99.18 
4 members of the public 

Item No Minute 

083/18 Welcome, Apologies and Declarations of Interest 

The Chair warmly welcomed everyone to the meeting and noted the apologies of Paul 
Bytheway, Chief Operating Officer, and Jon Watson, Non-Executive Director. 

The Chair and Inga Kennedy, Non-Executive Director, declared an interest in Item 93/18 as 
Head of the Armed Forces Covenant and Head of the Royal Naval Medical Service 
respectively. 

084/18 Patient Story 

Alex Lister, General Manager for Medicine and Josie Murphy, Matron for Medicine, 
presented a patient story, “Through the Eyes of the Family”.  An 84 year old gentlemen had 
arrived at PHT for treatment for flu like symptoms.  His family had praised the general care 
their father had received, for example that he had been seen by the right clinicians, at the 
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right time, in the right place, but had highlighted areas where the hospital team had not met 
their expectations.  There were inconsistencies in delivery of basic care which included 
medication, continence and the management of the patient’s nutrition.  The family felt there 
was no one person who had an overview of the patient’s needs and that  there was also a 
lack of effective communication.    The family had wanted to bring their concerns to the 
Trust’s attention without making a formal complaint, and this had empowered the team on 
the ward to discuss ways for improvement with the patient and his family.   The patient 
featured in the story  had in fact been readmitted in May, and the family had described their 
subsequent experience as excellent, and wanted to share their experience to improve care 
for patients and increase learning for staff.  Changes to practice arising from the feedback 
received from this patient and his family were highlighted and included liaison with ward 
teams and catering teams, and the introduction of Senior Nurse patient and family reviews.    
It was noted that Senior Nurse presence at Ward Board Rounds had already increased. 
 
The Chair and the members of the Executive team thanked the team for their presentation 
and for highlighting what was being put in place to ensure patients receive good care.  They 
also thanked Alex Lister and Josie Murphy for their honesty in presenting the patient’s story.  
This had been an uncomfortable presentation but one that was pleasing to note had a good 
outcome.  

  
085/18 Minutes of the Previous Meeting – 3 May 2018 

 
The minutes of the meeting of 3 May were approved as a true and accurate record subject to 
the following amendments: 
 
Page 4 – 2018/19 Operational Plan - amend to read This plan was submitted to the Finance 
and Investment Committee. 
Page 4 – 2018/19 Operational Plan – amend NHS England to NHS Improvement. 

  
086/18 Matters Arising/Summary of Agreed Actions 

 
The Board reviewed the action log from previous meetings and noted updates as follows: 
 
41/18 – The Medical Director (MD) advised the Board that the Trust had received approval 
for its  bid for funding  the Mental Health Assessment Unit (MHAU).   
41/18 – Workshop session on s36 of the Mental Health Act had been arranged to take place 
at the Trust Board Workshop session on 28th June, but unfortunately this could now not 
proceed on that date and a new date was being determined. 
 
It was noted that not all actions mentioned in the minutes had appeared in the Action Log.  It 
was agreed that a revised Action Log would be produced and forwarded to members. 

ACTION: Committee Clerk 
 

  
087/18 Notification of Any Other Business 

 
There were no items of other business.  

  
088/18 Chair’s Opening Remarks 

 
The Chair welcomed the news of the successful mental health assessment unit bid, as this 
had been an area of concern.  The new unit would set the standards in terms of the Trust’s 
ambitions to treat its patients more appropriately.  The Chair also welcomed the move to 
seek accreditation as a Veteran’s Covenant Alliance Hospital reminding Board members that 
Hampshire and Portsmouth are together a hotspot of significant military connections, and 
contain a large population of veterans and their families.  The Chair further noted that despite 
it being a summer month the hospital had lately been very busy, in part due to the half term 
school holiday. 
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089/18 Chief Executive’s Report 
 
The Chief Executive presented his formal report and highlighted the recent comprehensive 
inspection by the CQC.  He advised that he had received positive feedback about staff 
engagement with the inspection team, and indicated that the draft inspection report was 
expected towards the end of June. The Trust would be visited by Professor Ted Baker, the 
CQC’s Chief Inspector of Hospitals, during July.  
 
The CEO confirmed that the new organisational structure will go live on 2 July and that all 
staff members affected had now been advised of their position in the new arrangement.  He 
reminded Board members that there was a paper on the structure, the governance 
arrangements and the accountability framework later on the agenda. 
 
The CEO advised there had been no incidents of Methicillin-resistant Staphylococcus Aureus 
(MRSA) during April. There had been, however, two cases of Clostridium Difficile (C Diff) 
reported against a target of no more than four for the month, and there were six cases of E 
Coli bloodstream infection, which was a similar number to that reported in March.  There was 
no evidence to suggest that these were related to any deficiency in cleaning, but the Trust 
remains vigilant in this area. 
 
The CEO was pleased to advise that the Trust had celebrated International Nurses’ Day on 
11 May.  The event had been very successful, with an excellent attendance by staff from all 
disciplines and groups.  The Trust had welcomed Kenny Tutt, a recent Masterchef winner to 
judge a “bake off” style cake competition.  Later that same evening the Trust had held a 
“Nurse of the Year” awards ceremony.  This had been arranged and sponsored by a former 
patient of the hospital, Mr Paul Thomas.  Mr Thomas had been so impressed by his care at 
the Trust that he had wanted to find a way of saying thank you and celebrating the work that 
the nursing staff undertook.  The Trust was very grateful for Mr Thomas’ generosity and once 
again congratulated all award winners and nominees. 
 
The CEO reported that the Rocky Appeal had reached and exceeded its £2.4m fundraising 
target.  The future of the robotic surgery at the hospital was now secure and allowed the 
Trust to continue with key robotic surgery pathways.  The robot is now used across multiple 
specialities and this would not be possible without the generosity of the local community, for 
which the CEO wished to record the Trust’s huge debt of gratitude.   
 
The CEO reported that the Trust had been chosen to take part in the NHS Employers 
2018/19 Diversity and Inclusion Partners Programme.  This programme would support 
participating trusts to embed equality and diversity into their organisations, and is based on 
four developmental modules including standards, capacity, delivery and evaluation.  NHS 
Employers would provide support to partners to enable progression and development in a 12 
month period.   
 
The CEO advised that the Trust has partnered with local Portsmouth schools to celebrate the 
70th birthday of the NHS.  A competition to produce posters, video and music has been 
opened to infant, junior and secondary schools.  Shortlisting of the entries, of which over 200 
had been received, took place during May, assisted by Stephen Morgan, MP for Portsmouth 
South.  The winners have been selected and will be invited to an event taking place on 15 
June. The CEO thanked Emma McKinney, Director of Communication and Engagement, for 
organising the competition. 
 
The CEO advised that the Learning and Development Team had received confirmation that 
the Trust’s Skills for Health Quality Mark application renewal had been approved, with the 
endorsement extended to 2019.  This is a nationally recognised award for provision of 
outstanding face to face training delivery and education within the health sector.  The Chief 
Executive wished to record his thanks to the team for their hard work and this achievement. 
 
The CEO highlighted his top three concerns as the move to the new divisional structure, 
governance systems and processes, and performance.  He further reported that his top three 
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clinical risks were the nursing vacancy rate, which the Trust continues to tackle through an 
active recruitment campaign, medicines management practice, which is being addressed by 
an action plan associated with the recently concluded external review (to be monitored by the  
Quality and Performance Committee), and the management of Sepsis.  The recruitment of a 
Sepsis Nurse is underway, and in the interim the Time to Act programme continues to be 
rolled out. 
 
The CEO reported that he had hosted a visit to the Trust from Ms Pauline Phillips, National 
Director for Urgent Care.  He had had the opportunity to talk through some of the challenges 
and improvements within the Trust.  Ms Phillips then visited the Emergency Department, 
meeting staff and walking through the pathway.   
 
The Chair sought confirmation on the Board Assurance Framework (BAF) risk relating to 
unrecorded number of patients on waiting lists.  The Director of Governance & Risk reported 
that this is currently under review by the Chief Operating Officer and an updated paper would 
be taken to the Quality and Performance Committee on the 25th June. 
 
Gary Hay asked for elaboration around the risks of the new structure, the CEO advised that 
there was the potential for disruption arising from individuals’ satisfaction or otherwise with 
the posts they have been offered and there remained a small number of vacancies in the 
new structure.  The CEO confirmed that the service level would not be affected.     
 
Christine Slaymaker commented that she was disappointed to note that finance did not 
appear in the CEO’s top three concerns.  Taking the new structure, the new financial year 
and processes into consideration, it felt necessary to retain a focus on finances, and that 
delivery of financial objectives remained a high risk until the Trust saw savings coming 
through the management accounts. The CEO confirmed that work was still being undertaken 
on the CIPs and Finance remained a priority. 
 
The Board noted the contents of the CEO’s report. 

  
090/18 Corporate Objectives Performance Analysis 

 
The Director of Strategy and Performance presented the report. She highlighted the 
Performance Review meetings the executive team had held with the CSC Management 
Teams during April, in which areas of quality, performance, organisational health and 
strategic health were discussed.  The discussions included key risks and non-compliance.  
Areas of particular note were an increase in medication incidents from 199 in March to 239 in 
April, and ongoing issues in achieving the dementia screening standard - (73.6% achieved 
against the target of 90%).  A notes audit was currently underway to establish whether the 
low levels of dementia screening reported were as a result of poor recording or poor clinical 
practice. There were improvements in conduct of Venous Thrombo Embolism risk 
assessments, with performance achieving 95.8% against the 95% target.  The Urgent Care 
Pathway had improved, meaning that performance against the four hour target had reached  
88.8% against the 95% target.  The Trust is forecasting a continued delivery of the 62 day 
cancer standard, with performance of 85.5%.  Failure of the diagnostic standard was 
reported, with performance currently at 97.77% against the target of 99%.   The Chair asked 
if the outcomes could highlight the problems at the top of the document.  Mr Parfitt asked if 
future reports could contain a number of months’ worth of data, where possible, to view 
longer term trends. 
 
The Board noted the updates on achievement of the corporate objectives provided in the 
discussion and in the Integrated Performance Report.  
    

ACTION: DSP 
  
091/18 Research and Innovation Quarterly Report 

 
Alice Mortlock, Research and Development Manager (RDM), presented the report on behalf 
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of Professor Anoop Chauhan, who was unable to attend.  The current recruitment into 
research trials for the Trust was 5,904 patients into clinical trials and research studies and 
this represented an increase for the fifth consecutive year.  The Trust is currently ranked fifth 
nationally, and once this is adjusted for complexity weighting, the Trust moves into third 
position.  The Trust is ranked first nationally in three specialities:  respiratory, 
gastroenterology and dermatology.  A further five specialities are in the top three: surgery, 
critical care, ophthalmology, health services research and children’s research.  The Trust is 
also ranked in the top ten nationally for recruitment in ten other specialities. Over a quarter of 
all recruitment in the past year was into studies that had been initiated by PHT researchers 
and managed in house.  The Research and Development Team at the Trust aims to continue 
to develop its own in house studies for benefit to the local community.  As a result, the 
Portsmouth Technologies Trials Unit (PTTU) is being launched on the 7th June.  This is 
collaboration between the Trust  and the University of Portsmouth.  The Vice Chancellor of 
the University and members of the Trust’s Senior Executive Team are supporting the event.   
PTTU, having recently secured grant funding from the National Institute for Health Research 
(NIHR) Efficacy and Mechanism Evaluation Progamme (EME) and the Health Services and 
Delivery Research Programme (HS&DR), will provide the skilled staff and infrastructure 
necessary to develop and deliver clinical research for the benefit of local patients.  The unit 
will support many types of healthcare research but will specialise in studies in new 
healthcare technologies.  Feedback from patients involved in Trust research studies was 
positive, and one case study described a patient participant, who was so delighted with his 
experience that he joined the Patient Ambassadors’ Group and now takes part in some of the 
engagement work. The annual Research & Innovation conference this year is a joint event 
being held in collaboration with the University of Portsmouth on 13th June 2018. 
 
The CEO, MD and DSP emphasised that this was great news for the Trust and was the 
result of the level of work being undertaken.   The CEO asked how long the Research & 
Development Team thought it would take get to achieve the top spot.  The RDM stated that 
the key to this was the development of the Trust’s home grown studies, taking into account 
complexity levels.  Year on year, more consultants were engaging and bringing their own 
research studies to the team, and  it should be noted that this is undertaken in their own time 
in the majority of cases, although the PTTU will provide them with the support to do that.  
The CEO congratulated the entire team and colleagues involved in Innovation and Research, 
and thanked The RDM for the presentation to the Board. 
 
The Board noted the quarterly update on research and innovation activity on the Trust.  

  
092/18 Corporate Structure, Accountability and Governance 

 
The DSP presented the report in the absence of the Chief Operating Officer.  Formal 
consultations had been undertaken as part of the Management of Change Policy to deliver a 
new clinical structure.  Following the consultation a new divisional structure will commence 
with effect from 2nd July 2018, comprising four divisions, supported by a corporate-level 
Operations Team and led by a Delivery Director.  The new structure provided for clearer lines 
of accountability from the Board to Wards.  The four divisions are Medicine and Urgent Care 
Division, Surgical and Outpatients’ Division, Networked Services Division and Clinical 
Delivery Division.  Metrics for the measurement of operational standards and quality 
standards would be aligned with the four divisions, ensuring that there is appropriate focus 
on standards across the whole Trust.   
 
The DSP advised the Board that the tier two posts had been advertised externally, and that 
10 of the 12 roles have been filled, two by external candidates.  The remaining two vacancies 
will be covered on an interim basis by Trust staff acting up while the posts are re-advertised.  
All of the individuals appointed are being supported by Personal Development Plans and will 
also have access to a leadership programme.  
 
 A revised Performance and Accountability Framework was being developed to support 
improved oversight and performance. This includes outlining a set of governance standards 
required from each Division. This would include a Divisional equivalent of a board, supported 
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by a Clinical Governance Committee with standard terms of reference and standard 
agendas.  The Performance and Accountability Framework will be presented to the Quality 
and Performance Committee in July, and the revised Integrated Performance Report will be 
included on the September Trust Board agenda, both having been aligned to the new 
divisional structure.  The Board was asked to approve an initial  review of the new divisional 
structure at six months and a formal review at 12 months.  The Board noted the progress and 
agreed to review at a Trust Board workshop in six months.  
 
Inga Kennedy commented that in times of organisational change such as those prevalent in 
the Trust, there are usually stress points.  She asked for confirmation of the arrangements in 
place to support affected staff.   The CEO replied that there was a lot of support available for 
the teams involved, including the Trust’s Aquilis Counselling Service and a range of Human 
Resources support. The specific groups in Tiers 3 and 4 had been advised of the outcome 
the day before the Board meeting and there had been some feedback which was being 
addressed.   The Chief Nurse advised there was a lot of development available for the new 
teams, and that some difficult decisions had been taken, of which the Executive Team was 
mindful..  The Director of Workforce and Organisational Development noted that staff had 
engaged well with the process.   The Chair thanked the team and in particular for acting with 
compassion and care during the process. 
 
The Board accepted the report on the revised corporate structure and associated 
accountability and governance arrangements. 

  
093/18 Veterans’ Covenant Hospital Alliance 

 
The DGR presented the report.  The Armed Forces Covenant encouraged organisations to 
commit to supporting serving and former members of the Armed Forces.  The Veterans’ 
Covenant Hospital Alliance (VCHA) is a group of health organisations who have volunteered 
to develop, share and drive implementation of best practice that will improve UK Armed 
Forces veterans’ care in line with commitments set out in the Armed Forces Covenant.  It is 
proposed that the Trust should pursue accreditation by the Alliance.  The DGR advised that 
since the report had been drafted there had been various items of additional information 
obtained, including news about a the new service to be supplied by the  Medical Defence 
Welfare Service,  which will be commencing a three year placement within the Trust to focus 
on supporting discharge plans for patients who qualify as veterans.   The DGR advised that 
one particular challenge was identification of veterans on Trust wide patient and staff 
information systems. GP surgeries have been incentivised to record veteran information and 
the Trust is giving some thought as to how this can be utilised.   It was noted that the interim 
Director of Workforce and Organisational Development had agreed to act of a Veterans’ 
Champion for Trust staff.    The DCE advised that it was part of the Trust plan to promote the 
Accreditation, if awarded, on Armed Forces Day on 30 June.   
 
The Board, being assured that the Trust had the sufficient resources to successfully 
implement the proposal agreed to pursue accreditation and authorised the DGR to gather 
and submit the evidence in support of the application and authorised the CEO to sign the 
Armed Forces Covenant on behalf of the Trust. 

  
094/18 Safety, Quality and Operational Performance Report Analysis 

 
The MD presented the report which described the work currently in hand with Emergency 
Department teams in relation to the Mental Health Liaison service, which had seen the 
beginnings of improved performance metrics, with patients being seen and treated within one 
hour.  The Mental Health and Mental Capacity Board had held a positive, well attended 
meeting the week before the Bard meeting.  The Medical Director advised that the planned 
Mental Health Assessment Unit, once operational, would be only the third in the country and 
the first in an acute hospital. He advised that it was intended to share the report that had 
been taken to the Mental Health and Capacity Board.   
 
The MD went on to discuss Pressure Ulcers (PU).  Two avoidable grade 3 Pressure Ulcers 
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had been reported in April, both of which were now under investigation.  The Trust had 
hosted an NHS Improvement team in relation to the “Time To Act” campaign and this had 
been well received.  The Medical Director advised that Falls Collaborative initiatives continue 
to operate on various wards with F4 and E8 now having joined.  This programme included 
simulation training, intensive training in falls assessments, and care planning, including falls 
prevention strategies. Twenty Falls Champions had attended the Falls Champions’ Study 
Day.  Inga Kennedy suggested that it would be useful for someone to attend Trust Board to 
tell the story of what is occurring in their area to prevent falls. 
 
Medication incidents were noted to have increased, which highlighted a greater awareness of 
medicines management. Venous Thromboembolism screening rates had reached 95.75% 
against the target of 95% per month.   
 
Incident reporting was discussed, particularly focusing on the most recent Never Event,  an 
incident of wrong site surgery.  The incident had not resulted in harm, however it highlighted 
the processes which permitted the mistake to occur.  A Never Event workshop had been held 
and was very successful, and a repeat workshop is being scheduled. The Medical Director 
advised that the use of a programme of in-situ simulation was being increased and had 
received very positive feedback. He also advised that in addition to the NHS Improvement 
work, the theatre team had arranged for an external assessor to look at theatre practices and 
processes.   
 
Performance with regard to sepsis screening still required work but the Trust was moving in 
the right direction with a combination of the “Time To Act” campaign and the planned 
recruitment of a Sepsis Specialist Nurse.  The Hospital Standardised Mortality Rate 
continued to decline, although the Chair noted that it was still statistically higher than 
expected, and asked when would that change.  The MD indicated that he expected the rate 
to remain relatively high until around September, as a result of the rate 12 months ago..    
 
Dementia Screening provided some remaining challenges with 401 patients being assessed 
from a total of 545 eligible patients. The case notes of the 144 patients not assessed were 
currently under review to establish whether the screening had taken place but gone 
unrecorded, or had actually been omitted.  A full report would be available in July.  The MD 
reported that there had been sustained improvement on reducing patient moves and outliers, 
which was having a quality impact and had resulted in better experience for patients.   
 
Gary Hay requested that in relation to Never Events a report outlining the associated learning 
should be brought to the Board.  The Chief Executive advised that this would be brought to 
Board in August to allow for reflection of the CQC’s comments in its expected national report 
on its thematic review of Never Events, in which the Trust had participated.    

ACTION: MD 
Inga Kennedy noted that there was learning from other trusts to be used locally and the 
Medical Director advised that this was taking place.  Christine Slaymaker noted that there 
appeared to be a theme around data collection in some of the Integrated Performance 
Report items and questioned whether there should be an internal audit exercise on some of 
the data collection to ensure that there was effective management and governance of the 
process. The CN responded to the queries regarding Medicines Management and outlined 
the work underway to improve safe storage, reduce omissions and incidents, and monitor 
harm.  Inga Kennedy advised that St Richard’s Hospital in Chichester had now implemented 
an electronic medicines management system.  The MD stated that the Trust does have a 
number of areas in which electronic prescribing is in place, where errors are much lower in 
number. 
 
A discussion was held regarding the graphics within the IPR report as some of the arrows 
and colours used through the report were causing confusion. The Chair thanked the teams 
for their work and for driving this forward.  The DSP agreed to review the use of graphics in 
the report. 

ACTION: DSP 
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The DSP updated the Board on operational performance, outlining that the improved 
performance against the four-hour access standard, now at 84.6.% taking only the Trust’s 
figures into account, and 88.8% when combined with performance at the Minor Injuries Unit 
at  St Mary’s Hospital.  There had been no 12 hour breaches and the combined performance 
exceeded the 85% improvement trajectory.  There had been robust planning for Easter which 
enabled performance to be maintained during the holiday period.  This was aided by the 
“Easter Sprint” which had been supported by NHS Improvement, focusing on four key areas: 
internal processes, operational processes, admission avoidance and workforce.   The referral 
to treatment performance was at 85.9% against the agreed trajectory of 85.7%.    There had 
been one breach of the 52 week standard and the patient involved had now been treated.   
 
David Parfitt asked about delayed transfers of care and how this linked with medically fit for 
discharge numbers.  The Chief Executive advised that many delays arise from the length of 
time it takes for assessments of post-hospital stay care needs to be undertaken.  He noted 
that not all of such assessments need to take place while the patient involved remains in an 
acute care bed.    
 
The Board noted the updates on quality, safety and performance provided in the discussion 
and in the Integrated Performance Report.  

   
095/18 Quality Improvement Plan update (QIP) 

 
The CN presented her report, updating on good progress in a number of areas and advising 
that two actions had been closed. The CN advised that she was following up on the areas 
that had not responded or provided updates. The Trust had failed to meet milestones in 
dementia, mandatory training, safe storage of records, sepsis safety sprints, workforce, 
medicines management and complaints.  There was work being undertaken to review the 
associated actions and ensure their implementation is in hand, and this would be overseen 
by the Monthly Quality Improvement Advisory Group.  The Quality Improvement Plan would 
be revised once the benefit of the CQC Report on its latest round of inspection was available.  
The positive progress identified in the report included the establishment of a Dementia Lead 
Nurse post, and the introduction of mandatory PREVENT training, available on e-learning.  It 
was noted that improving the safe storage of records is an evolving piece of work which will 
be reported on as progress continues.  The Chief Nurse outlined that within the workforce 
work stream it was necessary to have a detailed line of sight of all the areas of workforce 
where gaps existed.  Data reporting within the Quality Improvement Plan was from April and 
the Chief Nurse advised the board that good progress had been made.  
 
Christine Slaymaker asked when the current action plan would evolve into an improvement 
plan, and how new items get fed into the Quality Improvement Plan.  The CN stated that 
once actions intended to address previous CQC concerns have been implemented, and 
evidence shows that the CQC’s concerns have been addressed, further improvement activity 
would be identified in a range of ways, including peer reviews, qualitative reviews and 
external assessments.  The DGR advised how items were added to the Quality Improvement 
Plan.  The QIP Advisory Group, which has the key leads on all of the work streams amongst 
its membership, reviews all of the evidence that comes in each month in support of the 
closure of any action or the achievement of any milestones. She advised that group also 
reviews thematic evidence to assess whether the original problem has been resolved, rather 
than relying on the completion of actions.  The Director of Governance & Risk assured the 
Board that the breadth of her portfolio saw her attend a range of relevant meetings and gave 
her oversight of the various issues that may arise to be included.  
 
The Board accepted the CN’s update on the Quality Improvement Plan. 

  
096/18 Quality Account 

 
The CN presented the Draft Quality Accounts, advising that much of the content was 
nationally prescribed and over which the Trust had little control. The content is broadly split 
into national and local priorities. The Statement of Directors’ Responsibility required 

Page 11 of 150



signature by the Chairman and the CEO, and this would occur following ratification by the 
Board. The CN advised that last year the Trust’s Auditors had given a rating of limited 
assurance only, and this year work was required to ensure that the Auditors could give a 
finding of substantial assurance.  A stakeholder event would be held in August to sense-
check what the Trust believed it had achieved, and what else needed to happen to deliver 
the Quality Account objectives.   
 
Healthwatch had provided comments and these had been included; any further comments 
received from stakeholders, including the Clinical Commissioning Groups would be included 
upon receipt and prior to the publishing of the accounts.  The account would be published on 
30th June 2018.   
 
David Parfitt asked whether the Trust’s external auditors are involved in the process of 
producing the Quality Accounts.  The CN indicated that the Trust did not have the full 
auditor’s report, but given a limited assurance opinion reflecting the nature of the work 
undertaken. 
 
The Chair thanked the team for the work involved, noting the limitations of the accounts and 
advised that following any responses received, the quality accounts would be signed.   

  
097/18 Safeguarding Report 

 
The CN presented the Safeguarding Annual Report and highlighted the key areas for the 
Board.  She drew attention to the fact that a very competent Head of Safeguarding had been 
appointed in the last year, but that training, particularly at Level 3 remained an issue in some 
areas. The Trust’s policies and procedures are in line with the Children Act 1989 and the 
Trust had a good system in place for capturing allegations of abuse.  The CN highlighted the 
progress made on increasing the uptake of PREVENT training including by Board members.    
The CN further highlighted two areas of legislation relating to adult safeguarding.  The 
Deprivation of Liberty Safeguards regime (DOLs) requires the implementation of a robust 
reporting mechanism for recording the identity of detained patients and their relevant local 
authorities.    The second area of further focus relates to patients in the hospital detained 
under the Mental Health Act 1983, and the need to ensure the availability of a live, dynamic 
list of their location. . 
 
The Chair advised that the Board had received safeguarding training and Gary Hay had 
volunteered to be the Non- Executive Lead on safeguarding issues.  Mr Parfitt asked whether 
there is adequate resource available in the Trust to support compliance with the increased 
range of statutory obligations. Gary Hay also asked about the timeline for completion of the 
further work mentioned in the report.    The CEO and CN responded by indicating that the 
work was anticipated to be complete by the end of July, and that  it had been recognised that 
this was an important area of work and that additional resources had already been made 
available. 
 
The Board accepted the Annual Safeguarding report for 2017/18. 

  
098/18 Clinical Negligence Scheme for Trusts (CNST) Incentives 

 
Abbie Aplin, Interim Director of Midwifery and Maternity presented the report to the Board, 
outlining the work completed to produce evidence to qualify for the Maternity Safety Strategy 
incentives provided by the Clinical Negligence Scheme for Trusts (CNST).   The Board’s 
verification of the self-assessment evidence was required to be signed off by Trust Board 
and returned to NHS Resolution (which administers the CNST) by 29th June.  The Trust had 
achieved 9 of the 10 criteria and had significant levels of evidence to demonstrate this 
position.     
 
The Trust Board agreed to sign the self-assessment in support of criteria 1-10 with the 
exception of criteria 8, with which the department was not compliant.  It was agreed that the 
CEO had delegated authority to sign the self-assessment.   
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Christine Slaymaker asked that future cover sheets for Board reports should outline the 
associated assurance and governance processes.  The DGR, reported that once the new 
strategic objectives and structure were in place, the report cover sheets would be reviewed. 

ACTION: DGR/Committee Clerk 
  
099/18 Freedom to Speak Up (FTSU) Guardian’s Quarterly Report 

 
Jenny Michael, the FTSU Guardian, presented her first report since her appointment as the 
guardian early in 2018.  The response to the new post had been very positive, as 
demonstrated by a significant increase in the number of concerns raised in comparison with 
the previous year.  At the date of the drafting of the report, 28 concerns had been raised, and 
the patterns and themes contained therein had been around behaviour at work.  A small 
number of further concerns had been raised since the report was drafted, and there has 
been good progress made in dealing with all of the concerns.  The Guardian advised the 
Board that she felt well-supported by the CEO and Executive Lead for FTSU, the DGR, and 
that she had faced no barriers to her work from any other parts of the Trust.   There were 
currently 17 Freedom to Speak up Advocates in place, and work was underway to encourage 
a consultant to join the Advocates’ group.  The FTSU Guardian advised that there was an 
NHSI toolkit for self –assessment by Trust Boards.  It was noted that this was a substantial 
document, and it was agreed to add this to a future Board Workshop agenda.    David Parfitt 
asked if it was necessary for the Board to have conducted the self-assessment by July this 
year.  The FTSU Guardian agreed to check on this and advise the Board accordingly. The 
CEO thanked the Guardian, Jenny Michael for her report and stated that he would align the 
key themes arising from the concerns raised with the FTSU Guardian in his next update. 
 
The Board accepted the FTSU Guardian’s report. 

ACTION: Committee Clerk/FTSUG/DGR 
  
100/18 Corporate Risk Register 

 
The DGR presented her report advising that there had been further work on operational risk 
registers across the Trust since the last presentation to the Board.  All items on the 
previously approved risk register had been updated.  Four items from the register as 
approved in February were now proposed for removal and five new risks were proposed for 
inclusion on the Corporate risk register.  One score was proposed for increase and one for 
reduction.  The format and content of the Risk Register remains a work in progress and 
changes to both are anticipated for the next quarterly report to the Board.  Board members 
noted that the Risk Register was complemented by the Board Assurance Framework.  
 
The Board was asked, and subsequently agreed, to note the updates provided and to adopt 
the draft as the Corporate Risk Register. 

  
101/18 Quality and Performance Committee Feedback 

 
In the absence of the Committee Chairman, the DGR presented the feedback to the Board, 
and outlined the areas of discussion at the meeting as dementia screening, improvements in 
the urgent care pathway, achievement of all eight cancer standards, the Medical Safety 
Steering Group now reporting into the Quality & Performance committee and a request for  
further assurance requested on the Maternity Safety Strategy (provided to the Board at item 
098/18 above).  The Quality Review had also been discussed, with particular reference to its 
links to the Quality Improvement Plan.  The Committee had also discussed the importance of 
updating of risk registers in a timely manner.  It had been agreed by the Committee  that the 
timings of its meetings had been moved from the beginning of each month to the end, to 
assist with the correct timeliness of reporting through the Committee to Trust Board. 
 
The Board accepted the Committee’s feedback report. 

  
102/18 Workforce and Organisational Development Performance Report Analysis 
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The Interim DWOD provided an update, and advised that he felt the format of the Integrated 
Performance Report (IPR) did not necessarily reflect the issues the Trust has around 
workforce, in particular the numbers of staff.  He noted that the Trust had grown by 
approximately 260 whole time equivalent (WTE) staff. The Trust continues to exceed 
budgeted establishment and the use of bank and agency staff was increasing. A discussion 
on the subject had been held at Recovery Board, and work was currently underway to revisit 
the establishment levels. This would be undertaken in conjunction with the new divisions. 
The IDWOD asked that the next iteration of the Integrated Performance Report should show 
where the Trust was against plan.  He further advised that appraisal completion was at 
approximately 79%, and consequently below target (85%).  There is ongoing discussion 
about further refinements to the process to assist in achieving this.  Essential Skills training 
completion is currently above the Trust’s own internal target, but remains a focus.  Turnover 
was static despite being successful with recruitment, and stability was high.  The sickness 
absence level was at 3.8% compared with a target of 3%.  3.8% is below the national 
average, but the Trust should continue to pursue its own target level. 
 
The Board noted the updates on workforce and organisational development performance 
provided in the discussion and in the Integrated Performance Report.  

ACTION: DWOD  
  
103/18 Learning and Development Department Annual Report 2017/18 

 
The Interim DWOD presented his report and highlighted the fact that the Learning and 
Development Department (LDD) supports the education, training and development of the 
Trust’s multi-disciplinary workforce.  Annual funding for this is received from Health 
Education England (HEE) and the application of the funding is governed by the Learning and 
Development agreement between HEE Wessex and the Trust.   The provision and quality of 
training and development is scrutinised heavily and reported by a number of national bodies 
including the Deanery.  The Trust works with the Deanery on any issues identified. .  The 
assessment and satisfaction ratings of the Trust’s learning provision, and the associated 
quality ratings are high.    Some of the Trust’s courses are income generating, including 
those offered by the Trust’s Simulation Centre programmes and  ALERT courses, which are 
nationally and internationally highly regarded.    
 
The Interim DWOD went on to advise that there are challenges in the Trust  in meeting the 
target for apprenticeship placements, maintaining target compliance in essential skills 
training and the reduction in  funds to assist in sustaining continuous professional 
development for a large section of the workforce.  He also highlighted that there is a 
significant amount of learning work undertaken by the Library Team which is very small.  The 
Chair wished to record huge gratitude to the team for all of the work that they undertake. 
 
Inga Kennedy noted that this was a great report but asked if the action points could be 
highlighted in future reports.  

ACTION: DWOD 
 

The Board accepted the Annual Learning and Development Report for 2017/18. 
  
104/18 Workforce and Organisational Development Committee Feedback 

 
Gary Hay, Committee Chairman, presented the feedback to the Board outlining the key 
areas discussed:   the current workforce key performance indicators, the revision of those  
workforce key performance indicators and the inclusion of relevant organisational 
development related metrics.  The Head of Organisational Development had provided a draft 
framework for the development of a Workforce and OD strategy. The Trust’s Equality, 
Diversity and Inclusion Lead had submitted a paper for consideration outlining the good 
progress being made to ensure compliance with relevant obligations.   
 
The Trust Board noted that the Committee intended to submit a revised Workforce and OD 
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strategy to the Committee in July, to be followed by presentation to the Board in September 
of 2018. The committee had asked for a recruitment and retention report to be brought to its 
next meeting.   
 
The Board accepted the Committee’s feedback report. 

  
105/18 Financial Performance Report Analysis 

 
The CFO presented his report, outlining that the financial position in month one was £150k 
adverse to the Trust’s plan.  He advised that income profiling in April was usually low, and 
that that could account for some of the adverse performance, but that the Management 
Team was determined there would be no compromises to the plan which included a Cost 
Improvement Plan programme of £35m. There were a number of factors behind the 
overspend, such as the cost of further assessment beds in the community and the unfunded 
QA@Home service. The funding of the further assessment beds had been contentious for 
some time, but the Trust had been making use of these in an attempt to reduce the number 
of medically fit for discharge patients in Trust beds.  The COO was working with colleagues 
to address the associated issues.   The CFO had made a case to commissioners that whilst 
the closure of these beds is arranged the Trust would expect no detriment to patients. 
QA@Home beds were reported as an adverse variance and the Chief Finance Officer was 
presenting a paper for the Executive Management Team (EMT) meeting on 12 June  to 
improve occupancy rates.  The CFO highlighted other issues impacting on the financial 
position as outsourcing costs for trauma &orthopaedic patients, and pay pressures in the 
Acute Medical Unit.  Both of these issues had been discussed at CSC Performance Review 
Meetings and followed up.   
 
The CFO stated that the Trust continued to access cash in line with the mandate approved 
by the Board.  The Trust had been allocated Sustainability Transformation Funding at the 
beginning of the year but had not yet received it - it was anticipated that this would reduce 
borrowing.  The CFO advised that there was £600k of capital available, as a result of the 
conclusion of certain programmes.  The Capital Priorities Group had met yesterday and was 
in a position to post some allocations which would be raised at EMT and Finance & 
Infrastructure Committee, following which they would be reported to the Board. This was 
being planned based on what the Trust knew about sources of funds, including  the current 
Capital Resource Limit of £4.5m and all of the external funding allocations recently notified.   
The Trust’s request for NHSI to reinstate the previous higher level of Capital Resource Limit 
was still unresolved, but it was the CFO’s view that the previous level should be reflected in 
the plan.  The CFO had met with the CEO and it had been agreed to escalate this.    
 
The final point highlighted by the CFO was that a robust planning process had been 
undertaken, there had still been variance at month one.  Mitigations were being sought 
through the CSC Performance Reviews.  The biggest concern remains the workforce related 
CIPs.  As a result of this the Finance team had discussed how to improve risk assessment of 
the delivery phase of the CIP Programme.  It had been agreed to undertake a Leadership 
Team Review of all workforce CIPs, to include the Executive Team and the Divisional 
Directors.  The review will ensure full awareness and test the belief that delivery can occur.  
The CFO and CEO assured the Board that the Trust would have a fully identified CIP 
programme by the next month. 
 
The Board noted the updates on financial performance provided in the discussion and in the 
Integrated Performance Report. . 

  
106/18 Finance and Investment Committee Feedback 

Christine Slaymaker, Committee Chairman, presented the feedback, outlining that it had 
been agreed to change the name of the committee to Finance & Infrastructure Committee.  It 
had also been agreed that a work plan was needed to ensure that all the work the Committee 
was involved in was monitored, and the CFO and DGR would put a work plan together.  The 
terms of reference had been approved for the purposes of the meeting, and it was agreed 
that the CFO and DGR would make some further revisions regarding the list of duties to 
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reflect the Committee’s role relating to components of the infrastructure agenda. The 
Committee had received an estates presentation, and a verbal update from the CEO on the 
IT strategy. The Committee had also received an update on month one. The Committee 
Chairman highlighted that the committee had requested a profile of the CIP gains over the 
year to ensure progress is monitored. 
 
The Board accepted the Committee’s feedback report. 

  
107/18 Audit Committee Feedback 

 
Mr Parfitt, Committee Chairman, presented the feedback, reporting that the Committee had 
signed off, with delegated Board authority, the 2017/18 Annual Report and Accounts.  He 
noted that closure of the accounts had been a particular challenge as a result of the late 
allocation of additional STF money which necessitated the finance team working over the 
weekend to incorporate into the accounts.   The external auditors had confirmed their 
unqualified audit report on the year’s accounts.  The value for money report, however, will be 
an “except for” report, reflecting the deficit relative to the budget.  The Committee Chairman 
advised the Board that Internal Audit had given a limited assurance report on 2017/18 which 
reflected the nature of the audits undertaken during the course of the year. In addition, the 
Committee had approved the internal audit the plan for 2018/19.  The Committee noted that 
there were a number of audit recommendations showing as overdue on the audit tracker, 
and the DGR is following up on this.  This position highlighted the need for more involvement 
from the Executive Team in scoping internal audit work at the beginning of the process, 
being involved in the formulation of recommendations and overseeing management 
responses.   
 
The Counter Fraud annual report was presented to, and accepted by, the Audit Committee.  
The Committee Chairman also reported that the Committee is reviewing its terms of 
reference with the assistance of the DGR in light of the publication of model terms of 
reference for Audit Committees. 
 
The Board accepted the Committee’s feedback report. 

  
108/18 Council of Governors 

 
This item was deferred until July Trust Board. 

ACTION: Committee Clerk 
  
109/18 Non-Executive Directors’ Reports 

 
David Parfitt reported that he attended the Mortality Review Steering Group which was 
working very well. 
 
Christine Slaymaker felt that there had been huge achievements across the Trust and that it 
was essential to acknowledge this.  

  
110/18 Record of attendance 

 
This was noted. 

  
111/18 Board Work-plan 18/19 

 
This was noted. 

  
112/18 Opportunity for the Public to ask questions relating to today’s Board meeting 

 
Members of the public commented as follows: 

1. The public attendees advised they had enjoyed the patient story and asked if they 
could have been permitted to ask questions of the presenters as they felt this was a 
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missed opportunity for them. 
2. The public attendees wished to praise the team for presenting to the Trust Board and 

accepting the mistakes they had made. 
3. In relation to the Veterans’ Alliance, was the Trust making use of various 

stakeholders in the locality who could be helpful in this regards.  The Director of 
Governance and Risk confirmed that the Trust had made contact. 

  
113/18 Any Other Business  

 
There were no items of other business. 

  
114/18 Additions to the Board Assurance Framework and Risk 

 
The Board agreed there was nothing to be added to the BAF/Risk Register. 

  
115/18 Date of Next Meeting: 

  
Thursday 5 July 2018, Lecture Theatre, Queen Alexandra Hospital. 

  
 Resolution: 

 
That the remainder of the meeting shall be held in private Committee because publicity 
would be prejudicial to the public interest. By reason of the confidential nature of the 
business to be transacted in accordance with the Public Bodies (Admissions to Meetings) Act 
1960 s.1(2). 
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 ROLLING ACTION POINTS FROM: Trust Board Meetings in Public      
 
 
 

2017 
Minute Agenda Topic Summary of Action required  Responsibility for 

Action is with Due Date  Update 

225/17 Winter Plan 
The Chief Executive asked the Director 
of Operations for Unscheduled Care to 
attend the next meeting to debrief on 
how the Winter Plan was achieved 

Chief Operating Officer  July 
 
Agenda Item July 2018 

 
 

2018 
Minute Agenda Topic Summary of Action required  Responsibility for 

Action is with Due Date  Update 

May 2018 

041/18 
(May) 

Integrated 
Performance 
Report 

Workshop session on s.136 of the 
Mental Health Act (MHA) 1983 MHA 
compliance generally to be arranged 
 

Director of Integrated 
Governance    

Date to be advised. 

072/18 
(May) 

QIA’s on all Board 
papers 

All Board papers will be Quality Impact 
Assessed 

Director of Integrated 
Governance Aug 

Cover sheets for Board papers will be 
reviewed comprehensively for best 
practice as part of the strategy and 
restructure work and these would include  

90/18 
(May) 

Strategy 
Development 
Update 

Support for the IOW and the possible 
reduction in service on the island and 
the impact this would have on the 
reallocation of contracts and budgets.  
The Board requested a report on this 
by way of assurance at its next meeting 

Chief Finance 
Officer/Director of 
Strategy & 
Performance 

July Agenda item July 2018 

92/18 
(May) 

Board Assurance 
Framework 

The BAF would continue to be 
reviewed at EMT and SMT.  The DGR 
advised the Risk Management Strategy 
was being reviewed and would be 
presented to Board in August for 
approval. 

Director of Governance 
& Risk August Agenda item August 2018 
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098/18 
(May) 

Quality Account 
Priorities Revise Quality Account Objectives Chief Nurse June COMPLETED 

100/18 
(May) 

Quality & 
Performance 
Committee 

Patient involvement in the committee 
structure to be discussed 

Director of 
Communications & 
Engagement 

August 
DCE sourcing best practice examples 
from other NHS Trusts to inform our next 
steps 

June 2018 

086/18 
(June) Action Log All actions to be revised and resent to 

Trust Board members Committee Clerk June COMPLETED 

090/18 
(June) 

Corporate 
Objectives 
Analysis 

A notes audit underway relating to 
dementia screening would provide 
recommendations for improvement to 
go to Board in July 

Chief Nurse July Agenda item July 2018 

090/18 
(June) 

Corporate 
Objectives 
Analysis 

It was requested that future reports 
could contain a number of months’ 
worth of data, where possible, to view 
trends 

Director of Strategy & 
Performance July COMPLETED 

92/18 
(June) 

Corporate 
Structure, 
Accountability and 
Governance 

The Board noted the new structure and 
agreed to review this in six months’ 
time 

Committee Clerk January 19 Agenda item January 2019 

094/18 
(June) 

Safety, Quality & 
Operational 
Performance  

Never Events, a report outlining the 
associated learning was requested to 
be brought to a future board 

Medical Director August 
Agenda item for August 2018 to allow for 
CQC comments  
 

94/18 
(June) 

Safety, Quality and 
Operational 
Performance 

Transfers of care and medically fit for 
discharge patients.  An action to be 
brought back to the Board to provide 
assurance that this is patient centred 

Chief Operating Officer August Agenda item August 2018 

094/18 
(June) 

Safety, Quality & 
Operational 
Performance  

There was discussion relating to the 
graphics within the IPR document. The 
DSP agreed to review this 

Director of Strategy & 
Performance September Agenda item September 2018 

098/18 
(June) 

Board Cover 
Sheets (CNST 
item) 

Board cover sheets were requested to 
be reviewed to outline associated 
assurance and governance.   

Director of Governance 
& Risk/Committee 
Clerk 

August 
DGR advised that following the new 
structure all cover sheets would be 
reviewed 
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099/18 
(June) 

Freedom to Speak 
Up 

The Board noted the guidance that was 
available and it was agreed to add this 
to a future Board Workshop Agenda 

Director of 
Governance/FTSU 
Guardian/Committee 
Clerk 

To be 
reviewed 

There is no evidence that the self-
assessment carries a timeline for when it 
must be completed. It will be added to a 
future Board Workshop 

102/18 
(June) 

Workforce & OD 
Report Analysis 

It was requested that the next iteration 
of the IPR should demonstrate where 
the trust is against plan relating to 
staffing levels 

Director of Workforce 
& OD July COMPLETED 

103/18 
(June) 

Learning and 
Development 
Annual Report 

The Report was welcomed but the 
Board asked if future reports could 
contain the action points highlighted 

Interim Director of 
Workforce and 
Organisational 
Development 

June 2019 This report will be updated annually to 
include this action. 

104/18 
(June) 

Workforce and 
Organisational 
Development 
Committee 
Feedback 

The Board noted that a revised 
Workforce and OD Strategy would be 
submitted to the Board in September 
having been to Committee in July 

Committee Clerk Sept  Agenda item September 2018 

108/18 
(June)  

Council of 
Governors 

This item to be added to the July Trust 
Board agenda Committee Clerk July 18 Agenda item July 2018 
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TRUST BOARD PUBLIC – JULY 2018                Agenda Item Number: 121.18 
         Enclosure Number: 3 

Subject:  Report from the Chief Executive 

Prepared by:  Mark Cubbon, Chief Executive 

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

Key points for Trust Board 
members 

 Note the 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)?     

There are no significant legal issues associated with the contents of 
this report. 
 
 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

None 

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference 

BAF1:  Urgent Care and Flow 
BAF 3:  lack of attention to Basic compassionate care 
BAF 4: Organisational culture 
BAF 14:  Governance systems 
BAF 15: Recruitment & retention 
BAF 17: Perceived disconnect between board and front line teams 
BAF 19:  Leadership 
CRR1: Patient harm arising from poor flow across the Trust & beyond 
CRR2: Regulatory impact of breaching 4 hour access standard 
CRR3: Mismanagement of patient care (poor patient experience and 
moderate to severe level patient harm) arising from lack of suitably 
qualified and experienced staff 
CRR8: Patient harm arising from poor medicine management practice 
CRR14: Risk of harm arising from poor identification and/or response 
to patient deterioration (including sepsis) 

Risk Description See above 

CQC Reference All domains 

 

Committees/Meetings at which paper has been discussed/ approved: Date 

None  

 
 

Page 21 of 150



Chief Executive’s Board Report 

5 July 2018 
 
 

 
 

1. NHS70  
 
Today marks the 70th anniversary of the creation of the NHS and we are delighted to 
mark the occasion by launching our Strategy for the organisation over the next five 
years. The Director of Strategy & Performance will introduce the strategy later in the 
agenda. 
  
There have been a range of events across the Trust over recent weeks to mark NHS70. 
On 15 June we hosted the awards ceremony for the poster, video and music 
competition for local schools. Local MP for Portsmouth South, Stephen Morgan joined 
me to present the winners with their awards. Thank you to all the young people who so 
enthusiastically took part. 
   
On 3 July our local newspaper, the Portsmouth News hosted a tea party to recognise 
and celebrate staff across all local NHS organisations. All attendees were nominated by 
readers of The News and we are enormously grateful to them for their support for our 
staff.  
 

2. NHS Financial Settlement  
 
On 18 June the Prime Minister set out a new financial settlement for the NHS, with an 
average 3.4% a year real-terms increase in funding over the next five years. A 10 year 
plan will be developed by the NHS to be published later in the year. The priorities of the 
plan will include: 

• getting back on the path to delivering agreed performance standards  
• transforming cancer care so that patient outcomes move towards the very best in 

Europe 
• better access to mental health services, to help achieve the government’s 

commitment to parity of esteem between mental and physical health 
• better integration of health and social care 
• focusing on the prevention of ill-health, so people live longer, healthier lives 

 
The full details of what this means for the Trust and our local health system will become 
clear in due course.  In the meantime we will continue our efforts to improve the services 
we provide for our population, and we look forward to carrying out our role in delivering the 
priorities the Prime Minister has outlined.   
 
 

3. 
 
 
 
 
 
 
 
 
 
 
 

Gosport Independent panel report  
 
On 20 June the Gosport Independent Panel published their report about the historic 
concerns at Gosport War Memorial Hospital.  The Panel was established to review 
documentary evidence from a range of organisations concerning the initial care and 
subsequent deaths of a number of older people at Gosport War Memorial Hospital from the 
1980s through to the early 2000s.  The report describes events which should never have 
happened and the prolonged wait that the families have had to endure is something which 
everyone in the NHS is truly sorry for.  Following the report’s publication Dr David Chilvers 
issued a statement on behalf of the local NHS system expressing our regret for the events 
described in the report.  The report also highlighted once again the importance of 
encouraging staff to speak up and actively listening to the feedback received.  This is one 
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4.  

of our highest priorities, and we continue to seek ways to make it easier for our staff to 
raise any concerns they may have.   
 
Visits  

  
In the past month we have had the pleasure of welcoming a number of high profile visitors 
to the Trust. Local Gosport MP, Caroline Dineage joined us to tour our Emergency 
Department, meet with staff and discuss our recent performance. Chris Hopson, Chief 
Executive of the national NHS representative body, NHS Providers also visited the 
Emergency Department and spent time with our Chief Registrar and patient safety team 
learning more about their work and how NHS Providers may be able to support us. Finally, 
Alan Mak, MP for Havant visited the hospital to tour the Emergency Department and our 
Neonatal Intensive Care Unit.  

  
5. 
 

Divisional structure  
 
Our new Divisional structure went live on 2 July and our first strategy planning session with 
the newly formed senior leadership team took place on 3 July.  The appointment process 
has been thorough and will have been unsettling for some members of the teams affected. 
My thanks to all those involved for their commitment throughout this process in creating the 
new structures which will be central to the delivery of the Strategy we are setting out today.   
 
 

6. 
 
 
 
 
 
 
 
 
 
 
 
7. 
 
 
 
 
 
 
 
 
 
 
8.  
 
 
 
 
 
 
 
 
 
 

NHS England and NHS Improvement Integration 
 

In March NHS England and NHS Improvement announced steps to bring the two 
organisations closer together. From September the working relationships will begin to take 
shape including increased alignment of national initiatives, integration of NHS England and 
NHS Improvement regional teams, to be led in each case by one regional director working 
for both organisations, and a move to seven regional teams. The new working 
arrangements will have implications for how we interact with both organisations from a 
structural point of view but we look forward to continuing the very positive relationships 
which are currently in place. 
 
Freedom to Speak Up Guardian: Key themes 
 
In her Quarterly report to the Board last month our Freedom to Speak Up Guardian, Jenny 
Michael highlighted an encouraging increase in reporting since taking up the role. She also 
reflected that the majority of cases raised with her to date related to concerns about 
workplace behaviours. As the Board is aware, the work on our cultural audit continues and 
the internal survey run by Professor Duncan Lewis closed at the end of June. We 
anticipate receiving his report towards the end of the summer and the findings will feed into 
our wider programme of work in this area.  
 
 
Sentinel Stroke National Audit Programme (SSNAP) 
The Sentinel Stroke National Audit Programme (SSNAP) is an important indicator in 
relation to the quality and timeliness of the service we provide for our patients.  I would like 
to extend my congratulations to our stroke team for achieving a level ‘B’ rating in the latest 
Sentinel Stroke National Audit Programme (SSNAP). In March the team achieved level ‘C’ 
and since then they have focused on improving this. The most recent results are thanks to 
continued hard work from across the team including nursing and medical staff, 
occupational therapists, physiotherapists, speech and language therapists and data co-
ordinators. This is a significant and important achievement and wonderful outcome for our 
patients.  
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9.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
10. 

Tier 2 visa changes  
 
The government has announced that medical practitioners and nurses are to be excluded 
from the cap on skilled worker ‘Restricted Certificates of Sponsorships’ for entry to the UK. 
As a consequence, there will be no restriction on the numbers of doctors and nurses who 
can be employed through the ‘Tier 2’ visa route.  This will afford PHT the ability to recruit 
more staff internationally, provided that we continue to first apply the required Home Office 
visa resident labour market test.  
 
An immediate advantage for PHT is that 20 medical staff (17 junior doctors and three 
speciality doctors) who are currently waiting for Certificates of Sponsorship should receive 
these in July.  The lifting of Tier 2 restrictions will also assist in our ability to recruit within 
other staff groups, including cardiac physiologists, radiographers and occupational 
therapists.  
 
 
Infection Control 
 
There was no incidence of MRSA during May, which is comparable to April. There was one 
incidence of Clostridium Difficile (C Diff) reported against a target of no greater than three 
for the month. There were seven cases of E Coli bloodstream infection during May which is 
one more case than was reported in April.  
 
 
 
Top three concerns 
 
There are three concerns I would like to bring to the Board’s attention: 
 

1. As I highlighted last month the move to our new divisional structure presents a 
degree of risk to delivery of financial and performance objectives, due to the nature 
of the changes made.  

 
2. The Month 2 financial position, (£0.47m adverse to plan) demonstrates the level of 

challenge the Trust continues to face despite the good progress made in recent 
months.  Delivery of the improvements set out within the financial plan and the 
recovery of the year to date overspend will require constant vigilance and attention. 
 

3. We continue to make progress with our governance systems and processes. As 
reported previously, this will remain a concern until such time as the new 
structures, systems and processes are fully embedded.  

 
All of the above are referenced within the Trust’s Board Assurance Framework and / or the 
Corporate Risk Register. 
 
 
Top three clinical risks 
 
There are three clinical risks I would like to bring to the Board’s attention: 
 

1. We have made some progress on sepsis and the risk of deteriorating patients since 
June. Recruitment to the Sepsis nursing post is progressing and all ward nursing 
managers are being trained to be sepsis six champions. However this will remain a 
risk until we can see sustained improvement and we will to continue monitoring 
progress on this issue very closely.  
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2. Staffing levels. Against the Trust’s funded workforce establishment, there is a 
vacancy rate of 7.8%, which equates to 550 full time posts.  A significant proportion 
of these vacancies are associated with registered nursing posts, particularly within 
our medical wards, and with radiography disciplines. There are also difficulties in 
the recruitment of emergency medicine middle grade doctors. Whilst safe staffing 
levels are being maintained through the use of bank and agency provision, 
response plans are in place which aim to address our substantive recruitment hot 
spots and thereby reduce our reliance and expenditure on the contingent 
workforce. As mentioned, the removal of Tier 2 restrictions will assist in this 
respect. 
 

3. As reported last month, we are preparing our response to the recommendations 
from the external review of Medicines Management. Until such time as the plan is 
in place and there is a greater level of compliance with our Medicines Management 
Policy, this will remain a key risk. 

 
 

All of the above are referenced within the Trust’s Board Assurance Framework and / or the 
Corporate Risk Register. 
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 123.18 
        Enclosure Number: 4 

Subject: Portsmouth Hospitals NHS Trust Strategy 2018 - 2023 

 
Prepared by: 
 
 
Sponsored & Presented by: 

 
Penny Emerit, Director of Strategy & Performance  
Graham Terry, Head of Strategy 
 
Penny Emerit, Director of Strategy & Performance  
 

Purpose of paper To present the Board with the Trust Strategy 2018 – 2023 

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 Strategy has been developed to provide the Trust with a 
vision, refreshed values and strategic aims 

• The Strategy will:  
o Provide the organisation with direction and focus over 

the next five years 
o Enable the Trust to identify key priorities for delivery 
o Give clarity of purpose to staff, patients, their families 

and carers and our partners 
• The Strategy is informed by a comprehensive baseline report and 

underpinned by two key documents:   
o Working Together: What we’ve heard  
o Working Together: Implementation Plan 

• The Trust in embedding the new Performance & Accountability 
Framework, refreshed Business Planning processes and how we 
work, is and will be aligned to the Strategic priorities and the 
Strategy Implementation Plan 

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

• The Board is asked to provide a mandate on which to launch and 
implement the Strategy 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

• Go live with the Implementation Plan 
• Report on delivery of the Strategic Aims and implementation to 

the Trust Board 
 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

• An EIA has been carried out with no negative impact identified  
• As the Strategy is implemented, each key material work-stream 

as identified within the Implementation Plan, will require a 
separate EIA (and QIA). This will be monitoring vis the PMO and 
be the responsibility of the Executive lead for the aim under 
which the work-stream sits 

• This will be reported on regularly (and as required) through to 
EMT (under the arrangements contained within the paper) and 
the relevant Corporate Committee, and Equality and Diversity 
Committee, where required.  
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Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

• Ongoing campaigns and engagement activities are planned in 
conjunction with the Patient Experience Team and Director of 
Communications & Engagement 

 

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities  

Board Assurance Framework/ 
Risk Register Reference BAF4  

Risk Description The Trust’s organisational and clinical strategies are poorly defined 

CQC Reference  

 

Committees/Meetings at which paper has been discussed/ approved: Date 

Trust Board sponsored Task and Finish Group with Executive and Non-Executive 
Director Membership have supported the development of the Strategy 

 

Clinical Reference Group established to support development 

 

 

A number of Trust Board Workshops, and Trust Board updates since the 
commencement of the Strategy development programme commenced 

March – June 
2018 

 

March – 
ongoing 2018 

 

February – 
June 2018 
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Trust Strategy 2018 - 2023 
 
Overview 
This paper introduces the Portsmouth Hospitals NHS Trust Strategy 2018 – 2023. This 
Strategy sets the direction, focus and priorities for the Trust for the next five years. The 
Strategy is formally submitted to the Trust Board for a mandate to implement. This is the 
culmination of the briefings previously provided to the Board on the development of the 
Strategy over the last five months.  
 
This paper provides an overview of the work undertaken to develop the Strategy, the 
supporting material being launched today and how the Strategy is being embedded and 
implemented within the organisation. 
 
The Strategy provides the framework within which further work will be developed including 
the financial strategy, workforce strategy and approach to operational planning and clinical 
service assessments. 
 
Key Messages 
 
The Strategy outlines the key strategic priorities of the Trust for the next five years, and 
provides the detail of why these priorities have been chosen and what this will mean in 
practice. While all of the priorities and detail of the full document are important, there are 
three central concepts to the Strategy which should be emphasised. 
 

1. The Strategy highlights the importance of our staff in shaping and delivering our 
vision, values and Strategic Aims 

 
2. The Strategy signals a shift in the way we will work 

 
3. The Strategy signals our ambition to be a provider at the heart of the community 

 
 
Strategy Development 
This Strategy has been developed through many conversations with our staff, partners, 
volunteers, patients, families and their carers. The Strategic Aims have been developed 
jointly with members of staff across the Trust from frontline clinical and non-clinical staff, to 
middle and senior management, based on a number of interviews, meetings and research. 
Draft Strategic Aims were then taken back to staff through a series of engagement sessions 
to make sure that the right priorities were chose and that their messages resonated with 
people’s own aspirations. This process has been underpinned by a Trust Board sponsored 
Task and Finish Group and a Clinical Reference Group, which have been used to test and 
advise on key elements at critical milestones, supported with regular interaction and updates 
to the Executive Team and Trust Board.  
 
The diagram below outlines the three key documents developed through this process: 
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Embedding the Strategy 
With the Strategy setting the vision, values and aims for the Trust it is critical these are 
embedded into everything we do.  Our expectation is that the Strategy informs both the 
delivery (what we do) and culture (how we do it) of our organisation. 
 
Delivery 
The way in which we work and operate as an organisation will change to be aligned and 
directed by the Strategy. This will deliberately coincide with the introduction of the new 
Divisional structure from 2 July 2018. Key changes to reflect this are associated with: 
 

• Performance and Accountability Framework 
o A new framework will be operational from August (following Trust Board sign 

off) which will be aligned to the Strategic aims and priorities of the Trust. This 
will be complemented by the revisions to the Trust Integrated Performance 
Report 

o A quarterly Strategy Balanced Scorecard has been developed which will 
demonstrate the triangulation and delivery of the Strategic Aims with critical 
indicators from the IPR and the relationship with the Board Assurance 
Framework  
 

• Business Planning (including Business Case development) 
o Business Planning will be aligned to the delivery of the Strategic Aims and 

priorities, and reflect the deliverables and actions within the five year 
implementation plan (see next section) 

o This will drive Clinical Divisions and Corporate Services to have their own 
annual and longer term plans that recognise their local level activities and 
requirements which feed and contribute to the Trust wide Strategy. 

o Divisional strategies will support the overarching Trust Strategy, which will 
focus the annual business plans (sitting alongside national policy and 
guidance). 

o As part of this the business case review process is being re-set to reflect the 
Strategic Aims and priorities. As such any business cases that emerge from 
the business planning process must contribute to the delivery of these, and 
be core to the implementation plan. There will be improved in year monitoring 
and review, ensuring any developments (revenue and capital) deliver the 
prescribed contribution to the Strategy  
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Cultural 
How we work and behave to deliver the Trust vision, values and strategy will be essential 
over the next five years. Below identifies some of the important activities that will need to be 
put in place to embed this throughout the Trust:  

• Leadership 
o At a time of new structures being implemented, the new Trust leadership 

teams will set the tone for the organisation in helping to lead the Strategy with 
their teams at all levels 

 
• Personal Objective Setting 

o These will be aligned to the Trust vision, values and strategic aims to ensure 
that each and every employee of the Trust is contributing to the future 
direction and role of the Trust 

 
• Induction Programme 

o This will incorporate the Trust vision, values and strategic aims, so that all 
new starters are able to understand and recognise these from day one 

 
• Management Pack 

o Information and material will be developed and available for Trust leadership 
and management to cascade and use with their local teams (whether on the 
wards, in catering,  in the laboratories or in the offices) 

o This will allow local teams to develop their local plans on how they will 
contribute to the Strategy over the next five years, and how this can be 
evidenced 

 
 
Implementation Plan 
The Implementation plan is a central component of the Trust Strategy. While the Strategy 
outlines the key strategic priorities and expectations for the Trust, the Implementation Plan 
provides the detail on the activities that will need to be performed to successfully realise our 
aims and vision. 

 
The Implementation Plan is intended to be a dynamic document. This means that the 
information contained within it will change over time. This allows for the Trust to learn and 
adapt during implementation, and that as we understand more about activities we can add or 
remove and adjust their duration to be more realistic or more ambitious. At key critical 
milestones, elements will need to have further analysis and where required, costings to 
inform decision making. 
 
The launch of the Trust Strategy and the Implementation Plan is just the beginning of the 
development of the Strategy. From today we expect staff, teams and Divisions to continue to 
engage and respond to the Strategy, and the Implementation Plan is designed to allow that. 
 
Structure of the Implementation Plan 
The Implementation Plan is structured across the five Strategic Aims which are outlined in 
the Trust Strategy. From the Strategic Aims the outlined objectives flow through to outcomes 
and then to activities. In the high-level Implementation Plan the total duration of these 
activities across the five year life of the plan is then demonstrated. Taken together this 
shows the high-level steps that will need to be taken to achieve the outcomes and 
objectives, and gives some indication of the flow of activity across the life of the plan. 
 
Key terms: 
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• Strategic Aim – high level strategic priority area of focus 
• Objective – specific area of focus within the broader Strategic Aim 
• Outcome – the results we would need to achieve to meet the objective 
• Activity – the key programmes, initiatives or actions that need to be undertaken to 

achieve the planned outcome 
 
 

Support and Management of the Implementation Plan 
Each of the objectives outlined in the Implementation Plan has an Executive Sponsor who 
will be accountable for the delivery of the outcomes outlined in the Implementation Plan. 
Where there are significant dependencies, it is expected that Executive Sponsors will 
coordinate to manage these and ensure that progress is maintained. 

 
The Implementation Plan will be centrally monitored and managed by the Programme 
Management Office (PMO). The PMO will be responsible for: reporting progress; managing 
any changes; highlighting and escalating any risks and issues; and identifying and 
communicating dependencies. 

 
The Implementation Plan will be regularly reviewed to assess progress, provide support and 
make any necessary adjustments. There are a number of forums which will be utilised to 
review progress, including: 
 

• regular EMT meeting, weekly (as required) 
• new Strategy Planning meeting, monthly; and 
• Bi-annually (as part of the monthly Strategy Planning meeting, a deep dive 

assessment of progress will be undertaken for each of the Strategic Aims) 
• Quarterly updates to Trust Board on progress 

 
The Implementation Plan is not a standalone document and will be supported by a number 
of other plans and strategies. These will include, but are not limited to: Divisional Plans, 
Service Business Plans, Clinical Services Strategy, detailed strategies such as the 
Workforce Strategy, Estates Strategy and Financial Strategy. 
 
Development of the Implementation Plan 
The Implementation Plan has been developed in partnership with the teams and people who 
would be participants in and most likely responsible for carrying out the work. They have 
shared details of existing planned programmes which will support the Strategic Aims, as well 
as outlining the activities that, from their perspective, will help us to meet the outlined 
objectives. These activities were then reviewed by the designated Executive Sponsor. 
 
 
Conclusion 
The Trust Board is asked to provide a mandate to launch and implement the Portsmouth 
Hospitals NHS Trust Strategy 2018 – 2023. 
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Appendix I 

 

Equality Impact Assessment 
To be completed and attached to any procedural document when submitted to the appropriate 
committee for consideration and approval for service and policy changes/amendments. 

Stage 1 -  Screening  
Title of Procedural Document:  Portsmouth Hospitals NHS Trust Strategy 2018 - 2023 

 
Date of Assessment: 25/06/18 Responsible 

Department: 
Strategy & Performance 

Name of person 
completing 
assessment: 

Graham Terry Job Title: Head of Strategy 

Does the policy/function affect one group less or more favourably than another on the basis 
of : 

 Yes/No Comments 

• Age No  

• Disability No  

• Gender Reassignment No  

• Pregnancy and Maternity No  

• Race No  

• Sex No  

• Religion or Belief No  

• Sexual Orientation No  

• Marriage and Civil Partnership No  

• Other e.g. carer, ex-offenders, 
members of Trade Unions 

No  

If the answer to all of the above questions is NO, the Equality Impact Assessment is 
complete. If YES, complete Stage 2.  

More Information can be found on the following link: www.legislation.gov.uk/ukpga/2010/15/contents 
 
Equality Impact Assessment Guidance can be found on the following 
link: http://pht/Departments/EqualityDiversity/Equality%20Impact%20Assessments/Home.aspx  
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Stage 2 – Full Impact Assessment 

What is the impact Level of 
Impact 

Mitigating Actions 
What needs to be done to 
minimise/remove the impact? 

Responsible 
Officer 

Whilst the Trust Strategy 
2018/2023 does not impact any 
of the groups listed above – 
throughout the course of the 
implementation, any material 
changes / developments that 
occur as a consequence of the 
Strategy will require their own 
EIA – to mitigate a currently 
unforeseen impacts.   
 
 

Low 
 
 
 
 
 
 
  

The potential impact will be 
monitored via the PMO, 
ensuring the appropriate rigor 
and risk management is in 
place for each of the 
underpinning work streams for 
the five Strategic Aims 
 
 
 

Director of Strategy 
& Performance 
(and Head of 
Strategy) – with 
lead Executive 
responsibility by 
Strategic aim (as 
per the Strategy 
Implementation 
Plan) 

 

If your assessment identifies a negative impact on Equality Groups you must develop an 
action plan to avoid discrimination and ensure opportunities for promoting equality diversity 
and inclusion are maximised.  
 
This should include where it has been identified that further work will be undertaken to further explore 
the impact on equality groups. 

Action Lead Timescale 

 
 
 
 

  

Monitoring of Actions 

The monitoring of actions to mitigate any impact will be undertaken at the appropriate level. 
 

Specialty Procedural Document: Specialty Governance Committee 
Clinical Service Centre Procedural Document: Clinical Service Centre Governance Committee 
Corporate Procedural Document: Relevant Corporate Committee 

 
All actions will be further monitored as part of reporting schedule to the Equality and Diversity 
Committee.  
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TRUST BOARD PUBLIC – JULY 2017     Agenda Item Number: 124.18 
        Enclosure Number: 5 

Subject: Operating Plan 2018/19 Resubmission 

 
Prepared by: 
 
 
Sponsored & Presented by: 

 
Penny Emerit, Director of Strategy & Performance  
Graham Terry, Head of Strategy 
 
Penny Emerit, Director of Strategy & Performance  
 

Purpose of paper This provides the Trust Board with an update on the resubmission of 
the Trust operating plan (following recent correspondence from NHS 
Improvement), the key risks and ongoing mitigation for the delivery 
of the Operating Plan for 2018/19. 

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 submitted its Operating Plan for 2018/19 to NHS 
Improvement on 30 April following review by EMT, Finance & 
Infrastructure and the Trust Board. 
 

• NHS Improvement provided feedback on that plan on 8 June in a 
letter from NHS Improvement Chief Executive to the Trust Chair 
offering the opportunity for Trust’s to resubmit plans by 20 June. 
 

• Due to time constraints associated with the resubmission the 
Board did not have the opportunity to review the revisions prior to 
submission however, the Trust Chair responded to the NHS 
Improvement feedback letter on 19 June, EMT agreed the 
amendments to the submission and the Finance & Infrastructure 
Committee has subsequently reviewed the amendments at its 
meeting on 25 June. 
 

• The Finance & Infrastructure Committee noted: 
o The risks identified in the NHS Improvement 

feedback aligned with those identified by the Trust 
Board at its meeting on 3 May 

o The amendments made in the resubmission of 20 
June to respond to the feedback while maintaining 
the financial parameters of the plan of £29.9M deficit 
and £35M CIP requirement 

o The risks and ongoing mitigations identified, together 
with the recommendations for oversight of the 
management of the risks 

o Oversight of the delivery of the plan would be 
supported by activity reporting to the appropriate 
committee 

o EMT would receive regular updates on the delivery of 
the plan 
 

• The key areas where ongoing work is required include: 
o Bed capacity – oversight from Quality & Performance 

Committee 
o Workforce plan –oversight from Workforce Committee 
o CIP delivery – oversight from Finance & Infrastructure 

Committee 
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o System savings schemes – oversight from Finance & 
Infrastructure Committee 

o RTT waiting lists – oversight from Quality & 
Performance Committee 

 

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

• The Board is asked to note: 
• the amendments made through resubmission of the plan to 

NHSI on 20 June 
• the risks and ongoing mitigations including oversight from 

the appropriate Board Committee 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

• Regular reporting will be provided to Board Committees on the 
relevant risks identified above 

• Regular reporting will be provided to EMT on the delivery of the 
Operating Plan 
 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

 

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities 5: DEVELOP SUFFICIENT FINANCIAL STRENGTHS TO ADAPT TO 
CHANGE AND INVEST IN THE FUTURE. 

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference  

 

Committees/Meetings at which paper has been discussed/ approved: Date 

Finance & Infrastructure Committee  25/06/18 
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Operating Plan 2018/19: Resubmission 
Briefing for Trust Board – 5th July 2018 
 
Issue 
NHS Improvement Chief Executive wrote to the Trust Chair on 8 June providing feedback on the 
Trust’s 2018/19 Operating Plan submission. The letter confirmed the opportunity for Trusts to 
resubmit their plan by 20 June to address any areas of feedback. The Trust confirmed its intention to 
resubmit and this paper sets out the key areas that have been addressed in that resubmission. 
 
Due to time constraints associated with the resubmission, the Board did not have the opportunity to 
formally consider the amendments prior to the submission. However, the Trust Chair responded to 
the feedback letter on 19 June, EMT considered the resubmission on 19 June and then Finance & 
Infrastructure Committee received an update on 25 June 2018. 
 
Background  
The Trust submitted its Operating Plan for 2018/19 on 30 April.  
 
In making the submission, the Board formally rejected the Control Total, submitting a plan to 
outturn 2018/19 with a deficit of £29.9M, noting that would mean the Trust was not eligible for 
Provider Sustainability Funding. This figure is in line with the Trust’s three year financial recovery 
plan, previously discussed with NHS Improvement in November 2017. 
 
The Board also noted that while there had been recent improvements in the ED performance there 
was further work underway with system partners to provide assurance that a trajectory beyond 85% 
could be submitted, but it was expected this could be improved. 
 
At its meeting in May, the Board identified a number of risks to delivery of the plan and agreed 
further work by the Executive to mitigate those risks: 
- scale of CIP required to deliver the £29.9M deficit plan,  
- robust plans to deliver the system savings assumed 
- the assumptions around the CRL 
- gaps in bed capacity for winter and  
- ambitious workforce assumptions. 
 
The risks identified by the Board are largely aligned to the issues raised in the NHS Improvement 
feedback letter with the key themes summarised below:  
 

• Demand & Capacity including A&E & RTT performance and associated trajectories 
• Activity assumptions  
• Assurance on workforce plans  
• Rejection of control total and reasonableness of £29.9M 
• Scale of CIP challenge  
• STP Capital  

 
Progress since 3 May and associated amendments to the Operating Plan 
Since the submission of the plan on 30 April, work has been progressing to mitigate the risks 
highlighted by the Board. The following section provides an update on the above areas, and also 
draws out the queries and topics raised by NHSI and the amendments to the Operating Plan made 
on 20 June 2018. 
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Activity, Capacity and Performance 
The original submission was based on internal demand and capacity modelling. The plan made 
prudent assumptions on efficiency gains from a reduction in MFFD numbers and length of stay 
opportunities.  
 
Since the submission of the Trust’s original plan, good progress has been made with the internal 
plan, delivering a reduction in occupancy to sustain 95% or below. MFFD numbers have reduced 
from an average 257 in January to an average of 171 in April and have been sustained at, or about 
that level, for the last two months. We have therefore updated our modelling to reflect those 
improvements, which is equivalent to 0.5 day length of stay reduction or 27 beds. Further work is 
now underway internally and with Portsmouth and South East Hampshire partners to develop a plan 
to support further reductions in occupancy levels to circa 92%. 
 
There are a number of Trust plans that are being developed to support this reduction, these include:  
• Reducing length of stay in 10 key areas, and increasing number of simple discharges - Recent 

work has identified a number of specialties that are outliers in terms of peers, providing an 
opportunity to work with these clinical teams to identify where change can be made.  The 
new divisional structure will additionally allow for easier cross care group working and the 
MOPS / Medicine teams are already discussing how to learn from the successes of MOPS of 
the last three months 

• Additional bed capacity of circa 12 beds on the QA site 
• During peak winter months the use of escalation beds where clinically appropriate to do so 
• Ambulance handover infrastructure improvements assisting with ED flow and holding (as an 

enabler with flow will contribute to improved occupancy)  
 
The demand and capacity work has identified a short fall of beds through the peak winter months. 
Based on this, the system is supporting a further reduction on the MFFD average of 171 to less than 
90. This plan is at the final draft stage and is being costed based on individual system needs i.e. 
increased domiciliary care; additional bedded facilities and will be specific to the geographical  
systems that the Trust works within, final agreement and detail is expected at the A&E delivery 
Board in June / July 2018.  
 
The Trust’s bed return will be updated to reflect these internal amendments; the 12 additional beds 
and seasonal use of escalation capacity. The NHSI feedback letter identified that the Trust profile of 
activity and bed numbers did not take into account the full extent of seasonal variation – these 
amendments will go some way to address that however, additional information to reflect the out of 
hospital capacity increases should provide further assurance in this regard. There is further work 
underway with partners to further increase capacity and reduce occupancy in the Trust related to 
schemes outside the Trust including increased use of the hospital from home bridging scheme and 
adhoc use of community beds.  
 
Progress and risks (with associated mitigation) will be reported on monthly basis to the relevant 
Board Committees. 
 
A&E improvement trajectory  
We have been working with our commissioners who are leading, with support from independent 
advisors, a review of urgent care capacity across the system and we have used that work, alongside 
our own demand and capacity modelling, to further develop our plans for achieving 92% occupancy 
and refining our ED trajectory. This work has been undertaken in the context of also seeking to 
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address quality and safety risks experienced last winter through the use of capacity that was not fit 
for purpose. 
 
While we are not in a position to plan to return to 95% performance for A&E in 2018/19, we 
recognise the constitutional standard at 95% and continue to progress work with our commissioners 
to enable us to plan for this level of performance in 2019/20.  
 
There are a number of initiatives and plans that have, and are being, put in place to provide 
assurance that a trajectory exceeding the original submission of 85% is deliverable. 

We have undertaken work to understand the drivers of performance, there is approximately a 50/50 
split between bed related and non-bed related breaches. 

We have actions in place, or planned, to address the non-bed related breaches: 

• Reducing the waiting to be seen (WTBS) overnight patients and as such the number of 
subsequent breaches 

o New consultants have been appointed and will take up post in September 2018 
o Additional resources being put in place for weekends from July 2018 

• Improved leadership and grip to avoid breaches from July through new divisional structure 
and leadership teams  
 

We have actions in place, or planned to address bed related (flow) breaches: 
• Additional medical bed capacity through internal bed reconfiguration from November 2018 
• Additional medical bed capacity through increased use of escalation and additional capacity 

from Q4 
• Additional system capacity through the opportunities identified from the Portsmouth and 

South East Hampshire health and care system capacity diagnostic on Urgent and Emergency 
Care and system partners to further reduce MFFD to less than 100 patients commencing Q3 
(and then less that 90) 

 
The resubmission for A&E performance is outlined below which factors in the above (i.e. the 
improvements with bed occupancy and flow, and non-bed related improvements). Additionally 
improved sensitivity for seasonality from across the system has been included. The improved 
months as reported for April and May are included. Performance fluctuates as a result of the causal 
effects of these assumptions and seasonality; however levels are improved from the original 85% 
submission.   
 

 
 
 
RTT activity & performance trajectory  
The resubmission for RTT delivery has been corrected to meet the minimum expectations of the 
planning guidance for the total waiting list size in March 2019 to be no greater than in March 2018. 
This is in line with the elective activity assumptions, as per the original submission, and as per 
agreement with local commissioners, informed by clinically led discussions to consider and mitigate 
quality and safety risks associated with this planning assumption. Work continues on the system 
savings schemes to ensure that activity levels are contained within these assumptions. We will work 

Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

% Performance 88.77 87.26 87.90 87.90 86.05 90.02 90.01 90.02 85.50 85.90 90.02 90.01
18/19 
Combined 
plan

standard 
95%

A&E 4 hour standard: June 2018 Resubmission
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with commissioners to consider how this position can be improved for 2019/20, noting that the 
constitutional standards remain in place. 
 
Through the Quality and Performance Committee regular reporting on Trust and speciality level 
waiting lists and waiting times will be submitted. This will provide oversight on delivery and identify 
any quality concerns that may arise, with supporting mitigation and plans where necessary. 
 
Workforce plans 
The 2018/19 workforce plan is ambitious, requiring substantial reductions in overall workforce 
capacity to be met. It assumes a flat and stable substantive workforce and considerable reductions 
across the temporary workforce. The plan illustrates an overall net reduction of circa 225 FTE.  
Again, planned reductions in the agency workforce assume a 35%/65% split between adherence to 
capped hourly rates and volume reduction.  Some productivity efficiencies across the substantive 
workforce have also been planned, mainly relating to improved staff rostering. 
 
The table below demonstrates pay expenditure and FTE at the end of each quarter in 2018/19, 
categorised by substantive, bank and agency: 
 

 
 
The expenditure and FTE has been phased each quarter in line with the Trust’s identified CIP 
schemes for 2018/19. 
 
Bank FTE decreases that are contained within the plan have been planned across all staff groups, 
with the most significant decreases being related to Non-Registered and Registered Nursing 
compliments. Similarly, the agency FTE decreases have been planned across all staff groups, most 
significantly in Registered Nursing, Scientific and Trainee Grades, and Medical staff groups. 
 
Reducing agency expenditure to comply with the revised ceiling of £12.8m is central to the 
achievement of the required workforce efficiencies in 2018/19.  This represents a reduction of 
£11.7m against the outturn position.   
 
A number of workforce schemes have been identified which address both controls and price & 
volume. The total value of pay related financial improvements is £15m. Of this value £12m of 
schemes have been identified with £5m already in delivery and the remaining schemes being 
implemented and phased for delivery from quarter two. The balance of the savings requirements are 
expected to be covered by a wholesale review and realignment of respective budgeted workforce 
establishments, which will result in the removal of the equivalent of over 200 inactive FTE posts, 
without detriment to services. From Quarter 2, Divisional leadership teams will be held accountable 
for adhering to their revised and agreed workforce establishments.           
     

Profile of the Pay Bill £'m Qtr 1 Qtr 2 Qtr 3 Qtr 4 Total
Substantive 73.0 73.0 72.9 72.9 291.8
Bank 4.2 3.9 3.7 3.4 15.2
Agency 4.5 3.4 2.5 1.3 11.7

£81.7 £80.3 £79.1 £77.6 318.7

Profile of the Pay Bill wte Mth 10 17/18 end of Qtr 1 end of Qtr 2 end of Qtr 3 end of Qtr 4 Movement
Substantive 6,530.3 6,530.3 6,530.3 6,530.3 6,530.3 0.0
Bank 358.7 340.0 316.2 297.7 273.2 -85.5
Agency 238.3 221.9 186.8 159.4 123.2 -115.0

7,127.3 7,092.2 7,033.3 6,987.4 6,926.7 -200.6
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Progress and risks (with associated mitigation) will be reported on monthly basis to the Workforce 
and Quality & Performance Committees (and triangulated at Finance & Infrastructure Committee). 
 
Finance Plan and Cost Improvement Programme 
The Trust set out the basis of the 2018/19 financial deficit plan at the escalation meeting with NHSI 
on 28 November 2018 based on an extensive exercise to set out the historic financial performance 
matched to an assessment of the drivers of the deficit and a series of measures which were being 
progressed linked to this assessment.  The Trust presented a revised trajectory to achieve financial 
break-even over a 3 year period, capping the year 1 (2018/19) CIP requirement at 5% (£28m). 
 
A number of meetings and discussions have taken place between the Trust and NHS I since, in 
addition to NHSI attendance at the Trust Recovery Board meetings, and most recently undertaking a 
deep dive review of the processes the Trust is operating to develop and deliver its efficiency 
programme.  The Trust has been asked to explain why the normalised deficit position underpinning 
the 2018/19 financial plan (£47m) exceeds the level identified through the an independent review in 
Quarter 3 2017/18, which projected a normalised deficit of £42.4m if the Trust achieved its year end 
revised forecast deficit of £38.2m. 
 
The review carried out independently preceded the significant winter pressures experienced in 
2017/18 and the Trust was required to mitigate significant financial risk against the revised deficit 
forecast presented at the end of November to NHSI.  Financial improvements within the Trust’s 
Clinical Service Centres of £1m, assumed to be recurrent in this assessment were not 
achieved.  Savings projections in relation to workforce costs, income gains and procurement 
opportunities delivered £0.9m lower than expected. 
 
In addition to this, the recurrent level of increased expenditure above recurrent income incurred 
during the period created a further £2.4m pressure on the Trust’s normalised start point financial 
position. The Trust delivered extensive mitigations in year to achieve the revised yearend deficit 
forecast position despite material financial risk, and these items were not known at the time of the 
independent review exercise, and therefore were not included in their assessment.  The detail of this 
assessment has been supplied to NHSI colleagues separately. 
 
NHSI colleagues have also enquired further about the cost pressures included in the 2018/19 
financial plan.  Following dialogue with senior and local representatives from NHSI, the Trust created 
a number of contingencies within the operating plan to reflect the need to address acute sector 
occupancy rates in order to deliver the other improvement objectives set out in the 2018/19 
plan.  These have been discussed with NHSI on a number of occasions and have significantly driven 
the increased CIP requirement for 2018/19 to £35m (6.2%) from the level set out on 28 November 
2017.  The Trust is seeking support from regulators and Commissioners for the enabling costs in this 
regard and if successful this would de-risk the CIP requirement contained within the plan. 
 
Cost pressures relating to external support for the developments set out within the 28 November 
presentation to support the improvement agenda, and other pressures contained within the plan 
were the subject of the detailed engagement process between the central planning teams and 
Clinical Service Centres and were subject to either outline agreement or sign off as part of the 
finalisation of the business plans underpinning the 2018/19 operating plan submitted to NHS I.  In all 
instances these cases will follow due process before cost are incurred to ensure that all costs 
incurred are consistent with the objectives of the 2018/19 operating plan and/or are items from the 
Trust Board assurance framework, containable within the key financial planning parameters of a 
year end deficit of £29.9m and a maximum CIP requirement of £35m. 
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CIP - Update 
The CIP Programme is reporting that £57M work of 2018/19 CIP has been identified to date. This 
translates into £36.8M being worked up, and following risk adjustment equates to £27.1M, of which 
£23.6M in in the delivery phase. 
 
In year CIP delivery at Month 2 2018/19 is reported as £2.6M compared to profiled delivery at this 
stage of £2.8M. The main areas contributing to this variance are workforce related schemes in 
delivery but not as yet realising the full contribution. 
 
Below provides an overview CIP trajectory for the year by quarter. 
 

 
 
CIP progress and risks (with associated mitigation) will be reported on monthly basis to the Finance 
& Infrastructure Committee. 
 
Updated Income position  
Review of the initial operating plan (and as queried by NHSI) has been associated with a reduction in 
income as part of the Finance plan from Local Authorities, Overseas Visitors, R&D, and Education 
and Training. These items are largely associated with one off, non-recurrent levels of income 
received by the Trust last year. 
 
For the operating plan resubmission, further adjustments have been made associated with income. 
Education & Training and Research & Development have been revised to reflect the latest 
assessment of securable income. This has resulted in an increase of £200k in Research & 
Development and £1.4M for Education & Training (associated with hosting Trainee GPs). In addition 
to these factors other less material amendments have been identified.  
 
The previous submission did not assume any income CIPs on the basis that they needed to be fully 
validated and confirmed as securable income (non-AIC). 
 
Capital  
It remains important to highlight again, that there is risk in regard to the Trust’s Capital Resource 
Limit (CRL) not sufficiently reflecting the requirements and position of the Trust. This has been raised 
with NHSI previously.  
 
Additionally, it is worth highlighting that NHSI raised a query regarding Wave 2 PDC. For clarity the 
Trust has not assumed any allocations from this Wave. Within the plan however provision has been 
made for Wave 3 for which notification has been received following successful bids. These have 
been profiled into the plan accordingly dependent upon the bid, and the resubmission templates 
updated. 
 
Update on contract variation 
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The most material outstanding matter with the local main CCGs contract (AIC) is in regard to the in 
year impact of the system saving schemes which have been factored out of the contract value. 
Executive level oversight is being given to these to feed an assurance process that will inform the risk 
management in support of the AIC.  
  
Additionally as a consequence of capacity and affordability constraints (driving the above) this has 
therefore had a direct impact on the elective levels of activity and as such the level of RTT 
performance achievable for 2018/19. As referred to previously, the system will need to progress 
plans now for 2019/20 in order to attain to the national constitutional standards. 
 
Delivering RTT standards will have implications and in addressing the overall elective challenge the 
system faces, not just limited to RTT specific pathways (diagnostics, out patient follow-up capacity 
etc). 
 
The plans and progress in this area will be taken through the Quality and Performance Committee, 
with the associated financial aspects (relating to delivery, whether workforce or other) will also be 
reviewed and assessed through Finance & Infrastructure Committee. 
 
Amendments to Operating Plan submission - Summary 
Below captures the amendments to the operating plan in line with the above: 
 

1. Number of General and Acute Beds – to be updated inline with the above for Q4, and noting 
the additional system solutions 

2. Accident & Emergency trajectory 
3. RTT trajectory 
4. CIP - £35M remains, however overall figures refreshed at this time to provide a more up to 

date position since 30 April 2018 
5. Income – updated 
6. Workforce and Activity templates associated with the CIP and Income updates 
7. Capital – confirmation of Wave 3 PDC updated 

 
 
Risks & Ongoing Mitigations  
As outlined above there remain headline risks for which the Trust either has mitigation for or has 
plans to do so. These include: 
 

1. Bed capacity 
A comprehensive plan to deliver the required levels of bed capacity to support delivery of 
the plan is being developed in partnership with commissioners, supported independent 
advisors undertaking a review of urgent care capacity across the system. This will result in a 
winter plan for the Trust and the system with oversight through the A&E Delivery Board, The 
Winter plan will be presented to Quality & Performance Committee. 

 
2. Workforce Plan – specifically bank and agency reduction 

An Executive deep dive has been conducted into the workforce schemes and will be 
repeated as required given the impact required from the transformation. The Recovery 
Board will have oversight of the Workforce CIP schemes and regular reporting to triangulate 
the financial position with the establishment and the transformation schemes will be taken 
to both the Workforce and Finance & Infrastructure Committees. 

 
3. CIP delivery 
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This will continue to be monitored and managed through the Recovery Board, supported by 
specific targeted forums. This will additionally be a key component of the revised 
performance and accountability framework, where the Divisional Performance Boards will 
be required to provide update and assurance on delivery and corrective actions where 
deviating from the plan. These will be fed into the Recovery Board and into Finance & 
Infrastructure Committee monthly. 
 

4. System Saving Schemes (under AIC) 
Executive level review is taking place of the original assumptions which underpin the 
expected reductions in activity required as part of the AIC for 2018/19. The Executive 
Contract Review Meeting (ECRM) is the point of escalation between the Trust and CCGs to 
resolve and intervene on issues. This group will be monitoring the implementation of these 
schemes to ensure the final agreed values are realised. Regular updates can be provided to 
the Finance & Infrastructure Committee.  

 
5. Increasing RTT waiting list size 

Whilst this continues to be reviewed and monitored through the local PTL process, an 
extraordinary meeting with CSCs and specialties is planned to reassess the original bottom 
up capacity plans alongside the signed off plans, with up to date demand and activity levels. 
This will result in service specific action plans put in place to readdress those areas where 
required. 
 
Additionally as referenced previously, plans across the system will need to come together 
across the entirety of the elective pathway (RTT and non-RTT) in readiness for 2019/20. 
Progress and issues with mitigations will be brought to the Quality & Performance and 
Finance & Infrastructure Committees. 

 
6. Life cycle / Fireworks capacity plan for 2019/20 

In order to mitigate the underlying bed shortfall, a plan is being developed to ensure that 
wards requiring works can be decanted in 2019/20. These are being developed and 
consulted on with Fire Service. The decant solutions are to some extent dependent on the 
additional bed capacity solutions 
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TRUST BOARD PUBLIC July 2018    Agenda Item Number: 125.18 
       Enclosure Number: 6 

Subject: Review of Winter 2017/18 and Initial Plans for Winter 2018/19 

Prepared by: 
Sponsored & Presented by: 

Paul Bostock – Director of Operations Unscheduled Care 

Paul Bytheway – Chief Operating Officer 

Purpose of paper The purpose of the paper is to review the arrangements put in place 
by PHT to secure resilience and operational performance through 
the winter months of 2017/18. 
 
The paper identifies areas and schemes that performed well and to 
identify areas and learning where the plan did not deliver as 
expected to support the planning for Winter 18/19. 
 
The paper also sets out some high level schemes and initiatives 
from within PHT and also from system partners that are currently 
being worked up and developed ensure there is sufficient resilience 
to deliver the required operational performance for winter 18/19 

 

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 

Summary of Lessons Learnt 

Winter 2017/18 was very challenging and, there a number of 
improvements that need to be made ahead of winter 2018/19, these 
are summarised below: 

• Winter planning started too late 

• Insufficient headroom to cope with spike in demand and   acuity 

• Over reliance on internal efficiencies and maturity of schemes 
(e.g. SAFER, Red2Green) to deliver length of stay improvements 

• System partners were not responsive enough to prevent  the 
increase in MFFD and subsequent impact on length of stay and 
bed occupancy 

• Conversion of MSK ward to MOPRS in a planned way gave vital 
additional capacity and was very well managed by the MOPRS 
and MSK ward teams 

 

Options and decisions 
required 

The Board is asked to note the reflections on the winter plan for 
2017/18 and to note the planning that is currently being undertaken 
to prepare for winter 2018/19. 

Next steps / future actions: 

 

 To develop a comprehensive winter plan for 2018/19 for 
presentation to the Trust Board at the end of September/beginning 
of September. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

There are no legal issues associated with the contents of the report. 

There is no indication that any individual or group has suffered any 
detriment arising from the Trust’s performance in respect of Winter 
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Planning as a result of their possession of a protected characteristic.  

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Specific public engagement activity is not anticipated at this stage. 

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities Improved Winter Planning supports the delivery of all Corporate 
objectives 

Board Assurance Framework/ 
Risk Register Reference 

BAF 2:  Urgent care, quality & patient flow 
BAF 4: The Trust’s organisational and clinical strategies are poor 
defined 
BAF 5: Organisational culture does not support efficient, effective 
operation 
BAF 3: There is a lack of attention to basic, compassionate care in 
some parts of the Trust 
BAF 7: Some key external partnerships fail to provide support for 
and/or obstruct delivery of Trust objectives 
BAF 15: The Trust is struggling to recruit and retain staff in some key 
areas 
BAF 17:  There is a perceived disconnect between the Trust Board 
and front line staff in some areas 
BAF18:  The physical environment of the Emergency Department is 
poor 
CRR 1: Patient harm arising from poor flow across the Trust and 
beyond 
CRR 2: Regulatory impact of breaching the 4 hour access standard 
CRR 5: Patient harm arising from lack of timely discharge 
CRR 9 Patient harm arising from unplanned increases in demand / 
mismatch of demand and capacity 
CRR 11: harm to health and wellbeing of staff arising from sustained 
unplanned pressure on services 
CRR 19:  Disruption to therapeutic and diagnostic services arising 
from the use of key service delivery areas for escalation beds  

Risk Description See above 

CQC Reference All domains 

 

Committees/Meetings at which paper has been discussed/ approved: Date 

None  
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Review of Operational Winter 
Resilience Plan 2017/18 & Initial Plans 

for Winter 18/19 
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1. Executive Summary 

 
2. Purpose 

 
The purpose of this plan is to review the arrangements put in place by PHT to secure 
resilience and operational performance through the winter months of 2017/18 and to 
identify areas and schemes that performed well and to identify areas and learning where 
the plan did not deliver as expected to support the planning for Winter 18/19. 
 
The paper also sets out some high level schemes and initiatives from within PHT and also 
from system partners that are currently being worked up and developed ensure there is 
sufficient resilience to deliver the required operational performance for winter 18/19 

 
3. Context 

It has been acknowledged nationally that the winter of 17/18 was one of the most 
challenging in terms of pressure on acute hospitals for a number of years.  There are a 
number of factors for this which includes: 

• Outbreak of Flu 
• Difficulties accessing domiciliary and social care 
• High hospital occupancy rates 
• Increased length of stay due to increased acuity 
• Staffing difficulties due to increased sickness and the additional escalation capacity 

that was required to try and meet the peak demand 

This pressure manifested in ED which is often the barometer of the operational pressure 
that is experienced with hospitals.  Nationally, and PHT was no exception, there were long 
waits for patients requiring hospital beds and difficulties in offloading ambulances within 30 
minutes. 

4. National Expectations 

In order to ensure that winter, and the pressures that winter brings, is managed safely and 
effectively NHS England and NHS Improvement set clear expectations about the winter 
operating model and principles they require systems to deliver to.  These included: 

• All patients who are to be admitted have a timely ‘Decision to Admit’ to ensure they 
do not need to remain in the ED for any longer than is clinically necessary 

• Patients are not cared for on hospital corridors 
• Escalation beds have the necessary staffing and equipment to ensure safe care.  
• 12 hour trolley waits in the ED never happen 
• Patients do not wait more than 15 minutes in ambulances before being handed over 

to the hospital 
• The hospital can manage increasing demand because of flu, norovirus 

The Trust was expected to deliver a minimum 90% performance against the 4 hour 
standard by the end of March 2018 
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5. Review of PHT Plans & Delivery against national expectations 

Given that Portsmouth hospitals has been categorised as a Level 4 Trust which places the 
organisation amongst the 20 most challenge organisations in the country with regard to 
delivery of the 4 hour emergency standard, manging the winter was predicted to be a very 
significant challenge, our plan was aimed at supporting flow and safety. 

It has been acknowledged by the Trust that planning for winter 17/18 started to late due to 
gaps and changes in the Executive Team during Q2 & Q3, and gaps in some of the key 
operational roles which were not filled until October 2017.  Until September, very little, if 
any, winter planning had been undertaken. 

 
The plan for 2017/18 included learning from previous years and described actions that 
would be taken to avoid similar issues occurring.  These included 
 

• Not relying on significant reductions in MFFD numbers 
• A more robust plan for managing flu cases 
• Increased CT scanning capacity 
• Reconfiguring the medical & MOPRS bed base and to reduce the number of 

outliers across the Trust. 
• Creation of a short stay frailty unit to support a reduction in MOPRS length of stay. 

 
 

5.1 Predicted bed capacity deficit 

The Trust made some activity assumptions for ED attendances and the number of 
expected emergency admissions based on historical data plus a 2% growth.  This was 
then used to model what the adult bed base would need to be to meet the demand and 
achieve average occupancy rates of 92% (as required nationally).  Table 1 shows the size 
of the gap. 

Table 1: Predicted Bed Demand v Capacity @ 92% Occupancy 

  
Oct 

 
Nov 

 
Dec 

 
Jan 

 
Feb 

 
Mar 

 
Funded Bed Base 

 
913 

 
913 

 
913 

 
913 

 
913 

 
913 

 
Predicted Bed Demand 
92% occupancy 

 
1,035 

 
1,036 

 
1,020 

 
1,045 

 
1,055 

 
1,046 

 
Shortfall 

 
122 

 
123 

 
107 

 
132 

 
142 

 
133 

 
To deliver 92% average bed occupancy and with the average length of stay of 7.7 days 
(as at October 2017) the Trust needed the equivalent of c1,000 adult and general beds.   
 
However, over the winter period the predicted demand was forecasted to be as many as 
1,055 beds.   
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When the plan was written, current bed occupancy for the organisation was c97% 
although for the medical specialties was much higher at c120 – 125%. This is key as the 
main demand for admission through ED is medical and with occupancy levels >97% (in 
reality >100%) delivering consistent flow will remain a challenge.  
 
The plan was based on a funded adult bed base of 913, and so to bridge the gap between 
the actual capacity and the predicted capacity, a combination of plans to create more 
physical capacity (additional beds/use of escalation areas) and to improve operational 
efficiency and performance, through reducing length of stay and the number of patients 
who are delayed, to create virtual bed capacity were put in place.  If all of the plans 
delivered and there were no material changes to the planning assumptions, then it would 
have been possible to create 1,049 beds by Q4. 
 
The main bed related/capacity releasing schemes that formed the core part of the winter 
plan are listed below in Table 2: 
 

Table 2 – Schemes to Increase Capacity for Winter 17/18 

 

 
Baseline Capacity 

 
913 

 
Continue to Use E4 for MOPRs step down patients 

 
18 

 
Reduce length of stay by 0.5 days in medicine through red2green/SAFER 

 
16 

 
Reduce length of stay by 2 days in MOPRS through creation of Frailty Unit on 
G4 and Red2Green/SAFER 

 
23 

 
Convert an MSK ward (D1) for MOPRs step down patients from Mid-October 

 
28 

 
Deliver further overall length of stay improvements with additional CT 
scanner from Q4 (0.25 days across emergency bed base) 

 
16 

 
Increase capacity with a healthcare@home bridging service for pathway 1 
patients from Q4 

 
15 

 
Consider  limited escalation capacity in time of acute operational pressure 

 
20 

 
Total Actual/Equivalent Beds 

 
1,049 
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5.2 Measuring the Effectiveness of the Winter Plan 
 

 In order to measure whether the plan was delivered successfully a number of Key 
Performance Indicators (KPIs) were used and some of these are listed below: 
 

• 4 ED hour performance 
• Bed occupancy 
• Length of stay 
• MFFD numbers  
• Escalation beds open 
• Stranded patients 

o 7 days+ 
o 14 days+ 

• Number of Medical & MOPRS outliers 
 

 
5.3 Actual Performance v Predicted Performance 

 Table 3 compares the actual performance against the main KPIs and it is clear that 
against every key metric almost every month saw a failure to achieve the required level of 
performance. 

 
Table 3 Actual Performance v Predicted Performance of main KPIs 
 

KPI Target Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 
ED Performance 90% 83.4% 78.8% 79.8% 80.0% 79.3% 
Bed occupancy 92% 96% 96% 98% 97% 97% 
Trust AVG Los 7.7 8.6 8.0 9.0 8.3 8.3 
MFFD (Monthly Average) 219 255 238 258 253 210 
Use of Escalation Capacity 20 24 28 48 33 33 
Patients over 7 days 400 525 514 558 533 506 
Patients over 7 days % 40% 53% 52% 56% 54% 51% 
Patients over 21 days 200 254 238 251 263 222 
Patients over 21 days % 20% 26% 24% 25% 26% 22% 
Medical & MOPRs Outliers 40 43 41 47 36 50 

 

 
6. Challenges over winter 17/18? 
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6.1 Spike in Demand & Acuity 

Although overall the level of attendances and emergency admissions were in line with 
what was planned for during Q3 & Q4, the last two weeks of December 2017 were 
exceptional in terms of the level of demand for beds and levels of bed occupancy. 

Between the 18/12/17 – 01/01/18, emergency admissions were 6% higher than the 
previous year with a 5% increase for patients being admitted aged over 65, of which most 
were conveyed by ambulance.  There were also 223 more admissions than discharges 
over this two week period and this resulted in much higher than anticipated bed occupancy 
going into the Christmas weekend.   

The other significant factor was the increase in acuity of the patients being admitted, 
particularly in relation to flu.  This was demonstrable through: 

• Flu cases (Appendix 1) – Hampshire had double the number of flu cases 
compared with the national average and Portsmouth and UHS were national 
outliers for flu cases. Peak flu cases coincided with peak occupancy making 
cohorting for flu cases incredibly challenging.  

• Average length of stay in January was 1 day higher than in December and 0.5 day 
higher than November and this was particularly the case with stranded patients with 
over 56% of all the occupied beds filled with patients who had been in hospital over 
7 days. 

• Critical care was full during this period 
• Respiratory high care was full during this period 

On Christmas day bed occupancy was 100%.  In 2016, the occupancy was no higher than 
97% and there was a significant improvement in occupancy on the run up to Christmas 

There were no days in 2017 over this two week period where discharges were higher than 
admissions. 

In order to manage this spike in activity an unprecedented number of escalation beds were 
open including areas such as the main endoscopy unit which had not been used before.  
The number of escalation beds peaked at c70 by the first week of January and remained 
at an average of 48 for the month against a plan of 20. 
 
Staffing the additional escalation areas was a significant challenge with 48% of required 
shifts unfilled over the 2 week period and staff sickness at 10% compared with the normal 
average of 5%.   
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6.2   Failure to Improve Internal Efficiencies 
 

The original Unscheduled Care Transformation Programme included many work streams 
that were either in development or beginning to become embedded in December 2017.   

These included: 

• Roll out of the SAFER bundle across every ward in the Organisation  
• Roll out of Red to Green across every ward in the Organisation 
• End Pyjama Paralysis 
• Last 1000 days campaign 

 
Unfortunately, some of these initiatives did not become embedded or core business for 
wards and CSCs over the winter months, and were subsequently relaunched as part of the 
Easter Sprint with 2020 in March 2018.  As a result the gains expected with length of stay 
reductions across the Trust, particularly in the medical specialties were not achieved. 

 
Another reason why the plan failed to deliver the expected level of performance was the 
loss of the planned additional CT scanning capacity.  Although a mobile unit was procured 
and established on the QA site, repeated failures of the equipment resulted in the unit 
being removed with very few patients actually scanned. 

6.3  Increase in MFFD patients 

As previously stated, the success of the winter plan was not dependent on the numbers of 
MFFD patients reducing, but it was, in part, predicated on the numbers not increasing. 

When the original plan was presented to the Trust Board on the 5/12/17 the MFFD number 
was 219.  The average number for January was 258 but did rise on more than one 
occasion to over 279 during January and February. 

This is the equivalent of c30 beds worth of additional patients that were not planned for. 

7. What went well? 

7.1 MOPRS Length of stay 

Although the last two weeks of December 2017 and Q4 for 2018 were very difficult for 
patients and staff there were some parts of the plan that worked well.  In particular, the 
conversion of an MSK ward to MOPRS from Mid-October to the end of February as well 
as the establishment of a frailty unit on G4 did see a reduction in MOPRS length of stay, 
albeit not the 2 days that were expected.  

Chart 1 show that, in April 2017 MOPRS average length of stay was 22 days and by 
December 2017 this had reduced to 17.4.  Length of stay did increase to 19.1 days in 
January as the number of MFFD patients increased, but by March 2018 and after the 
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additional 28 MSK beds and been released back to MSK, MOPRS length of stay was at 
16.5 days. 

Over 50% of patients in hospital over 21 days are MOPRS as are the greatest number of 
MFFD patients and therefore the overall length of stay is greatly affected by the ability to 
generate sufficient complex discharges which did not happen in January or February as 
evidenced by the increase in MFFD numbers. 

Chart 1 – MOPRS Average length of stay 

 

 

7.2 Operational Grip  

 There was much greater operational grip and senior operational leadership than had 
perhaps been the case in previous winters.   Almost all of the actions set out in the original 
2017/18 winter plan were executed including: 

• New weekday site meeting at 18.00 in place with senior management support to agree 
plan for each night 

• On-site presence at weekends from the on-call managers 
• Over the Christmas, New Year period and for almost all of Q4, Ops meetings were run 

in a control and command style and led by the Director of Operations 
• Additional senior support until 20.00 each evening (nurse/manager/doctor) to support 

the on-call teams and Duty Hospital Manager was put in place for the first 2 weeks of 
January 

• Re-defined roles and responsibilities of CSC Silver Command  
• Extra patient flow coordinator on duty to support MOPRS flow and early bird 

discharges 
• More robust weekend planning 
• Continue through winter with Weekend Discharge Team at weekends 
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8. Summary of Lessons Learnt 

Winter 2017/18 was very challenging and although there was a huge amount of effort to 
keep the hospital safe and to maintain patient experience, there a number of 
improvements that need to be made ahead of winter 2018/19, these are summarised 
below: 

• Winter planning started too late 
• Insufficient headroom to cope with spike in demand and acuity 
• Insufficient headroom to cope with significant spike in influenza cases 
• Over reliance on internal efficiencies and maturity of schemes (e.g. SAFER, 

Red2Green) to deliver length of stay improvements 
• System partners were not responsive enough to prevent the increase in MFFD and 

subsequent impact on length of stay and bed occupancy 
• Conversion of MSK ward to MOPRS in a planned way gave vital additional capacity 

and was very well managed by the MOPRS and MSK ward teams 
 

9. Plans for Winter 2018/19 

In order to address the shortcomings of the winter plan for 2017/18 and to ensure that 
patient experience and operational performance is improved for 2018/19 planning has 
already commenced. 

Detailed analysis has taken place to quantify the current capacity gap and based on 
achieving 92% bed occupancy this is calculated to be c100 beds depending on time of 
year, (? For January being the peak in demand). 

 

9.1 Internal plans to create capacity 

In order to ensure that PHT is not relying on the system to bridge the gap, there are 
internal plans being developed to create additional medical and MOPRS bed capacity 
ahead of winter 2018.  These plans include: 

• Additional capacity by more physical beds achieved by converting the current 
discharge lounge and extending A6 – x 12 beds 

• Additional out of hospital capacity achieved by extending the contract of the 
current QA@home bridging care service – x 9 beds 

• Further reconfiguration of surgical and medical beds to give medicine more beds 
on a permanent basis to reduce outliers and support more efficient working  

• Further review of elective commitments for Q4 and whether more surgical beds 
can be given to medicine for an 8 week fixed period (dependant on occupancy) 

• Plans to reduce capacity over the summer by 18 beds to allow 18 beds to reopen 
based on peaks in demand 

• Plans to create additional capacity in ED to reduce ambulance handover delays 
and patients queuing in corridors 
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 A weekly winter planning meeting has now been established and is chaired by the COO or 
his deputy, and is attended by the senior leadership teams of the new divisional structure 
(ahead of the 02/07/18 launch).  This will reduce the parochialism that has been 
experienced in the past when difficult discussions about capacity and resources are 
needed. 

These plans are currently being profiled into the bed model to ensure we have clear 
oversight of how these actions support that and also to allow mitigation of risk. 

9.2 System Support & Plans to reduce MFFD 

It has been agreed with system partners that PHT can not deliver the reduction in 
occupancy to meet the demands of winter without the support of system partners and 
therefore there needs to be an agreed whole system plan that supports reducing 
occupancy on the QA site to 92%. 

There has already been a demonstrable reduction in MFFD for 2018/19 and since April 
2018 the MFFD number has consistently been under 200/2,000 bed days lost.  This is 
the equivalent of c30 beds and is probably the biggest contributing factor as to why ED 
performance has exceeded 85% for the April and May and why occupancy is now at 
c96%. 

PWC and Newton Europe have been working separately with PHT and system partners 
to identify opportunities for supporting taking patients out of an acute hospital setting and 
believe there are real opportunities to reduce the MFFD numbers to less than 100. 

PWC have stated in their detailed analysis that the c100 bed gap could be closed and 
have stated where the opportunities for partners and PHT might be. 

Exact details of how this will be funded and achieved are being discussed at the A&E 
delivery Board and a business case and operational plan is being fully pulled together. 

9.3 Internal Plans to improve operational efficiency 

The work undertaken by PWC has also identified 10 specialties where a length of stay 
improvement could be achieved and, if delivered, would be the equivalent of 25 additional 
beds. 

A Summer Sprint is now underway with a further Autumn Sprint planned to support the 
delivery of a refreshed urgent care plan.  The plan essentially focuses on 3 key work 
streams and is underpinned by a workforce work stream.  Some examples of the areas 
that the urgent care plan is addressing include: 

A. Emergency Access & Admission 
 

• Resolving bottlenecks in how ED flows (Pitstop) 
• Addressing the wait to be seen (wtbs) overnight 
• How patients are consistently identified and pulled for Ambulatory Emergency 

Care 
• How GP referred (GP Heralded) patients are managed 
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B. Patient Flow 
 

• Increase the number of patients discharged from base wards by 10.00 (early 
birds) and by 13.00 

• Make better use of Bedview and Expected Date of Discharge (EDDs) 
• Deliver changes to internal bed reconfiguration 

 
C. Admission Avoidance/Alternative Pathways 

 
• Frailty pathways 
• Hot clinics to avoid admission 
• Diversion of ED attenders to Urgent Care Centre 

 
10. Summary 

 
The 2017/18 winter period was difficult as previously stated.  Although this paper has 
attempted to be very open about the shortcomings of the plan, there were areas and 
examples of good practice and success, and a tremendous amount of effort from a 
great many people across the Trust to do the very best for patients in what were often 
very difficult circumstances. 
 
The improvements in flow and performance already seen in Q1 this year give cause for 
optimism that the interventions taken over winter, along with the success of the Easter 
Sprint and commitment from partners are having an impact. 
 
In terms of next steps, the intention is to present to the Board a more detailed plan for 
Winter 2018/9 through the Quality and Performance Committee and subsequently the 
Board. 
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Appendix 1 – Characteristics of the 2017/18 Flu season at PHT (from report by 
Caroline Mitchell) 
 

 
 

1. The incidence of flu cases at PHT was 3-6 times (peak at wk1) higher than the 16/17 season.   
2. This year’s PHT flu season was significantly longer than previous years 
3. In total 3126 patients were tested for flu with an average positivity rate of 30%.  During the 

peak of the season the positivity rate reached 56%.   
4. Influenza B predominated (557 cases), followed by Influenza A (334 cases) and Influenza 

H1N1 (58 cases).  PHE has confirmed that the strain of Influenza B seen at PHT was not 
covered by the trivalent vaccine, given to staff and patients.  Hence, there were smaller 
numbers of flu in children who had been immunised by the quadrivalent vaccine.   

5. PHE have fed back that PHT had one of the highest hospitalisation rated in the UK for flu.  1/3 
of all the samples originated from the emergency corridor.  The inability of the trust to isolate 
these patients resulted in high numbers of in-hospital transmissions in the ED, AMU and 
stranded patients on wards.   
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Trust Board - 5 July 2018 

Agenda Item: 127.18 
Enclosure Number: 8 

 
Subject: Risk Management Strategy & Policy 

Prepared by: 
Sponsored by: 
Presented by: 

Annie Green – Head of Risk Management 

Lois Howell – Director of Governance & Risk 

Lois Howell – Director of Governance & Risk 

Purpose of paper Ratify Risk Management Strategy for 2018-2021 

Key points for the Quality 
and Performance 
Committee members 
 

The Trust Board agreed at its May meeting to extend the Risk 
Management Strategy 2015 – 2018 until the end of July to allow for 
required revisions to the Strategy to reflect structural changes to the 
organisation. 
 
The revised Risk Management Strategy & Policy now presented for 
consideration and adoption is aligned to the new divisional structure 
and clearly defines the ‘ward to board’ process for identification, 
management and review of risks.   It also combines the previously 
separate policy and strategy for risk management. 
 

Options and decisions 
required 
 

Adoption of the Risk Management Strategy & Policy, subject to any 
requested changes is requested.   

The document is supported by the Quality & Performance 
Committee, which recommended on 25 June 2018 that the Board 
adopts the revised Strategy & Policy. 

 

Next steps / future actions: The revised Strategy & Policy will be implemented with immediate 
effect upon its adoption. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

The effective management of risk helps the Trust to fulfil a number 
of key statutory, contractual and regulatory obligations, and the new 
Strategy & Policy is intended to support this. 

It is not anticipated that implementation of the revised Strategy & 
Policy will affect any individual or group holder of a protected 
characteristic. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

The revised Strategy & Policy will be promoted internally through 
training and education sessions, and be made available on the 
intranet.  There is no proposal or need to involve the wider public in 
the promotion of the Strategy & Policy.  

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities The revised Strategy & Policy will support delivery of all corporate 
objectives and priorities 
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Board Assurance Framework/ 
Risk Register Reference 

The revised Strategy & Policy will support delivery of an effective 
Board Assurance Framework and corporate risk register. 

Risk Description N/A 

CQC Reference Safe, Effective, Caring, Responsive, Well led 

Committees/Meetings at which paper has been discussed / approved: Date 

Quality & Performance Committee 25 June 2018 
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1. INTRODUCTION 
An understanding of the risks that face NHS Trusts is crucial to the delivery of healthcare 
services. The business of healthcare is, by its nature, a high-risk activity and the process of 
risk management is an essential control mechanism. Effective risk management processes are 
central to providing Portsmouth Hospitals NHS Trust’s Board of Directors with assurance that 
services are delivered safely, effectively and in line with corporate strategic objectives. 
 
The Trust Board recognises that complete risk control and/or avoidance is impossible, but that 
risks can be minimised by making sound judgments from a range of fully identified and 
assessed options. 
 
The Trust’s aim, therefore, is to promote a risk awareness culture in which all risks are 
identified, assessed, understood and proactively managed. This will promote a way of working 
that ensures risk management is embedded in the Trust’s culture and becomes an integral part 
of the Trust’s objectives, plans, practices and management systems.  
 
This strategy applies to all Trust staff, agency staff and contractors, engaged on Trust 
business in respect of any aspect of that work. It is recognized that actions contain inherent 
risks. 

 
2. STATEMENT OF INTENT 

The Trust Board is committed to leading the organisation forward to deliver a high quality, 
sustainable service, achieving excellent results and making the very best use of public funds.  
 
The Board recognises that to deliver these objectives there is a need for robust systems and 
processes to support continuous improvement, enabling staff to integrate risk management 
into their daily activities wherever possible and supporting better decision making through a 
good understanding of risks and their likely impact. 
 
This can only be achieved through an ‘open and just’ culture where risk management is 
everyone’s business and where risks, accidents, mistakes and ‘near misses’ are identified 
promptly and acted upon in a positive and constructive way. Staff are, therefore, encouraged 
and supported to share best practice in a way that creates a culture of learning and a drive to 
reduce future risk: these are cornerstones of building safer, effective, and efficient care for the 
future.  
 
The Trust uses a web based risk management system, Datix, for the recording, management 
and reporting of incidents and risks at caregroup, divisional, corporate and strategic levels. 
 
This Risk Management Strategy/Policy is underpinned by a suite of policies guiding staff on 
the day to day delivery of effective risk management processes. These linked policies are 
listed in section 12.  
 

3. WHOSE RESPONSIBILITY IS RISK MANAGEMENT? 
The success of the risk management programme is dependent on defined and demonstrated 
support and leadership offered by the Trust Board as a whole.  
 
However, the day-to-day management of risk is the responsibility of everyone in our 
organisation at every level, and the identification and management of risks requires the active 
engagement and involvement of staff at all levels.   Our staff are best placed to understand the 
risks relevant to their areas of work and must be enabled to manage these risks, within a 
structured risk management framework.    
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4. AIMS AND OBJECTIVES 
The aim of this strategy is to strengthen the existing risk management framework, further 
embed risk management at a divisional and local level, and ensure appropriate escalation of 
the risks through the organisation to the Board. In addition, greater local level ownership of 
risk, enhanced clarity regarding roles and responsibilities for risk management and 
strengthened governance arrangements will support delivery of improved risk management. 
The strategy is supported with an implementation plan, with objectives to support the 
achievement of the aims, as outlined below. Both the strategy and implementation plan will be 
monitored by the Quality & Performance Committee. 
 
The key objectives of the Risk Management Strategy are to: 

 
I. Embed risk management at all levels of the organisation 

II. Create a culture which supports risk management 
III. Provide the tools and training to support risk management 
IV. Embed the Trust’s risk appetite in decision making 
V. Measure the impact of implementation 

 
5. EMBED RISK MANAGEMENT AT ALL LEVELS OF THE ORGANISATION 

One of the key aims of this strategy is to ensure greater local ownership of risks. To achieve 
this, we will continue to strengthen risk registers at Divisional, Care Group and specialty level, 
supported by clear criteria and timeframes for escalation of risks.  
 
To support this greater local ownership of risks, the roles and responsibilities for risk 
identification, assessment, management and monitoring will be clarified and clearly articulated 
in relevant role and job descriptions in the Trust’s revised structure.  This will help to ensure 
clear escalation of risks between the different levels of the organisation, from ‘ward to board’.  

 
5.1 Wards and Departments 

 
Wards and clinical Departments will be required to identify, assess and monitor risks as they 
arise or are anticipated in accordance with the Risk Assessment Policy.  Risks may be 
identified as a result of  

• Incidents 
• Complaints 
• Claims 
• Serious Incidents Requiring Investigation and Never Events 
• Risk Assessments 
• External and internal reviews, inspections and assessments 
• External and internal audit activity  

All such risks will be referred to and recorded on Speciality Risk Registers, which will then be 
used to ensure the effective management of those risks. 

    
5.2 Specialty Risk Registers 

 
Specialty Risk Registers will be comprised of all risks identified in the wards and clinical 
departments included in that Specialty.  They will be reviewed at Specialty Governance 
Committee meetings. 

 
5.3 Care Group Risk Registers 

 
Care Groups will be required to maintain Risk Registers, comprised of all risks on the Specialty 
Risk Registers in that Care Group, plus such other risks as have been identified as relevant to 
the Care Group as a whole.  Speciality Risk Register risks may be amalgamated on the Care 
Group Risk Register if their management will be more effective when addressed at Care 
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Group, rather than Speciality, level.  Care Group Risk Registers will be owned by, and 
reviewed at, Care Group Governance Committee meetings. 

 
5.4 Divisional Risk Registers 

 
Each Division will have a Risk Register which reflects the risks it faces as a whole, plus the 
Care Group and Specialty level risks which require Divisional management, in accordance with 
the Trust Risk Appetite (see section 8 below).   Divisional Risk Registers will be owned at, and 
reviewed by, Divisional Specialty Governance Committees.  

 
5.5 Corporate Directorate Risk Registers 

 
The Corporate service directorates (Human Resources, Finance (including Estates), Integrated 
Governance, Nursing and Medical Director) will also be required to develop and maintain 
Directorate Risk Registers which reflect the risks relevant to their services which are not 
incorporated into any of the other Risk Registers identified at paras 5.2 to 5.4 above.   The 
Corporate Services Directorate Risk Registers will be owned by the Directorate Management 
teams and reviewed at Performance & Accountability meetings.    

 
5.6 The Corporate Risk Register 

 
The Corporate Risk Register will be comprised of all risks on the Divisional and Corporate 
Directorate Risk Registers which score 15 and above, plus other risks which are identified as 
likely to affect the organisation as a whole or as best managed at a corporate level.  Divisional 
and Corporate Directorate Risk Register risks may be amalgamated on the Corporate Risk 
Register where appropriate for effective oversight and/or management. 
 
Lower scoring risks which occur across the Divisions or Corporate Directorates may also 
appear on the Corporate Risk Register if they are unlikely to be managed effectively if they are 
not addressed at a corporate level. 
 
The draft Corporate Risk Register will be produced by the Integrated Governance Directorate 
for consideration by the Quality & Performance Committee on a quarterly basis.  The 
Committee will recommend the draft Corporate Risk Register, with amendments, as required, 
to the Board of Directors for adoption.    
 
Appendix 1 describes these arrangements in diagrammatic form.    

 
6.   CREATE A CULTURE WHICH SUPPORTS RISK MANAGEMENT 

 
6.1 Roles and responsibilities 

 
A key component of an effective and mature risk management framework is a culture of 
knowledge and understanding of risk management and leadership. This means that roles and 
responsibilities need to be clearly defined so that risk management is ‘owned’ by appropriate 
members of staff, and that all staff are encouraged to be more risk-aware through promotion of 
openness and support for local management of risk where possible. It also means visible and 
supportive leadership from the Board in ensuring effective systems and processes for the 
management and escalation of risks. 
 
The Trust has board level leadership for risk management and a clear committee structure that 
supports the aggregation and escalation of risk through the Quality & Performance Committee. 
We have already identified and strengthened the leadership within the risk management 
framework by aligning the management of operational and strategic risk under an Executive 
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Director (Director of Governance and Risk) and ensuring Non-Executive level input and 
challenge into the Quality & Performance Committee. 
 
Appendix 2 describes individual roles and responsibilities in connection with risk management. 
 
The Quality & Performance Committee will review each Division’s risk register on a quarterly 
basis to ensure that risks are being managed effectively and that lessons and risk information 
are being shared across the organisation.    These reviews will also inform the Committee’s 
decisions in respect of the recommendation of the draft Corporate Risk Register to the Board 
for adoption. 
 
Any urgent risk identified by a Division outside of its scheduled reporting timescale can be 
brought to the attention of the Quality & Performance Committee as a separate agenda item, 
and if necessary can be escalated to the Board by the Committee at any point.   
 
Divisional Risk Registers will also be used by the Executive team to inform discussion at 
Divisional Performance and Accountability meetings to ensure that risk is considered 
collectively and holistically, along with financial and operational performance.   These meetings 
will be the mechanism by which Divisional Management Teams are held to account for the 
management of all aspects of the division, including the management of divisional risks. 
  
Other Board committees (see Appendix 3) play a role in risk management, as outlined in 
Appendix 1. 

 
6.2 Interface Between Corporate Risk Register and Board Assurance Framework (BAF) 

 
The BAF is a tool via which risks to the achievement of the Trust’s strategic objectives are 
managed and reported to the Board.  Risks recorded on the Corporate Risk Register may also 
appear on the BAF if they have the potential to compromise delivery of corporate strategic 
objectives.  Not every high scoring item of the Corporate Risk Register will appear on the BAF, 
and not all BAF entries will appear on the Corporate Risk Register, which is a tool for the 
management of operational risk.    
 
The Director of Governance and Risk produces the BAF and oversees the relationship 
between the BAF and the Corporate Risk Register.   

 
6.3 Board engagement in risk management 

 
As well as structure, a mature risk management culture requires risk management to be at the 
heart of board level discussion. To enhance the maturity of existing conversations at board 
level, one of the aims of this strategy is to create a clear link between assurance, risk 
management, corporate governance and regulation. Using the agreed risk appetite matrix, the 
Board can set out a framework within which all risk should be considered, linking objectives, 
business planning and risk appetite. This will also help to develop an approach that engenders 
risk forecasting. 
 
The Board will receive a quarterly Corporate Risk Register for consideration and adoption, as 
recommended by the Quality & Performance Committee.  The Board will also receive a 
quarterly Board Assurance Framework, proposed by the Director of Governance and Risk.  
The Board will use both of these documents to guide its agenda setting, further information 
and assurance requests and to inform key decision making, particularly about the allocation of 
financial and other resources. 

 
To this end, each adopted iteration of both the Corporate Risk Register and the BAF will be 
sent by the Board to  
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• the Finance and Investment Committee to inform financial decision making and 
budget setting 

• the Audit Committee to inform the planning of audit activity 
• the Workforce and Organisational Development Committee to inform human 

resources and training and development decisions       
 
7. PROVIDE THE TOOLS AND TRAINING TO SUPPORT RISK MANAGEMENT 

In order to develop a culture for risk management and to ensure successful implementation of 
this strategy, there needs to be a targeted training programme for staff to supplement existing 
training provision. 
 
Risk management training and awareness already occurs in a number of different methods. 
The Board will have a training and awareness raising session on risk management once a year 
as part of the board development programme, and risk, governance and quality feature in a 
number of leadership development programmes.  The training and development programmes 
for Divisional Management teams will include significant amounts of risk management training.      
 
We recognise that in order to implement this strategy successfully we will need to develop a 
more structured risk management training programme to increase staff knowledge and 
understanding of risk management for specific staff groups.  That training will help to embed a 
consistent language of risk management, including concepts such as controls, mitigations, 
assurances and target risk. This will enhance the quality of conversation and consistency of 
approach. We will therefore review the existing training programme and training materials to 
ensure appropriate knowledge and skills in risk management at different levels of the 
organisation. 
 
Management of risk at Operational levels is supported by Governance Leads. We aim to 
further standardise, develop and support these roles to ensure the delivery of this strategy. We 
will also create local ownership of risk management through involvement of staff in designing 
the tools to manage risk and training programmes.  

 
Increasing transparency of the Divisional, Care Group and Corporate Directorates risk 
registers will support all risk management activity, and will be achieved by utilising the risk 
register module within the DatixWeb incident reporting system.  This will allow for ease of 
transference of risks and enable incidents, claims and complaints to be linked to specific 
identified risks. 

 
8. EMBED THE TRUST’S RISK APPETITE IN DECISION MAKING 

Considered risk taking is encouraged in order to support innovation, research & development 
within authorised and defined limits. The priority is to mitigate those risks that impact on safety, 
and reduce our financial, operational and reputational risks. 

 
8.1  Acceptable Risk 
 

The Trust acknowledges that some of its activities may, unless properly controlled, create 
organisational risks, and/or risks to staff, patients and others. The Trust will therefore make all 
efforts to eliminate risk or ensure that risks are contained and controlled so that they are as low 
as reasonably practical. 
 
However it is not always possible to reduce or mitigate an identified risk completely and it may 
be necessary to make judgments about achieving the correct balance between benefit and 
risk. A balance needs to be struck between the costs of managing a risk and the benefits to be 
gained.   
A decision must therefore be made regarding the level at which a risk would be deemed 
tolerable. A risk is considered acceptable when there are adequate control measures in place 
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and the risk has been managed as far as is considered to be reasonably practicable. Tolerated 
risks should be brought to the attention of Quality & Performance Committee through 
Divisional risk registers or the Corporate Risk Register on an annual basis. 

 
Where a risk has been reduced to the point where the cost of further controls to reduce the risk 
outweigh the benefit they may provide, it may not be considered reasonably practicable to 
implement those controls. However, such position must be fully demonstrated before it can be 
accepted. Risks requiring a cost benefit analysis must be discussed at the Quality & 
Performance Committee for wider debate and decision on ‘acceptability’ 

 
8.2  Risk Appetite.  
 

Risk appetite can be defined as the amount of risk, on a broad level, that an organisation is 
willing to accept in the pursuit of its strategic objectives. 
 
Risk appetite is a core consideration in any corporate risk management approach. No 
organisation, whether in the private, public or third sector can achieve its objectives without 
taking a risk. The question for the decision-makers is how much risk do they need to or are 
prepared to take. 
 
The UK Corporate Governance Code states that “the board is responsible for determining the 
nature and extent of the significant risks it is willing to take in achieving its strategic decisions”. 
As well as meeting the requirements imposed by corporate governance standards, 
organisations are increasingly being asked to express clearly the extent of their willingness to 
take risk to meet their strategic objectives. 
 
Risk appetite, correctly defined, approached and implemented, should be a fundamental 
business concept that makes a difference to how organisations are run. The strategy will be to 
develop an approach to risk appetite that is practical and pragmatic, and that makes a 
difference to the quality of decision-making, so that decision-makers understand the risks in 
any proposal and the degree of risk to which they are permitted to expose the organisation 
while encouraging enterprise and innovation. 
 
The Trust’s risk appetite is expressed in two key ways.  Firstly, through the score attributed to 
particular risk impacts, and secondly through the approach to risks which have specific overall 
risk scores.    

 
8.3 Risk impact scores. 

 
The Trust uses a risk matrix which is common across the NHS and based on AS/NZS 
4360:1999, a globally recognised standard for risk measurement and management. 

 
RISK GRADING MATRIX IMPACT 

LIKELIHOOD 1 Insignificant 2 Minor 3 Moderate 4 Major 5 Extreme 
1 Rare:  
This will probably never happen 

1 2 3 4 5 

2 Unlikely:  
Do not expect it to happen 

2 4 6 8 10 

3 Possible:  
Might happen occasionally 

3 6 9 12 15 

4 Likely:   
Will probably happen 

4 8 12 16 20 

5 Almost certain: 
 Will undoubtedly happen 

5 10 15 20 25 

 

Page 67 of 150



Describing the types of impact which attract each of the scores from 1 to 5 is another key way 
that the Trust can indicate its risk appetite.  A table of example risk impacts is set out at 
Appendix 4 and will be included in the Risk Assessment Policy to ensure that staff are guided 
by the Trust’s Risk Appetite in attributing impact scores to reported risks.  

 
  Very low and low risks (1-8) 

 
Most risks will be graded into these less serious categories and can normally be managed 
through local action by line managers and local risk registers. 

Risk Further Action By Whom 
Very low 

 
Score 1-3 

Acceptable 
 
• Inform all appropriate 

stakeholders 
• Take action to reduce risk 

where necessary and 
within authority 

• Maintain electronic 
records via Datix 

All staff 

Low 
 

Score 4-8 

Acceptable risk. As above 
plus: 
• Discuss whether any 

further action should be 
taken to reduce future 
risk 

• Report to local 
governance group for 
management 

Departmental 
Lead/Supervisor/Ward 
Manager/Team Leader 

 
Moderate risks 
 
Those risks classed as moderate will be addressed by a Clinical Director of the service area, 
Deputy Directors or Associate Directors. Where risks are complex, separate risk assessments 
and action plans must be recorded on Datix for all identified moderate risks to determine the 
most appropriate way of dealing with the risk. This will be reported to the appropriate group e.g. 
Divisional Governance Group. Further action may also include a requirement to discuss the risk 
at the Trust Quality and Performance Committee. 

Risk Further Action By Whom 
Moderate 

 
Score 9-12 

Considerable risk 
 
• For complex risks, 

complete and record full 
risk assessment and 
action plan on Datix 

• Inform all appropriate 
stakeholders 

• Take action to reduce 
risk within authority 

• All risk updates recorded 
on Datix 

• Discuss further actions to 
be taken to reduce risk 

• Upload all supporting 
information to Datix e.g. 

Clinical Directors 
Deputy Directors 

Associate Directors 
General Manager 
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High risks (15+) 
 
All high risks will be recorded on the corporate risk register and reported 4 times per year by the 
Director of Governance and Risk to the Board to approve action plans and monitor progress. 

 
8.4  Risk Registers 

 
Speciality Risk Registers 
 
All specialities are required to maintain a risk register of identified risks; these can be proactive 
or reactive risks pertinent to the service or area and monitored at least monthly by the 
responsible team.  Risks scoring 10 or below can be managed at speciality level.   
 
Care Group Risk Registers 
 
These are held by each Care Group and monitored monthly by the responsible team. 
Speciality risk registers are reviewed regularly by the Care Group governance committee 
where high level risks (scoring 12 or above) identified at local level can be discussed and 
agreed for inclusion on the Care Group risk register. 
 
Divisional Risk Registers 
 
These are held by each Division and monitored quarterly by the responsible team. Any risk 
that the Care Group cannot manage, that has the potential to affect the Division as a whole, or 

reports, business cases 
• Report to Divisional 

Governance Group for 
management 

• Place on to Specialty risk 
register and Divisional 
risk register if requires 
divisional management 

• Risk to be 
managed/monitored at 
specialty/divisional 
governance group 

• Risks to be discussed 
with the Divisional 
Management Team on a 
monthly basis 

Risk Further Action By Whom 
High 

 
Score 15-25 

Significant risk. As above 
plus: 
 
• Corporate risk register 

will be reviewed xxx 
times a year at Q&P 
Committee 

• Corporate risk register 
will be reviewed by the 
Trust Board 4 times a 
year. 

Executive Directors 
Divisional 

Directors/Management Team 
Deputy/Associate Directors 

Associate Director of 
Governance and risk/Quality 
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scores 15 or above should be discussed and potentially be escalated to the Divisional risk 
register. 
 
Corporate Risk Register 
 
Divisional Risk Registers will be appraised quarterly at the Quality and Performance 
Committee where management of risks will be assessed.  Risks scored 15 or above will be 
discussed and consideration given to whether escalation to the draft Corporate Risk Register 
is required. 

 
9. MEASURE THE IMPACT OF IMPLEMENTATION OF THE RISK MANAGEMENT 

STRAGETG/POLICY 
There is a need to measure the impact of the strategy, to measure its effectiveness in 
developing the maturity of the Trust’s risk management framework. We will therefore review 
the strategy on an annual basis and its implementation plan on a quarterly basis, via the 
Quality & Performance Committee. 
 
In order to measure the impact of implementation of this strategy, we will complete an annual 
risk maturity assessment to evaluate performance and progress in  

• developing and maintaining effective risk management capability, and  
• assessing the impact on delivering effective risk handling and required/planned 

outcomes.  
 

Amongst the measures we will use to measure the impact of the implementation of the 
strategy are 

• Audit of Committee minutes to show risk is discussed 
• Audit of risk review dates to ensure timely review 
• Audit of whether risk scores change at appropriate rates and how quickly risks appear 

on, and are removed from, risk registers 
• The extent to which risk is cited in decision making at divisional and corporate levels 
• Audit of incidents and complaints to identify whether  

o they feed through into risk registers 
o the identification and management of a risk leads to a decrease in associated 

incident and complaints 
• Audit of whether learning about  / from risks is shared across divisions and specialties    

 
Tools to measure implementation of the strategy may vary from year to year to reflect other 
audit and governance activity in hand. 

 
10. EQUALITY IMPACT STATEMENT 

The 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 Strategy has been assessed accordingly. 
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11. MONITORING COMPLIANCE WITH THE RISK MANAGEMENT STRATEGY 
 

Element to be 
monitored Lead Tool Frequency Reporting 

arrangements 

Leads for 
Acting on 

Recommenda
tions 

Risk Management 
structure and 
committee 
functions are 
operating as per 
this Strategy 

Head of Risk 
Management 

• Internal 
Audit 

Annually Reported to: 
• Trust Board 
• Audit Committee 
• Quality & 

Performance 
Committee 

Head of Risk 
Management 

Local management 
of risk (risk 
registers) is 
operating as set 
out in this strategy 

Head of Risk 
Management 

• Internal 
Audit 

Annual Reported to: 
• Trust Board 
• Audit Committee 
• Quality & 

Performance 
Committee 

Divisional 
Management 
Teams 

 
12. ASSOCIATED DOCUMENTATION 

The following internal and external documents support the implementation of the Risk 
Management Strategy  

 
 

Internal – these can be found on the Trust’s Intranet site. 
 
• Duty of Candour and Being Open Policy 
• Claims Management Policy 
• Transformation Programme Development (Including Quality Impact Assessment) 
• Health and Safety Policy 
• Major Incident Response Policy 
• Maternity Risk Management Strategy  
• Adverse Event and Near Misses Management Policy 
• Serious Incident Requiring Investigation Management Policy 
• Complaints Concerns Comments and Plaudits Management Policy 
• Risk Assessment Policy 
• Raising Concerns (Whistleblowing) Policy 

 
If, for any reason, a member of staff does not have access to the Trust Intranet a hard copy 
can be made available by their line manager or the Risk Management Department 

 
External: 
 
• An Organisation with a Memory: Department of Health 2000 www.dh.gov.uk 
• Building a Safer NHS: Department of Health (2002) www.dh.gov.uk 
• Building a Memory: preventing harm, reducing risks and improving patient safety: 

National Patient Safety Agency (2005) www.npsa.nhs.uk 
• Being Open: National Patient Safety Agency (2005) www.npsa.nhs.uk 
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http://www.porthosp.nhs.uk/Downloads/Policies-And-Guidelines/Health-and-Safety-Policies/Health_and_Safety_Policy.doc
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http://www.porthosp.nhs.uk/Downloads/Policies-And-Guidelines/Management-Policies/Complaints_Concerns_Comments_and_Plaudits_Management_Policy.doc
http://www.porthosp.nhs.uk/about-us/policies-and-guidelines/policies/Health%20and%20Safety/Risk%20Assessment%20Policy.doc
http://www.porthosp.nhs.uk/Downloads/Policies-And-Guidelines/Human-Resources-Policies/Whistleblowing_Policy.doc
http://www.dh.gov.uk/
http://www.dh.gov.uk/
http://www.npsa.nhs.uk/
http://www.npsa.nhs.uk/


• National Standards, Local Action, Health and Social Care Standards and Planning 
Framework: Department of Health (2004) www.dh.gov.uk 

• Assurance: The Board Agenda: Department of Health. (2002) www.dh.gov.uk 
• The Handbook to the NHS Constitution www.dh.gov.uk 
• Acute Hospitals: Provider Handbook www.cqc.org.uk 
• The NHS Outcomes Framework 2013/14 – DoH www.dh.gov.uk 
• Equity and Excellence: Liberating the NHS – DoH 2010 www.dh.gov.uk 
• Assurance: The Board Agenda – DoH 2002  
• Management of Risk: A Strategic Overview – HM Treasury 2000 

 
 

13. REVIEW 
This Strategy will be reviewed in 2021, unless requirements change.  
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Appendix 1: Diagrammatic representation of route from ward to Board 
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Appendix 2: Duty of Key Individuals in the Risk Management Framework 
 
Chief Executive: is the Accountable Officer for the Trust and has overall responsibility for the 
management of risk. The Chief Executive has delegated this responsibility to an Executive Lead for 
Risk Director of Governance and Risk The Executive Lead for Risk is responsible for reporting to 
the Trust Board on the development and progress of Risk Management, and for ensuring that the 
Risk Management Strategy is implemented and evaluated effectively. 
 
Executive and Non Executive Directors: 
The Executive and Non Executive Directors have a collective responsibility as a Trust Board to 
ensure that the Risk Management processes are providing them with adequate and appropriate 
information and assurances relating to risks against the Trust’s objectives. 
 
Non-Executive Directors: have a responsibility to scrutinise and, where necessary, challenge the 
robustness of systems and processes in place for the management of risk. 
 
Director of Governance and Risk: is the Executive lead for clinical and corporate governance, 
and operational and strategic risk. In partnership with the Medical Director and Chief Nurse, the 
post holder ensures organisational arrangements are in place, which satisfy legal requirements of 
the Trust with regard to the quality and safety arrangements for patients and staff; including 
delivery of processes to enable effective risk management and clinical standards.  The Director of 
Governance and Risk is also responsible for the work of the Board and its Committees and for 
ensuring integration of their activities with respect particularly to their governance and regulatory 
responsibilities, and for management of the Board Assurance Framework. 
 

Chief Operating Officer: has executive responsibilities, which include effective and safe delivery 
of clinical services through effective operational governance arrangements across the organisation. 
 

Chief Financial Officer: has executive responsibility for the financial governance arrangements 
throughout the organisation, including overseeing financial performance management at corporate 
and Directorate level 
 

Associate Director of Governance and Risk supports the Director of Governance and Risk, 
Chief Nurse and the Medical Director with regard to their safety and risk management 
responsibilities. This includes overseeing the risk management function, encompassing the Trust 
Risk Register, Statement on Internal Control and compliance with the requirements of the CQC 
standards. 
 
Risk Management Team: has responsibility for the operational delivery and implementation of the 
Risk Management Strategy/Policy and associated policies/processes. 
 
Divisional Management Teams: the teams comprise a Divisional Director (Clinical), Divisional 
Operational Director and Divisional Nursing / Medical Director, who have delegated authority and 
responsibility for: directing governance activity; managing risk and developing monitoring systems 
for providing assurance that activity is being carried out appropriately. This includes approving the 
provisional addition of new risks to the Divisional Risk Registers, prior to their formal consideration 
by Divisional Clinical Governance Committees.  The Teams are also responsible for escalating any 
issues up through the governance structure.  
 
Managers: have delegated responsibility and authority with regard to the management of quality, 
risk and performance within their specific spheres of activity included in their job descriptions. 
Managers are also responsible for escalating issues up through their designated governance 
structures.  
 
Governance Leads:  Governance Leads support the Divisional Management Teams in the day to 
day identification, assessment, management and reporting of risk.     
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All Staff: are responsible for their own and others health and safety within their immediate 
workplace and for participating in the wider governance, quality and risk management activities, as 
appropriate, and have these responsibilities included in their job descriptions. Staff are also 
responsible for escalating issues and risks up through their designated line management 
structures. 
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Appendix 3: Organisational Committee Structure 
                                        

                Board of Directors 
                

                                        
                                        
                                        

  

Appointments & 
Remuneration 

Committee 
  

Charitable Funds 
Committee 

  
Audit Committee 

    

Finance & 
Infrastructure 

Committee 

 

Quality & 
Performance 
Committee 

 

Workforce & 
Organisational 
Development 

Committee 

                                         
                                        
                Advisory Groups                 
                

 
    

 
                

        
Integrated 

Improvement 
Board 

 

Senior 
Management Team 

    
Executive 

Management Team 

 

Strategy 
Development 

Group 
      

 
 

                                      

                    

  
Performance & Accountability Meetings 

  
                     
 
 
 
 

Page 76 of 150



 
Appendix 4 – risk impact descriptors 
 

Descriptor Insignificant Minor Moderate Major Extreme 

Score 1 2 3 4 5 

 
Impact on 

individual Patient/ 
Employee/Visitor 

Safety 

 
 

Minor injury not requiring first aid. 

 
No permanent injury 

(psychological, emotional, 
physical) Minor injury or illness, 

first aid treatment required. 

Semi-permanent injury 
(psychological, emotional, 

physical). increase in treatment for 
a patient i.e. return to surgery, an 

unplanned readmission 
RIDDOR/Agency reportable. 

 
Permanent injury, serious 

disability, reduced life expectancy 
(psychological, emotional, 

physical). 

 
 

Unexpected death. 

Patient Experience Unsatisfactory patient experience not 
directly related to patient care. 

Unsatisfactory patient experience 
readily resolvable. Mismanagement of patient care. Serious mismanagement of patient 

care. 
Totally unsatisfactory patient 

outcome or experience. 

 
Complaints/Claims 

 
Locally resolved complaint. Justified complaint peripheral to 

clinical care. 

Below excess claim. Justified 
complaint involving lack of 

appropriate care. 

Claim above excess level. Multiple 
justified complaints. 

Multiple claims or single major 
claim. 

Objectives/ 
Projects 

Insignificant cost increase/schedule 
slippage. Barely noticeable reduction 

in scope or quality. 

<5% over budget/schedule 
slippage. Minor reduction in 

quality/scope. 

5-10% over budget/schedule 
slippage. Reduction in scope or 

quality. 

10-25% over budget/schedule 
slippage. Doesn’t meet secondary 

objectives. 

>25% over budget/schedule 
slippage. Doesn’t meet primary 

objectives. 
Clinical Service/ 

Business 
Interruption 

 
Local interruption with back up. 

 
Local interruption. 

 
Loss/interruption > 1 hour. 

 
Loss/interruption > 8 hours. 

 
Loss/interruption > 24 hours. 

 
Staffing & 

Competence 

 
Short term low staff level temporarily 

reduces service quality (<1 day). 

 
On-going low staffing level 

reduces service quality. 

Late delivery of key objective/ 
service due to lack of staff. Minor 

error due to poor training. On- 
going unsafe staffing level. 

Uncertain delivery of key objective 
/service due to lack of staff. 

Serious error due to poor training. 

Non-delivery of key objective/ 
service due to lack of staff. Loss 
of key staff. Critical error due to 

insufficient training. 
Financial Less than £100. <£1000 but >£100. <£10,000 but >£1000. <£100,000 but >£10,000. <£100,000 to reduce the risk. 

 
Inspection/Audit Minor recommendations. Minor non- 

compliance with standards. 
Recommendations given. Non- 

compliance with standards. 

Reduced rating. Challenging 
recommendations. Non- 

compliance with core standards. 

Enforcement Action. Low rating. 
Critical report. Major non- 

compliance with core standards. 

Prosecution. Zero rating. 
Severely critical report. 

Adverse Publicity/ 
Reputation 

 
Rumours. Local media – short term. Minor 

effect on staff morale. 
Local media – long term. 

Significant effect on staff morale. 

 
National media < 3 days. 

National media >3 day. MP 
concern (Questions in the 

House). 
 

Counter Fraud Interception of non-recurring fraud 
with no losses. 

Small losses incurred from 
fraud/error but no evidence to 

support sanctions. 

Investigation leading to minor 
disciplinary sanction only. 

Criminal investigation and possible 
dismissal. Local press coverage. 

Criminal investigation. National 
press coverage. Poor systems 

exposed. 
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TRUST BOARD PUBLIC – JULY 2018   Agenda Item Number: 129.18 
      Enclosure Number: 8 

Subject: Quality Improvement Plan Update  

Prepared by: 
Sponsored & Presented by: 

Theresa Murphy, Chief Nurse 

Theresa Murphy, Chief Nurse  

Purpose of paper Give the Trust Board oversight of the Improvement Plan 

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 

• Monthly audit of nursing documentation continues with feedback 
to ward managers, matrons and Heads of Nursing on good 
practice and areas of focus.  

• Following the implementation of the FFT text messaging service, 
we are now reporting above national average returns for ED. 

• We have secured two additional safeguarding posts (one from 
the university) who will be directly supporting wards and 
departments with enhanced compliance on MCA and DOLS. 

• Prevent training had come up to 33% (May 2018) and weekly 
monitoring of this is in place. 

• The Medicine CSC has no overdue SI reports, all other CSCs 
are expected to follow this good practice. 

• Appointment of Lead Nurse for Dementia is planned for 3rd July 
2018. 

• Workforce vacancy rates are being monitored weekly. 
• Medication safety – the Chief Pharmacist is overseeing the NHSI 

action plan which was presented to SMT on 27th June 2018. 

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

The Chief Nurse requests that the Trust Board reviews the full QIP 
and reserves the right to have a deep dive or an exception report on 
any aspect of the plan. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

• The Chief Nurse requests that the Quality and Performance 
Committee overseas the plan 

• Weekly compliance oversight of the QIP by the Chief Nurse  

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Equality Impact Assessments are planned for the Deputy Director of 
Nursing April 2018, across all domains.  Dynamic QIP will assist the 
Trust in meeting its legal obligations. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

The QIP is being shared with our Patient Experience Committee 

 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities QIP supports deliver across all quality priorities 

Board Assurance Framework/ 
Risk Register Reference BAF 9,1,4,5,6,3,7,10,12,15,16,17,13,14 

Risk Description As above. 
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CQC Reference All CQC domains 

 

Committees/Meetings at which paper has been discussed/ approved: Date 

Quality and Performance Committee June 2018. 

 

Page 79 of 150



Latest Value

Valuing the Basics Good Governance Organisation that learns

Actual Target Last month Last year
Differ

to target Actual Target Last month Last year
Differ

to target Actual Target Last month Last year
Differ

to target

87.2% 90.0% 92.3% 0.0% -2.8% 38 0 34 0 38 8.3% 5.0% 8.0% 0.0% 3.3%

90.2% 95.0% 95.5% 0.0% -4.8% 18 0 24 0 18 22.7% 5.0% 22.6% 0.0% 17.7%

97.1% 95.0% 97.6% 0.0% 2.1% 127 0 129 0 127 61.0% 70.0% 61.0% 0.0% -9.0%

0 0 0 0 0 0 0 0 0 0 69.0% 80.0% 69.0% 0.0% -11.0%

0.0% 85.0% 76.6% 0.0% -85.0%

79.6% 85.0% 77.8% 0.0% -5.4%

Please note that the FFT staff data is quarterly

Supporting Vulnerable Patients Moving beyond safe Urgent Care

Actual Target Last month Last year
Differ

to target Actual Target Last month Last year
Differ

to target Actual Target Last month Last year
Differ

to target

0.0% 85.0% 95.6% 0.0% -85.0% 0.4 0.3 0.0 62 65 0

91.0% 85.0% 90.7% 0.0% 6.0% 1719 1500 0 60 46 0

95.0% 85.0% 94.9% 0.0% 10.0% 189 132 0 176 170 0

81.0% 85.0% 80.8% 0.0% -4.0% 76 65 0 474 472 0

95.0% 85.0% 95.0% 0.0% 10.0% 8 7 0 43 58 87

80.0% 85.0% 80.4% 0.0% -5.0% 9 4 0 72.8% 76.9% 0.0%

0.0% 90.0% 73.6% 0.0% -90.0% 107.1 0.0 107.9 0.0 107.1 237 214 0

99.0% 95.0% 99.0% 0.0% 4.0% 0 0 0 0 0 6.5% 6.5% 6.4%

Please note that the readmission figures are always one month in arrears

33.0% 0.0% 23.3% 0.0% 33.0% 1 3 2 0 -2 2 0 0

7 0 6 0 1463 633 0

0 0 0 0

Compliance on MCA and DoLs Training:

Compliance on MCA Introduction:

Compliance on MCA Enhanced:

Compliance on DoLs Introduction:

Compliance on DoLs Enhanced:

Nursing documentation monthly audit compliance (unvalidated ):

Friends and Family test - % recommended ED:

Friends and Family test - % recommended Inpatients:

Number of same sex breaches:

Compliance on Level 1 - 4 Safeguarding Training:

Prevent and Wrap Training:

E coli infections post admission (48 h):

C difficile infections:

Avoidable MRSA bacteriaemia:

HSMR:

% Mental Health risk assessments completed in ED 
(average):

% Stage 1 Dementia Assessments completed:

Number of reported 'death' incidents:

Number of reported 'severe' incidents:

Number of reported 'moderate' incidents:

Number of reported 'near miss' incidents:

Number of reported incidents:

Number of SIRIs / 1000 bed days:

Duty of Candour:

Number of non-reviewed risks:

Number of overdue SIRI reviews:

Number of complaints over deadline: Vacancy rates - Trust:

Vacancy rates - Band 5 Nurses:

Friends and Family test - Staff recommend as a place to 
work*:

Friends and Family test - Staff recommend to their 
friends and family*:

Face to face essential skills compliance training 
completed:

Appraisal rate compliance:

Portsmouth Hospital NHS Trust - KPI dashboard - May 2018

15 Minute Ambulance Handover Delay:

Number of avoidable deaths:

01/05/2018 01/04/2018 01/05/2017

Number of outliers:

% patients seen by a consultant < 14 hours  (medicine 
and MOPRS):

Number of patients awaiting a bed in ED at 08:00 with 
DTA:

% unplanned readmissions within 30 days:

12 Hour Trolley Wait:

Number of OOH patient moves (21:00 - 00:00) ave per 
day:

Number of OOH patient moves (00:01 - 07:00) ave per 
day:

Number of MFFDs at month end:

Number of stranded patients at 7 days:
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Aim Metric Data source

Number of SIRIs / 1000 bed days: Quality Performance Report (Information Services)

Number of reported 'near miss' incidents: Quality Performance Report (Risk Department)

Number of reported 'moderate' incidents: Quality Performance Report (Risk Department)

Number of reported 'severe' incidents: Quality Performance Report (Risk Department)

Number of reported 'death' incidents: Quality Performance Report (Risk Department)

HSMR: Quality Performance Report (Information Services)

Avoidable MRSA bacteraemia: Quality Performance Report (Infection Prevention)

C difficile infections: Quality Performance Report (Infection Prevention)

E coli infections post admission (48 h): Quality Performance Report (Infection Prevention)

Number of avoidable deaths: Head of Information Services

Number of OOH patient moves (21:00 - 00:00): Quality Performance Report (Operations Centre)

Number of OOH patient moves (00:01 - 07:00): Quality Performance Report (Operations Centre)

Number of MFFDs at month end: Unscheduled Care Team - Information Services

Number of stranded patients at 7 days: Unscheduled Care Team - Information Services

Number of outliers: Quality Performance Report (Operations Centre)

% patients seen by a consultant < 14 hours  (medicine and 
MOPRS):

Unscheduled Care Team - Information Services

Number of patients awaiting a bed in ED at 08:00 with DTA: Unscheduled Care Team - Information Services

% unplanned readmissions within 30 days: Readmissions file - Information Services

12 Hour Trolley Wait: Unscheduled Care Team - Information Services

15 Minute Ambulance Handover Delay: Unscheduled Care Team - Information Services

Compliance on Level 1 - 4 Safeguarding Training: Learning and Development

Compliance on MCA and DoLs Training: Learning and Development

Compliance on MCA Introduction: Quality Performance Report (Associate Director of Nursing)

Compliance on MCA Enhanced: Quality Performance Report (Associate Director of Nursing)

Compliance on DoLs Introduction: Quality Performance Report (Associate Director of Nursing)

Compliance on DoLs Enhanced: Quality Performance Report (Associate Director of Nursing)

% Stage 1 Dementia Assessments completed: Quality Performance Report (Head of Nursing - MOPRS)

% Mental Health risk assessments completed in ED (average): Quality Performance Report (Associate Director of Nursing)

Prevent and Wrap Training: Learning and Development

Nursing documentation monthly audit compliance: Practice Transformation Team

Friends and Family test - % recommended ED: Quality Performance Report (Practice Transformation Team)

Friends and Family test - % recommended Inpatients: Quality Performance Report (Practice Transformation Team)

Number of same sex breaches:
Quality Performance Report (Associate Chief Nurse - 
Operations)

Number of complaints over deadline: Quality Performance Report (Practice Transformation Team)

Number of overdue SIRI reviews: Quality Performance Report (Risk Department)

Number of non-reviewed risks: Risk Department

Duty of Candour: Quality Performance Report (Risk Department)

Vacancy rates - Trust: Workforce

Vacancy rates - Band 5 Nurses: Workforce

Friends and Family test - Staff recommend as a place to work*: Workforce

Friends and Family test - Staff recommend to their friends and 
family*:

Workforce

Face to face essential skills compliance training completed: Learning and Development

Appraisal rate compliance: Workforce

The number of ambulances that waited in excess of 15 minutes from arrival to handing over the patient.

The percentage of staff compliant with their level 1 to 4 safeguarding training.

The number of MRSA bloodstream infection incidences identified.

The number of C.difficile incidences identified more than 72 hours from admission

The number of E.coli bloodstream infection incidences identified more than 48 hours from admission

The total number of deaths that could have been avoided, as per the Mortality Group.

The number of non clinical moves during 9pm and midnight.

The number of 'Near Miss' patient safety events, where the event was identified and stopped before it reached the patient.

The number of 'Moderate' patient safety events, where there was short term harm to the patient and required further treatments or procedure because of this.

The number of 'Severe' patient safety events, where there was permanent or long term harm caused.

The number of patient safety events, where the patient died due to the patient safety event.

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.  

Quality Improvement Advisory Group - KPI Dashboard data definitions

The percentage of staff who have had their appraisal completed.
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The number of incidents where the patients and/or other relevant person was not informed within 10 operational days since the safety incident (moderate and severe harm) has 
occurred or is suspected to have occurred.

The total Trust vacancy rates as per the HR dashboard.

The Band 5 Nurses vacancy rates as per the HR dashboard.

The percentage of staff who positively recommended their organisation as a place to work.

The percentage of staff who, if a friend or relative needed treatment would be happy with the standard of care provided by this organisation.

The percentage of staff that have completed their Deprivation of Liberty Standards Enhanced Training.

The percentage 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.

The number of non clinical moves during midnight and 7am.

The percentage of staff compliant with their face to face essential skills training.

The percentage of people who responded to the FFT questionnaire as either extremely likely or likely to recommend to a friend or family member.

The number of open SIRIs that exceeding the target date of 60 working days for submission to the Commissioners.

The total number of risks that were due to be reviewed in the month that were not.

The percentage of staff that have completed their Mental Capacity Act and Deprivation of Liberty Standards Training.

The percentage of staff that have completed their Mental Capacity Act Introduction Training.

The percentage of staff that have completed their Deprivation of Liberty Standards Introduction Training.

Definition

The number of patients affected by a mix sex accommodation breach in the month.

The number of complaints that were not responded to within the expected timeframe of 30 working days.

Trust wide percentage of Documentation compliance.

The percentage of staff that have completed their Mental Capacity Act Enhanced Training.

The number of inpatients that are identified as being Medically Fit For Discharge as at the end of the month.

The average number of inpatients with a length of stay of greater than 7 days in the month.

The average number of inpatients who are within a ward that falls outside of their CSC.

The percentage of MOPRS and Medicine patients that waited less than 14 hours to be seen by a consultant.

The total number of patients with a Decision to Admit in the month that were awaiting a bed as at 8am.

The percentage of patients that could have been readmitted within the 30 days of their discharge.

The number of patients who waited in excess of 12 hours from Decision to Admit to Admitted.

The average number of mental health risk assessments completed in ED.

The percentage of staff compliant on HealthWRAP (Prevent) training.

The percentage of people who responded to the FFT questionnaire as either extremely likely or likely to recommend to a friend or family member.

The number of SIRIs per 1,000 occupied bed days in the month.
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TRUST BOARD PUBLIC – JULY 2018 Agenda Item Number: 130.18 
Enclosure Number: 9 

Subject: Nursing - Safe Staffing 
Prepared by: 

Sponsored &Presented by: 

Nicky Sinden – Lead Nurse for Workforce 
Theresa Murphy – Chief Nurse 

Purpose of paper • To share the findings of the April 2018 adult in patient
Ward Based Staffing review

• To update Trust Board on NQB May 2018
recommendations on Safe Staffing

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 purpose of this report is to update the board with the 
current recommendations for safe staffing in the April 2018 
National Quality Board (NQB) paper – Supporting NHS 
Providers to deliver the right staff, with the right skills, in the 
right place at the right time.   

This paper provides the board with a report on the April 2018 
ward based staffing review findings. These recommendations 
have been achieved through a ward based staffing review 
using the Safer Nursing Care Tool (SNCT) overlaid by a 
professional judgment exercise. The findings were also 
mapped against the 2018/19 funded ward establishments, 
showing any dependency and acuity trends using historical 
establishment information.  

The paper provides a clear recommendation to Trust Board of 
the staffing levels required at ward level to maintain safe 
staffing and ensures the board is reviewing safe staffing every 
six months as required by the NQB. 

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

To note Safe Staffing Report and agree the internal move to 
staffing establishments to maintain safe skill mix and staffing 
numbers. 
To agree a temporary adjustment to staffing levels using 
Associate Practitioners (Nursing) and to utilise ward based 
funding to support high numbers of International RN starters 
from September 2018 onwards 

Next steps / future actions: 
Clearly identify what will follow 
the Trust Board’s discussion 

To incorporate the agreed actions into the Trust business 
planning cycle and Trust board reporting, as part of the 
workforce planning and quality monitoring in the Trust. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     
Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Links to Portsmouth Hospitals NHS Trust  Board Strategic Aims, Assurance 
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Framework/Corporate Risk Register 
Strategic Aim Strategic Aim 1: To deliver safe, high quality patient centred care 

Strategic Aim 4: Be a hospital whose staff recommend the Trust as 
a place to work and a place to receive treatment. 

BAF/Corporate Risk 
Register Reference (if 
applicable) 

1.1, 1.2, 1.3, 1.4, 1.9, 4.1, 4.3 

Risk Description 
CQC Reference All Domains 

Committees/Meetings at which paper has been approved: Date 
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 Introduction - NQB (2016) guidance on safe staffing1.

The updated guidance states ‘Key to high quality care for all is our ability to deliver services 
that are sustainable and well-led. In the past, quality and financial objectives have too often 
been regarded as being at odds with each other and therefore pursued in isolation. As set out 
in the Five Year Forward View, it is vital that we have a single, shared goal to maintain and 
improve quality, to improve health outcomes, and to do this within the financial resources 
entrusted to the health service. This means a relentless focus on planning and delivering 
services in ways that both improve quality and reduce avoidable costs, underpinned by the 
following three principles’: 

 Right care: Doing the right thing, first time, in the right setting will ensure patients get the 
care that is right for them, avoiding unnecessary complications and longer stays in hospital 
and helping them recover as soon as possible. 
 Minimising avoidable harm: A relentless focus on quality, based on understanding the 
drivers and human factors involved in delivering high quality care, will reduce avoidable harm, 
prevent the unnecessary cost of treating that harm, and reduce costs associated with litigation. 
 Maximising the value of available resources: Providing high quality care to everyone 
who uses health and care services requires organisations and health economies to use their 
resources in the most efficient way for the benefit of their community – any waste has an 
opportunity cost in terms of care that could otherwise be provided. See Diagram 1. 

Diagram 1 – Expectations required to deliver safe, effective, caring, responsive and well-led 
care 
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 Results of the April 2018 Ward Based Staffing Review 2.

A full ward based staffing review took place in April 2018. This review revealed some changes 
to ward based acuity. This process has been less labour intensive since the implementation of 
the SNCT research project and the ongoing development of Bedview to facilitate the data 
collection. These findings have been shared and discussed with the Heads of Nursing for a 
professional judgement exercise. The changes in acuity suggest  several wards staffing is 
rebalanced to meet these changes. This can be achieved within the current financial envelope 
of each CSC. Appendix 1 shows the full Ward Based staffing review.  

In addition to the Safer Nursing Care Tool (SNCT) review, all wards were assessed in relation 
to their skill mix, Care Hours per Patient Day (CHPPD) and their numbers of staff in post 
progressing to registration (Band 3’s and 4’s) and then how these staff can be used efficiently 
and safely within the ward based teams. 

Most wards have recruited Registered Nurses from Europe, Philippines and India who all 
require development as they progress to UK registration with the NMC. For European RN’s, 
this is to pass a high level English Language Assessment (IELTS or OET) and for International 
RN’s, this is to pass an OSCE assessment. These members of staff are currently employed as 
a band 3 or band 4. Band 4 staff are generally EU RN’s who have been assessed against 
Band 4 (Associate Practitioner-Nursing) competencies’ and can now work at a higher level 
within the ward teams and can replace one RN on a shift by shift basisif skill mix allows). In 
addition we have some Associate Practitioners (Nursing) who have been developed from 
HCSW’s to undertake an enhanced role and some EU RN’s who have been recruited as a 
band 4.  

To ensure the Associate Practitioners (Nursing) are used effectively and safely, maximum 
establishments have been mapped into each ward and the review shows the impact on skill 
mix within these areas. It should be noted that Associate Practitioners (Nursing) are not a 
registered workforce, however may be able progress to registration once the requirements for 
the Nursing Associate Register has been agreed by the NMC. It should also be noted that this 
group of staff cannot use the title Nurse or Nursing as directed by the NMC. 

These proposed changes to ward based staffing levels are temporary as we progress to staff 
achieving NMC registration and decisions regarding the Nursing Associate role and their 
registration. 

Vacancies3.

3.1 Registered Nurses 

In April 2018 there were 321 wte vacancies (13%) within the Registered Nurse 
workforce. 

Of the 321 wte vacancies, 267 wte are within the ward based teams. This has 
increased from 251 in March 2018 due to investment of 18 wte RN’s for ED and Pink 
ward in AMU. From March to April 2018 we have marinated our turnover of RN’s. 

There are 39 wte Associate Practitioners or RN’s progressing to UK Registration 
within the wards and departments. These individuals will either progress to 
Registration (32 wte) and band 5 or remain as career (7 wte) Associate Practitioners 
(Nursing) They currently sit in a band 5 budget line and the resulting ward based 
vacancies, if these are taken into consideration, is 228 wte. In addition to this 
substantive workforce we currently have 17wte EU RN’s progressing to UK 
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Registration contracted though NHSP (bank). This is a total of 56 wte band 3 or 4 
workers who are currently covering an RN vacancy. 
Temporary use of RN’s within the wards and departments (including any extra 
capacity beds) in April 2018 was 207 wte. (78 wte bank, 129 wte agency) 

Total temporary use of RN’s in April 2018 was 231 wte (96 wte bank, 134 wte agency) 
Included in this total are the non-ward based areas - out-patient areas, specialist nurse 
services, operations team, day units, hospital at night, governance and theatres. This 
equates to 87% of RN vacancies covered by a temporary workforce. 

3.2 Non-Registered 

In April 2018 there were 13 wte band 2, HCSW vacancies (1.4%) 

Temporary use of HCSW’s within the wards and departments in April 2018 was 207 wte (all 
bank). This includes any additional bed capacity requirements and provision of Enhanced 
Care Observation. (ECO) 

Total temporary use of HCSW’s in April 2018 was 207 wte (all bank).Table 1. Below shows a 
breakdown of the use of bank HCSW. 

Table 1. Bank HCSW wte use 

Area Wte Comments 
Ward based inc. ED and 
cover for enhanced 
observation (ECO) 

158.8 Approx 70 wte can be attributed to providing 
additional support for patients requiring enhanced 
observation. The remaining fill gaps in RN 
workforce that are not covered by RN temp and 
sickness across RN and HCSW workforce. 

Out-patient clinics and day 
units 

9.5 Including additional weekend lists in Endoscopy 

Theatres 1.92 
Extra Capacity 12.06 Staffing for renal day unit, Cardic day unit and E4 

ward 
Transfer team 4.54 Unfunded additional support to move patients 

from ED and AMU to the wards 
Intensive care areas (ITU & 
NICU) 

3.05 

NHSP EU RN’s progressing 
to UK registration 

17.0 These are currently being booked as HCSW via 
NHSP 

An Enhanced Care Observation (ECO) pool has been implemented to provide this support 
through this team, rather than being booked to the ward. Other bookings for the wards are 
being reviewed on a daily basis, with controls moving to Heads of Nursing on Monday 25 
June. 

4.0 Recruitment 

4.1 Registered Workforce 

We have a clear, multifaceted approach to RN recruitment. This includes generic and 
Specialty specific plans using alternative approaches and increased use of social media. 
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UK based newly qualified recruitment took place in March 2018. We have made offers to 46 
new RN’s, who are due to start in the Trust in September 2018. 

In previous years we had been very successful in recruiting RN’s from Europe,. These 
numbers have declined significantly since the introduction of NMC language requirements. In 
April 2018 the NMC saw a drop of 87% in EU RN’s joining the register. We do continue to 
recruit in the EU with NHSP and do attract small numbers of RN’s (4-6) 

Being mindful of the length of time it takes to recruit International RN’s, we have actively been 
recruiting in the Philippines and India since 2015. Since July 2017 we have been travelling to 
India or the Philippines every other month. This has now created a healthy pipeline of RN’s 
due to arrive in PHT. On top of 13 who started in June, there are 8 arriving in July, 20 in 
August, 20 in September with a pipeline of 300+ progressing and plans to start 20 per month. 

We have 4 different streams of International recruitment using both in country interviews and 
skype interviews. 

UK based adverts are a constant and recently have used very innovative approaches, 
including the Respiratory You Tube song. 

We offer ‘next day. Interviews to applicants 

4.2 Non-Registered Workforce 

We have been very successful in recruiting HCSW through various different routes. We offer 
apprentice and trainee routes, in addition to qualified Band 2 posts. Most recruitment is 
generic and we currently have a pipeline of HCSW’s available to fill vacancies as soon as they 
arise. 

5 Recommendations from Ward Based Staffing Review 

In addition to the overall review, each CSC has been individually reviewed to try and address 
any changes to the CSC ward based budgets. Part of the process has been to safely utilise 
the increasing number of RN’s progressing to UK registration (band’s 3 and 4) and career 
Associate Practitioners (Nursing), whilst maintaining skill mix and nurse to bed dependency. 
The numbers of RN’s progressing to UK registration are set to increase significantly from July 
2018 onwards as we start to see the large pipeline of nurses arriving in PHT (June 9 wte, July 
12 wte, August 20 wte, Sep 20 wte, Oct 20 wte and every month following). 

5.1 Medicine 

The SNCT review in medicine, along with professional judgement, suggests that several 
medical wards require adjustment. Concerns have also been raised by the Head of Nursing, 
Matrons and some Ward Managers. The medical wards have also recruited high numbers of 
RN’s in progress to UK registration. The three tables below show their current staffing, budget, 
proposed changes and the resulting staffing levels and budget 

The SNCT review showed that the dependency and acuity on E6/7 and E8 increasing over 
time (all included in full appendix 1). The acuity on D3 has decreased but dependency 
increased, due to the number of MFFD patients requiring additional HCSW support and a 
reduction in skill mix. 

It should be noted to maintain NICE and CQC recommendations and prevent red flag staffing 
events, that an RN cannot be replaced by a Band 4 at night as this will breach the 1 RN to 10 
patient ratio (wards with more than 30 beds)  
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Table 2. Medical Wards Current Staffing 

Table 3. Proposed changes to the Medical Wards staffing levels 

Table 4. Proposed new temporary staffing levels for Medical Wards 

The proposed changes are within budget, formalise the use of Associate Practitioners to 
maintain skill mix on a shift by shift basis (band 4’s) and increase the staffing numbers.  

It is requested that this be a temporary change to the ward budgets as we develop the RN’s 
progressing to UK registration and progress to full recruitment for RN’s. 

Medicine Current Budget RN HCSW RN HCSW N:B Skill Mix
C5 1,538,978£            7 3 4 3 1.24 65:35
C6 1,433,076£            6 4 4 2 1.16 63:37
C7 1,316,522£            6 1 5 1 1.46 85:15

D3 1,472,751£            6 4 4 2 1.24 63:37
E6/7 2,092,944£            8 4 7 3 1.43 68:32
E8 1,433,076£            6 4 4 2 1.16 64:36
Total Budget 10,604,155£          

D2 5 3 4 2

Day Night
Current Staffing

1.23 65:351,316,808£            

Summary of Changes
C5 Replace 1 x RN in the day with 1 x Associate Practitioner
C6 Replace 1 x RN in the day with 1 x Associate Practitioner
C7 Replace 1 x RN in the day with 1 x Associate Practitioner

Replace 1 x RN at night with 1 x  Associate Practitioner
D2 Replace 1 x RN in the day or at night with 1 x  Associate Practitioner
D3 Replace 1 x RN in the day with 1 x  Associate Practitioner

Replace 1 x RN at night with 1 x  HCSW
E6/7 Add 1 x Associate Practitioner to the day shift

Replace 1 x RN at night with 1 x  Assistant Practitioner
E8 Add 1 x AssociatePractitioner to the day shift

Medicine New Budget RN AP HCSW RN AP HCSW Skill Mix N:B
C5 1,531,006£         6 1 3 4 0 3 60:40 1.24
C6 1,425,141£         5 1 4 4 0 2 57:43 1.16
C7 1,235,564£         5 1 1 4 1 1 76:24 1.39

4 1 3 3 1 2
5 0 3 4 0 2

D3 1,429,189£         5 1 4 3 0 3 51:49 1.24
E6/7 2,156,955£         8 1 4 6 1 3 62:38 1.52
E8 1,511,903£         6 1 4 4 0 2 60:40 1.23
Total Budget 10,587,455£       

D2 60:40 1.221,297,697£         

Day Night
Proposed New Staffing
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5.2 MOPRS 

A similar review has taken place in MOPRS but the proposals relate to rebalancing the night 
shift staffing levels and formalising the use of Associate Practitioners (band 4’s) As with 
Medicine, MOPRS has a high number of vacancies for RN’s and have recruited high numbers 
of RN’s in progress to UK registration. MOPRS have also developed their own Associate 
Practitioners (band 4) who have recently qualified. 

With the exception of F4, all MOPRS wards are 30 beds or less, therefore the senior nurses 
within the CSC have requested that they change their night staffing model from 4+2 to 3+3 
without triggering a red flag event. 

Both F3 and G1 have an increased nurse to bed ratio to accommodate the increasing 
dependency and reduction in acuity in these two wards. 

Table 5. MOPRS wards current staffing 

Table 6. Proposed changes to MOPRS wards staffing levels 

MOPRS Current budget RN HCSW RN HCSW RN HCSW Skill mix N:B
F1 781,834£        2/3 3/2 2 3 2 1 55:45 1.7
F2 1,553,089£     6 4 5 4 4 2 62:38 1.46
F3 1,553,089£     6 4 5 4 4 2 57:43 1.51
F4 2,104,155£     8 3 8 3 7 3 72:28 1.64
G1 1,204,216£     4 3 4 3 3 2 60:40 1.51
G2 1,553,089£     6 4 5 4 4 2 62:38 1.51
G3 1,553,089£     6 4 5 4 4 2 62:38 1.46
G4 1,046,598£     4 3 4 3 3 2 49:51 1.51
Total 11,349,159£  

Current Staffing
Early NightLate

Summary of changes
F1 No change
F2 Replace 1 x RN in the day with band 4 Associate Practitioner

Replace 1 x RN at night with 1 HCSW
F3 Replace 1 x RN in the day with band 4 Associate Practitioner

Reduce by 1 x RN on an early
Increase by 1 x HCSW in the day
Replace 1 x RN at night with 1 HCSW

F4 Replace 1 x RN in the day with band 4 Associate Practitioner
Replace 1 x RN at night with 1 x Associate Practitioner

G1 Increase by 1 x HCSW at night
G2 Replace 1 x RN in the day with band 4 Associate Practitioner

Replace 1 x RN at night with 1 HCSW
G3 Replace 1 x RN in the day with band 4 Associate Practitioner

Replace 1 x RN at night with 1 HCSW
G4 No change
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Table 7. Proposed new temporary staffing levels to MOPRS wards 

The proposed changes are within budget, formalise the use of Associate Practitioners to 
maintain skill mix on a shift by shift basis (band 4’s) and increase the staffing numbers.  

It is requested that this be a temporary change to the ward budgets as we progress to full 
recruitment for RN’s. 

5.3 MSK 

The proposals for MSK relate to formalising the use of Associate Practitioners (band 4’s) As 
with Medicine and MOPRS, MSK has a high number of vacancies for RN’s and have recruited 
high numbers of RN’s in progress to UK registration. 

The SNCT review does not suggest any changes are required in MSK, but a requirement to 
formalise the use of Associate Practitioners to maintain skill mix across each shift 

Table 8. MSK wards current staffing 

Table 9. Proposed new temporary staffing levels on MSK wards 

The proposed changes are within budget, formalise the use of Associate Practitioners to 
maintain skill mix on a shift by shift basis (band 4’s) and increase the staffing numbers.  

It is requested that this be a temporary change to the ward budgets as we progress to full 
recruitment of RN’s. 

MOPRS New budget RN AP HCSW RN AP HCSW RN AP HCSW Skill Mix N:B
F1 781,834£        2/3 0 3/2 2 0 3 2 0 1 55:45 1.7
F2 1,538,110£    5 1 4 5 1 4 3 0 3 52:48 1.53
F3 1,524,933£    4 1 5 4 1 5 3 0 3 45:55 1.55
F4 2,084,045£    7 1 3 7 1 3 6 1 3 63:37 1.64
G1 1,287,479£    4 0 3 4 0 3 3 0 3 56:44 1.59
G2 1,538,110£    5 1 4 4 1 4 3 0 3 52:48 1.53
G3 1,538,110£    5 1 4 5 1 4 3 0 3 52:48 1.53
G4 1,046,598£    4 0 3 4 0 3 3 0 2 49:51 1.51
Total 11,339,219£  

Propsed New Staffing
Early NightLate

MSK Current budgeRN HCSW RN HCSW RN HCSW Skill mix N:B
D1 1,455,779£ 5 3 5 3 4 3 61:39 1.48
D4 1,279,062£ 5 2 4 2 4 2 69:31 1.32
D5 1,606,596£ 7 3 7 3 4 2 68:32 1.21
D6 1,805,851£ 7 5 7 5 4 3 60:40 1.46
Total 6,147,288£ 

Current Staffing
Early Late Night

MSK New budget RN AP HCSW RN AP HCSW RN AP HCSW Skill Mix N:B
D1 1,452,573£   4 1 3 4 1 3 4 0 3 55:45 1.5
D4 1,305,215£   4 1 2 4 1 2 4 0 2 62:38 1.37
D5 1,578,753£   6 1 3 6 1 3 3 0 3 62:38 1.2
D6 1,790,257£   6 1 5 6 1 5 4 0 3 55:45 1.47

Propsed New Staffing
Early Late Night
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5.4 Surgery and Cancer 

The proposals for Surgery and Cancer relate to formalising the use of Associate Practitioners. 
(band 4’s). Surgery have recruited high numbers of RN’s in progress to UK registration. 

The SNCT review does not suggest any changes are required in Surgery and Cancer staffing, 
but a requirement to formalise the use of Associate Practitioners to maintain skill mix across 
each shift 

Table 10. Surgery wards current staffing 

Table 11. Proposed new temporary staffing levels for Surgery 

The proposed changes are within budget, formalise the use of Associate Practitioners to 
maintain skill mix on a shift by shift basis (band 4’s) and increase the staffing numbers.  

It is requested that this be a temporary change to the ward budgets as we progress to full 
recruitment of RN’s. 

There are no proposed changes to the Haematology and Oncology ward at present as they do 
not currently have any Associate Practitioners, however as the International pipeline of RN’s 
progress into the Trust this will need to be reviewed. 

5.5 Emergency Medicine 

The Emergency Department has recently had a business case approved to increase their 
Nurse staffing levels. Due to the high skill mix this will include the use of Associate 
Practitioners to replace Registered Nurses permanently. 

The proposals for the Acute Medical Unit (AMU) relate to formalising the use of Associate 
Practitioners (band 4’s) AMU have recruited RN’s in progress to UK registration, with several 
more due to commence over the next few months. 

Surgery Current budgetRN HCSW RN HCSW RN HCSW Skill mix N:B
SAU 1,376,269£   6 2 6 2 4 2 72:28 1.35
E2* 1,347,513£   5 3 5 3 4 2 65:35 1.27
E3 1,448,807£   6 3 6 3 4 2 67:33 1.19
SHCU 710,896£       3 1 4 1 3 0 87:13 2.05
D7 1,577,676£   7 4 7 3 4 2 67:33 1.24

6,461,161£   

Current Staffing
Early Late Night

Surgery New budget RN AP HCSW RN AP HCSW RN AP HCSW Skill Mix N:B
SAU 1,359,811£ 5 1 2 5 1 2 4 0 2 65:35 1.34
E2* 1,337,948£ 4 1 3 4 1 3 4 0 2 60:40 1.37
E3 1,442,439£ 5 1 3 5 1 3 4 0 2 61:39 1.19
SHCU 710,896£     3 0 1 4 0 1 3 0 0 87:13 2.05
D7 1,565,349£ 6 1 3 6 1 3 4 0 2

6,416,443£ *70% of RN day shifts replaced with Band 4

Propsed New Staffing
Early Late Night
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The SNCT review does not suggest any changes are required in AMU staffing, but a 
requirement to formalise the use of Associate Practitioners to maintain skill mix across each 
shift 

Table 12. AMU current staffing 

Table 13. Proposed new temporary staffing for AMU 

It is requested that this be a temporary change to the ward budgets as we progress to full 
recruitment of RN’s.  

There are currently no proposals to adjust the staffing levels for Paediatrics, Gynaecology, 
Renal and Head and Neck wards, however the same model will be applied to these ward 
based areas as the numbers of new RN’s progressing to UK registration increase and any 
additional recruitment of career Associate Practitioners (Nursing) continues. 

5.6 Summary of all Proposed Changes and Proposals for Temporary Budget 
Adjustments 

Over the last 2 years the Trust has been recruiting International RN’s directly from the 
Philippines and India. More recently this recruitment has extended to other areas such as the 
West Indies and Africa, through skype interviews. The timeline for recruiting and International 
RN is 18 months and our pipeline of 200+ RN’s are now starting to arrive in the UK. The 
monthly arrivals from September 2017, has been 3-4. These numbers are now increasing 
month upon month with 40 predicted to arrive in September 2018 and each month following.  
The International RN’s have achieved their English Language level, but are required to pass 
an OSCE before they can be registered with the NMC. OSCE preparation is intensive and 
requires specific training from the Learning and Development department. The current 
capacity within L&D is to support maximum 10 OSCE trainees at any one time. This causes 
difficulties  if these RN’s fail and require more input. It is likely that the majority of individuals 
fail an OSCE at least once.  

It is proposed that the budget savings made through utilising an Associate Practitioner rather 
than a Registered Nurse are pooled centrally to provide L&D with 3 wte band 5/6 staff to 
provide the OSCE training for the high numbers of new starters. 

A full review of the OSCE programme has been undertaken by L&D who have confirmed that 
this additional support would allow them to process 20 wte each month through an OSCE and 
be able to provide the ongoing support for the OSCE fails. 

Emergency Current budgetRN HCSW RN HCSW RN HCSW Skill mix N:B
AMU 4,926,073£    18 8 18 8 15 7 70:30 2.06

Current Staffing
Early Late Night

New budget RN AP HCSW RN AP HCSW RN AP HCSW Skill Mix N:B
4,866,109£    16 2 8 16 2 8 13 2 7 62:38 2.06

Propsed New Staffing
Early Late Night
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Table 14. Proposed funding for Temporary OSCE support 

All CSC Heads of Nursing are supportive of this proposal and welcome the opportunity to 
share resources across the Trust, supporting the high numbers of new RN’s 

As more band 4’s join the organisation, this model will be applied to the other wards and 
departments not included in this initial proposal. 

6.0 NQB Fill Rate during 2015-16 and CHPPD 

NHS England released guidance in March 2014 requiring Trusts to publish monthly 
information in public board papers on the planned and actual staff numbers on duty for each 
ward in the Trust. Since June 2014 this has been uploaded via Unify and published on NHS 
Choices. The board currently receives this monthly information on the percentage of staff 
shifts filled and ward staff display publicly daily information shift by shift the staff available 
versus those that were planned for the shift. 

Table 15. Actual staff numbers and resulting skill mix 

CSC Funds available fye
Medicine 16,700.00£    
MOPRS 9,940.00£      
MSK 20,490.00£    
Surgery 44,718.00£    
AMU 59,964.00£    9months
Total 151,812.00£ 113,859.00£ 

band 5/6 27,635.00£    3wte 82,905.00£    
Oncost 24% 19,897.20£    
Total 102,802.20£ 
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The impact of the band 3 and 4 workforce can be seen in the actual skill mix reductions over 
time. The impact of agency RN restrictions, increasing vacancies and increased use of an 
unregistered workforce will also impact on the actual skill mix achieved across the Trust. 
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Table. 15. Care Hours Per Patient Day April 2018 

Total 
monthly 
planned 
staff hours

Total 
monthly 
actual staff 
hours

Total 
monthly 
planned 

staff hours

Total 
monthly 

actual staff 
hours

Total 
monthly 
planned 

staff hours

Total 
monthly 

actual staff 
hours

Total 
monthly 
planned 

staff hours

Total 
monthly 

actual staff 
hours

PHT TRUST 89465.5 80624.5 42313.0 50217.5 66930.0 62652.0 27260.8 35138.3 29228 156396 143277 69574 85356 5.4 4.9 2.4 2.9

A5,6 1749 1328 1110 1017 1035 1023.5 690 701.5 75.9% 91.6% 98.9% 101.7% 604 3.9 2.8 6.7 2784 2351.5 1800 1718.5 4.61 3.89 2.98 2.85
C5 2415 2263.5 1035 1413 1380 1276.5 1035 1276.5 93.7% 136.5% 92.5% 123.3% 1076 3.3 2.5 5.8 3795 3540 2070 2689.5 3.53 3.29 1.92 2.50
C6 2070 1924 1380 1735 1380 1253.5 690 943 92.9% 125.7% 90.8% 136.7% 1134 2.8 2.4 5.2 3450 3177.5 2070 2678 3.04 2.80 1.83 2.36
C7 1935 1780 345 682.5 1725 1656 345 598 92.0% 197.8% 96.0% 173.3% 317 10.8 4.0 14.9 3660 3436 690 1280.5 11.55 10.84 2.18 4.04
CAU 1455 1261 0 0 1035 1092.5 0 0 86.7% - 105.6% - 2490 2353.5 0 0
D1 1455 1589.5 1875 1406.5 1035 1207.5 1380 1127 109.2% 75.0% 116.7% 81.7% 793 3.5 3.2 6.7 2490 2797 3255 2533.5 3.14 3.53 4.10 3.19
D2 1725 1708 1035 1701 1380 1414.5 690 1104 99.0% 164.3% 102.5% 160.0% 864 3.6 3.2 6.9 3105 3122.5 1725 2805 3.59 3.61 2.00 3.25
D3 2070 1802.5 1380 1926 1380 1207.5 690 1127 87.1% 139.6% 87.5% 163.3% 1026 2.9 3.0 5.9 3450 3010 2070 3053 3.36 2.93 2.02 2.98
D4 1665 1241 765 1208 1380 1115.5 690 897 74.5% 157.9% 80.8% 130.0% 696 3.4 3.0 6.4 3045 2356.5 1455 2105 4.38 3.39 2.09 3.02
D5 2220 1598.5 1530 1571.5 1380 1081 690 770.5 72.0% 102.7% 78.3% 111.7% 851 3.1 2.8 5.9 3600 2679.5 2220 2342 4.23 3.15 2.61 2.75
D6 2640 1907.5 1875 2453 1380 1219 1035 1196 72.3% 130.8% 88.3% 115.6% 991 3.2 3.7 6.8 4020 3126.5 2910 3649 4.06 3.15 2.94 3.68
D7 2565 1976.5 1320 1160.5 1380 1219 690 874 77.1% 87.9% 88.3% 126.7% 1048 3.0 1.9 5.0 3945 3195.5 2010 2034.5 3.76 3.05 1.92 1.94
D8 2116.5 1703 690 877 1035 1081 690 931.5 80.5% 127.1% 104.4% 135.0% 684 4.1 2.6 6.7 3151.5 2784 1380 1808.5 4.61 4.07 2.02 2.64
E1 2220 1869.5 765 990 1380 1276.5 690 667 84.2% 129.4% 92.5% 96.7% 658 4.8 2.5 7.3 3600 3146 1455 1657 5.47 4.78 2.21 2.52
E2 1875 1417 1110 955.5 1380 1115.5 690 828 75.6% 86.1% 80.8% 120.0% 848 3.0 2.1 5.1 3255 2532.5 1800 1783.5 3.84 2.99 2.12 2.10
E3 2220 1671 1110 1056.5 1380 1219 690 782 75.3% 95.2% 88.3% 113.3% 978 3.0 1.9 4.8 3600 2890 1800 1838.5 3.68 2.96 1.84 1.88
E5 (ITU) 6983.5 6909 525.5 525.5 6681.5 6612.5 379.5 379.5 98.9% 100.0% 99.0% 100.0% 517 26.2 1.8 27.9 13665 13521.5 905 905 26.43 26.15 1.75 1.75
E6 2760 2807.5 1380 1812 2415 2219.5 1035 1575.5 101.7% 131.3% 91.9% 152.2% 273 18.4 12.4 30.8 5175 5027 2415 3387.5 18.96 18.41 8.85 12.41
E8 2070 1910 1380 2081 1380 1253.5 690 1138.5 92.3% 150.8% 90.8% 165.0% 1057 3.0 3.0 6.0 3450 3163.5 2070 3219.5 3.26 2.99 1.96 3.05
F1 765 847 1132.5 1337 690 690 345 701.5 110.7% 118.1% 100.0% 203.3% 390 3.9 5.2 9.2 1455 1537 1477.5 2038.5 3.73 3.94 3.79 5.23
F2 2085 1911 1530 2030 1380 1184.5 690 1150 91.7% 132.7% 85.8% 166.7% 904 3.4 3.5 6.9 3465 3095.5 2220 3180 3.83 3.42 2.46 3.52
F3 2085 1883 1530 2142 1380 1138.5 690 1115.5 90.3% 140.0% 82.5% 161.7% 869 3.5 3.7 7.2 3465 3021.5 2220 3257.5 3.99 3.48 2.55 3.75
F4 2760 2709 1035 2128 2415 2231 1035 1644.5 98.2% 205.6% 92.4% 158.9% 948 5.2 4.0 9.2 5175 4940 2070 3772.5 5.46 5.21 2.18 3.98
F5,6,7 3330 2856.5 1110 1136 2415 2242.5 1035 1138.5 85.8% 102.3% 92.9% 110.0% 1187 4.3 1.9 6.2 5745 5099 2145 2274.5 4.84 4.30 1.81 1.92
G1 1530 1365 1185 1540 1035 954.5 690 1012 89.2% 130.0% 92.2% 146.7% 691 3.4 3.7 7.0 2565 2319.5 1875 2552 3.71 3.36 2.71 3.69
G2 2085 1883 1530 1932 1380 1046.5 690 1311 90.3% 126.3% 75.8% 190.0% 865 3.4 3.7 7.1 3465 2929.5 2220 3243 4.01 3.39 2.57 3.75
G3 2085 1750 1530 1855 1380 1058 690 1345.5 83.9% 121.2% 76.7% 195.0% 895 3.1 3.6 6.7 3465 2808 2220 3200.5 3.87 3.14 2.48 3.58
G4 1530 1379 1110 1498 1035 885.5 690 1023.5 90.1% 135.0% 85.6% 148.3% 622 3.6 4.1 7.7 2565 2264.5 1800 2521.5 4.12 3.64 2.89 4.05
G5 (Private ward) 975 966 345 544.5 690 690 345 356.5 99.1% 157.8% 100.0% 103.3% 325 5.1 2.8 7.9 1665 1656 690 901 5.12 5.10 2.12 2.77
G6 1455 1212 345 627.5 1035 954.5 345 506 83.3% 181.9% 92.2% 146.7% 435 5.0 2.6 7.6 2490 2166.5 690 1133.5 5.72 4.98 1.59 2.61
G7 2220 1895.5 1110 795.5 1725 1610 690 655.5 85.4% 71.7% 93.3% 95.0% 616 5.7 2.4 8.0 3945 3505.5 1800 1451 6.40 5.69 2.92 2.36
G9 1455 1282.5 765 619.5 1035 977.5 345 402.5 88.1% 81.0% 94.4% 116.7% 381 5.9 2.7 8.6 2490 2260 1110 1022 6.54 5.93 2.91 2.68
Maternity Services 5861.5 5780 2728 2707 5106 5037 2277 2277 98.6% 99.2% 98.6% 100.0% 1672 6.5 3.0 9.5 10967.5 10817 5005 4984 6.56 6.47 2.99 2.98
AMU 6510 6051 2910 2861 5175 5106 2208 2438 92.9% 98.3% 98.7% 110.4% 2286 4.9 2.3 7.2 11685 11157 5118 5299 5.11 4.88 2.24 2.32
NICU 4232 4190 667 667 4082.5 4025 661.25 661.25 99.0% 100.0% 98.6% 100.0% 784 10.5 1.7 12.2 8314.5 8215 1328.25 1328.25 10.61 10.48 1.69 1.69
Shipwreck 1225.5 1096 345 423.5 690 678.5 0 57.5 89.4% 122.8% 98.3% - 257 6.9 1.9 8.8 1915.5 1774.5 345 481 7.45 6.90 1.34 1.87
Starfish 1800 1807 397.5 430.5 1725 1575.5 345 379.5 100.4% 108.3% 91.3% 110.0% 403 8.4 2.0 10.4 3525 3382.5 742.5 810 8.75 8.39 1.84 2.01
Surgical High Care 1267.5 1094 397.5 372 1035 1023.5 0 46 86.3% 93.6% 98.9% - 283 7.5 1.5 9.0 2302.5 2117.5 397.5 418 8.14 7.48 1.40 1.48

CHPPD (total hours divided by PAM data)

Total RNs 
planned 
CHPPD 

Total RNs 
Actual 
CHPPD 

Total 
HCSW 

Planned 
CHPPD 

Total 
HCSW 
Actual 
CHPPD 

Total planned hours by RN + HCSW

Total RNs 
planned 

Hours (day 
+ night)

Total RNs 
Actual 
(day + 
night)

Total 
HCSW 

Planned 
(day + 
night)

Total 
HCSW 
Actual 
(day + 
night)

Care Hours Per Patient Day (CHPPD)

Patient at 
Midnight 

(Cumulativ
e)

Registered 
midwives/ 

nurses
Care Staff Overall

Day

Care Staff

Night

Ward name

Registered 
midwives/nurses

Registered 
midwives/nurses

Care Staff

Day Night

Average fill 
rate - care staff 

(%)

Average fill 
rate - 

registered 
nurses/midwiv

es  (%)

Average fill 
rate - care staff 

(%)

Average fill 
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registered 
nurses/midwiv

es  (%)
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7.0 Results of Quality Metrics for 2017-18 

Quality metrics for wards are monitored each month and form part of the overall quality 
dashboard for the Trust.  When looked at individually, the majority of wards demonstrate high 
levels of harm free care.  
Table 16 Quality Metrics for 2017/18 

Number of
C- Diff 

Incidence

Number of 
avoidable 

MRSA 
Bacteraemia

Number of 
reported 

Avoidable 
Hospital 

Acquired PU

Number of 
reported 
Falls with 

Severe Harm 
(SIRIS) 

Number of 
reported 

Medication 
Incidents 

with severe 
Harm (SIRIS) 

Days  s ince 
an 

avoidable 
grade 3 & 

4 pressure 
ulcer

Days 
since a 

fall with 
Severe 
harm

E4 (MOPRS) 0 0 0 1 0 716 58

F1 (Neuro Rehab) 0 0 0 0 0 2921 2921

F2 (MOPRS) 1 0 1 2 0 114 2

F3 (stroke rehab) 1 0 0 1 0 1264 285

F4 (Acute Stroke Unit) 1 0 1 0 0 205 546

G1 (MOPRS) 1 0 1 2 0 81 269

G2 (MOPRS) 0 0 0 0 0 1354 771

G3 (MOPRS) 0 0 1 2 0 248 116

G4 (MOPRS) 0 0 0 0 0 1200 2921

D1 (MSK) 1 0 1 2 0 81 18

D4 (MSK) 1 0 1 2 0 109 3

D5 (MSK) 1 0 0 0 0 696 2921

D6 (MSK) 1 0 0 3 0 1765 30

D7 (Urology) 4 0 2 0 0 38 128

E2 (Upper GI) 5 0 0 1 0 1611 51

E3 (Surgery) 2 0 0 0 0 1157 651

G5 (Private Ward) 0 0 1 0 0 114 2921

SHCU 1 0 0 0 0 892 2921

SAU 0 0 0 1 0 1034 270

F5 (CHOC) 0 0 2 1 0 185 43

F6 (CHOC) 1 0 0 1 0 2921 67

F7 (CHOC) 0 0 0 0 0 2921 701

D8 (H&NU) 1 0 0 0 0 661 460

C5 (Gastro) 1 0 1 2 0 123 149

C6 (Cardio / Endo / Neuro) 2 1 3 0 0 24 634

C7 (CCU / Step Down) 1 0 0 1 0 1889 171

D2 (Gen Med) 4 0 0 0 0 974 2921

D3 (Gen Med) 1 0 0 4 0 704 47

E6 (RHCU)
E7 (Respiratory)
E8 (Respiratory) 3 0 3 1 0 205 86

ED 0 0 0 2 0 1171 11

MAU 1 0 0 4 0 1376 8

G6 (Renal High Care) 0 0 0 0 0 2921 2921

G7 (Renal Med) 4 0 0 0 0 1293 632

G9 (Renal Surgery) 0 0 0 0 0 907 2921

Renal Day Unit 0 0 0 0 0 2921 2921

A6 (Gynae) 2 0 0 0 0 1166 744

CAU 0 0 0 0 0 2921 2921

B6 (Mat) 0 0 0 0 0 2921 2921

B7 (Mat) 0 0 0 0 0 2921 2921

B8 (Mat) 0 1 0 0 0 793 2921

NICU 0 0 0 0 0 2921 2921

A8 (Shipwreck) 0 0 0 0 0 2921 2921

A7 (Starfish) 1 0 0 0 0 2921 2921

DCCQ (ICU) 6 0 0 0 0 2921 2921

Cardiac Day Unit (CDU) - out of h 0 0 0 0 0 2921 1168

0 0 114 4113 1 0
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8.0 Incidents in connection with staffing 

NICE Safer Staffing Guidelines identified the requirement for Trusts to report any red flag 
incidents that occur.  NICE specify a list of red flag incidents which include less than 2 
Registered Nurses per shift, more than 25% reduction in planned staffing, care omissions e.g. 
turns, feeding, observations, pain relief.   

Table17 below demonstrates the incidents reported in 2017-18 in relation to nursing and 
midwifery staffing. There was a significant increase in incidents in December 2017.  This 
reflected a reduction in temporary staff availability and increased sickness levels over that 
period  

To note there was one staffing incident in December 2017.The incident recorded as moderate 
harm, relates to a shift in December 2017 when one ward had a significant increase in patient 
dependency for the shifts and were not able to source additional staff to provide Enhanced 
Care Observation (ECO). The panel could not conclude that the temporary harm was as a 
result of the unavailable additional staff.  

Table 17. Staffing level incidents by month April 2017 to March 2018 

9.0 Maternity Staffing Review – Birth Rate Plus 

The Royal College of Midwives (RCM) and the Royal College of Obstetricians and 
Gynaecologists (RCOG) recommend the use of Birthrate  Plus® (BRP) which was endorsed by 
the RCM Council in 1999 and in the Unit Commission Report: First Class Delivery (1997). 
There is no other research-based methodology for workforce planning in maternity services 
and traditional methods are of little value in today’s health service. 
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Birthrate Plus® is the most widely used system for classifying women and babies according to 
their needs, using clinical outcome data to calculate the number of midwives required to 
provide antenatal, intrapartum and postnatal care. Together with the case mix, the number of 
midwife hours per woman category, based on the well-established standard of one midwife to 
one woman throughout labour, plus extra midwife time needed for complicated categories III, 
IV & V, calculates the clinical staffing for the annual number of women delivered. 

Portsmouth Hospitals NHS Trust Maternity Services was assessed using Birth rate plus in 
2015, analysis of the case mix of women indicated that approximately only 33% of the births 
were in the lower categories (I and II), with 67% in the moderate to high categories. This case 
mix is also an indicator of the antenatal and postnatal requirements of the women and is used 
to calculate staffing. 

The staffing requirements for midwives and support workers are identified below: 

Table 18. Midwifery Staffing Requirements 

Midwives and support workers staffing requirements 
22.% Headroom uplift 
85/15% Skill mix 90/10% Skill mix 

PHT Maternity 
service 5925 
births 2014-15 

BRP 
recommended 
WTE 

PHT 
funded 
WTE 

Overall 
Variance 

BRP 
recommended 
WTE 

PHT 
funded 
WTE 

Overall 
Variance 

WTE Clinical 
establishment 
(Band 3-7) 

231.92 210.22 -21.7 231.92 210.22 -21.7

WTE midwives 
including 
specialist  
(Band 5-7) 

197.13 191.94 -5.19 208.73 191.94 -16.79

WTE Clinical 
Support staff 
(Band 3&4) 

34.79* 18.28* -16.51 23.19* 18.28* -4.91

Additional non-
clinical 
midwifery 
@6% 

13.92 10.92 -3.00 13.92 10.92 -3.00

overall 
Variance -24.70 -24.70

* Bands 3 or 4 posts for postnatal and community areas and excludes any band 2 roles

The model of staffing for PHT has led to maternity services agreeing to use a different skill mix 
model compared to other units locally, the majority of whom use the 90/10% split. With the 
development of the band 3 role supporting normal postnatal care the service is able to work to 
an 85/15% split. 

A Business Case to increase staffing was agreed by EMT. The increase in staffing was 
phased into the maternity budget from July 2016 until December 2016. Recruitment has 
continued throughout this time. 

There has also been turnover of midwifery staff which has delayed the service 
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achieving full recruitment. 

See table below with current vacancy position. The band 3 recruitment has also been 
phased due to the training needs required to ensure competencies are achieved. Due 
to the band 3’s requiring extensive maternity experience at band 2 full recruitment has 
been prolonged, however the service now has a number of experienced band 2’s who 
are ready to apply for the band 3 and the recruitment process has been implemented 
to fill these posts. 

The current midwifery vacancy is being off-set by temporary spend, active recruitment is 
underway 

Establishment In Post Vacancy 
Band 8 5 5 0 
Band 7 33.41 33.45 -0.04
Band 6 174.24 158.67 15.57
Band 3 33.78 30.62 3.16 
Band 2 54.52 52.43 2.09 

Total 295.95 275.17 20.78 

It is recommended that each Trust is assessed using the Birth Rate Plus tool every 3 years. As 
the Maternity Service was last assessed in 2015, a business case will be progressed with an 
aim for the service to be reassessed in autumn 2018. 

Birth Rate Plus© (BR+) is a nationally recognised research based methodology for workforce 
planning in Maternity Services. It is recommended that each Trust is assessed using the tool 
every 3 years. Maternity Services was last assessed in 2015. A business case will be 
progressed with an aim for the service to be reassessed in autumn 2018. 
The table below identifies the current staffing based on the recommendation of BR+ 2015, the 
current midwifery vacancy is being off-set by temporary spend, active recruitment is underway. 

Establishment In Post Vacancy 
Band 8 5 5 0 
Band 7 33.41 33.45 -0.04
Band 6 174.24 158.67 15.57
Band 3 33.78 30.62 3.16 
Band 2 54.52 52.43 2.09 

Total 295.95 275.17 20.78 
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10.0 Conclusion 

In conclusion this paper demonstrates: 

• The in-patient ward based establishments and budgets achieve safe staffing with some
adjustments across Medicine and MOPRS CSC’s. This can be achieved by rebalancing within
the CSC and formalising the use of RN’s progressing to UK registration and Associate
Practitioners (Nursing)

• The impact of high numbers of RN vacancies can be mitigated to some extend with the use of
Associate Practitioners (Nursing), however this paper formalises these numbers to maintain
safe staffing levels and skill mix across the 24 hour period. The remaining gaps in the RN
workforce are being covered the unregistered workforce

• High level NQB data shows that there was a deviation from planned skill mix by 6.7% in April
2018 achieving a total Trust skill mix of 62.4% registered to 37.6% unregistered workforce. This
can be explained by the use of Associate Practitioners to cover some RN shifts.

• 87% of the RN gaps created by vacancies are being covered by a temporary workforce (Bank
and Agency)

• The proposed temporary changes to the ward budgets will facilitate optimum training and
support for our new nurses arriving through 2018/19. This is also an opportunity to fully
evaluate the impact of higher numbers of Associate Practitioners (Nursing) within the workforce

It is requested that the Board supports these changes to achieve safe staffing across the in 
patients adult wards and emergency departments. 

Appendix 1: Summary staffing review 

April 2018 SNCT - 
final NS.docx
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Committee: Quality & Performance Committee 

Date of Meeting: 25.06.18 

Chair: Jon Watson 

Executive Lead: Lois Howell, Director of Integrated Governance 

Appendix 1: Agenda 

Please see attached agenda for details of the matters considered at the meeting. 

Agenda 
item Items of particular note: 

19.18 The Committee approved a revised set of terms of reference, for recommendation to the Trust 
Board, subject to a change to the list of standing invitees concerning junior doctor 
representation 

20.18 Quality & Performance Report 

• The work of the Mental Health Board was noted
o further work on relevant data and its presentation is required to enable the delivery of

proper assurance, which is currently missing
o Improved reporting and investigation of lack of appropriate mental health in-patient

services is expected and will be reflected in further reports from the Mental Health
Board

• An increase in avoidable pressure ulcers was noted – system wide engagement in
addressing the problem is required and being sought.  The in-house “Purpose-T”
programme is making improvements in the Trust.

• The number of falls causing harm is of concern and a deep dive has been commissioned by
the Committee.

• Medication Safety practice is a focus of significant work, including a substantial review of
the use of pumps and syringe drivers in light of lessons to be learned from the Gosport War
Memorial Inquiry report.

• An enhancement to numbers in the Infection Control Team is under consideration to
support improved practice on wards.

• Improvements in the completion and recording of VTE assessments were noted and
welcomed, although further work is required.

• Serious Incident investigation practice has improved significantly in the Medicine CSC – the
Committee commended the work undertaken to address timeliness and quality

• The Committee also commended improvements in the number and quality of Datix incident
reports, which enables better investigation and learning.  The significant change in the
Trust’s position in the national ranking of reporting organisations (from lowest quarter to
upper quarter) was noted.

• An enhanced approach to the implementation of actions in response to Central Alerting
System (CAS) alerts was noted and welcomed.

• Dementia screening – an audit of notes has been completed which demonstrates that
recording levels are below screening completion rates.  A revised approach to recording is
in development.

• Complaints and patient feedback analysis and reporting require further work to enable
improvement in patient experience and learning from what the Trust is told about its
services.
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Agenda 
item Items of particular note: 

• The Trust is now above the national average in Friends & Family Test in the Emergency
Department

• Decreases in bed occupancy have had significant benefits for reducing the number of
patient moves, reducing the number of ambulance holds, improving four hour access and
patient/staff experience.

• Some very significant increases in attendance in ED were noted during May – the reasons
for this are under investigation.

• The “Summer Sprint” to reduce occupancy rates further has commenced, involving staff
engagement in quality projects

• Referral to Treatment times continue to be a significant focus.  Particular delays in
gastroenterology have reduced, similarly, performance against diagnostic targets is
improving as backlogs reduce.

• A disappointing deterioration in cancer performance was noted; revisions to monitoring
practice are in development.

• Stroke service improvements were noted and commended, although a deficiency in the
number of Speech & Language Therapists was noted.

21.18 Clinical Effectiveness Quarterly Report 

• The comprehensive nature of the report was noted and commended.
• Very low levels of resource for the provision of palliative care were noted, along with plans

to recruit consultants to help address this.  It was also noted that high levels of good quality
palliative care are provided through local lead, but this is not captured effectively through
coding, which affects the Trust’s Standardised Hospital Mortality Indicator.  Changes to
practice are planned, both within and beyond the Trust.

• Still birth rates at the Trust are notably lower than national average and seem likely to
continue to improve.

22.18 • Key methods by which the Legal Services Team works with clinical teams to ensure there is
learning from claims and inquests etc were discussed.

23.18 • The Head & Neck CSC risk register was reviewed and shows improved reporting and
management of risk
o Demand management and performance in ophthalmology remain high risks and a

concern
• No representative of the Surgery & Cancer CSC attended to discuss the CSC’s risk register.

24.18 • The Head & Neck QIP was reviewed and shows evidence of effective oversight and
improvement
o The change of process in some Audiology clinics to require appointments rather than

drop-ins has been raised by Healthwatch – it is suggested that there has been
inadequate consultation – the CSC will address this.

o The development of a specialist clinic for audiology patients with a learning disability
was noted and commended

• No representative of the Surgery & Cancer CSC attended to discuss the CSC’s QIP.

25.18 • The updates to the Trust Quality Improvement Plan were noted
• The need for the Trust QIP to be more closely aligned to the CSC QIPs was noted

27.18 • The revised approach to management of Trust-wide policies (by allocation to relevant Board
Committees for oversight) was welcomed and approved.

28.18 • The revised Risk Management Strategy was reviewed and endorsed.  The Committee
agreed to recommend its’ adoption by the Trust Board.

29.18 Waiting List Assurance Report Update 

• Assurance in respect of waiting list management needs to be sought as not yet available
• Further monthly reports will chart further progress and alignment with associated quality

issues
• The lack of identified clinical harm resulting from on-going reviews was welcomed.
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Agenda 
item Items of particular note: 

• The importance of creating a wider, better definition of “harm” to include quality of life
indicators was noted, however.

30.18 Feedback from the Committees was noted.  

• The Mental Health Board’s report was particularly commended and is attached for the
Board’s information.

• The Maternity Board highlighted risks associated with the inadequacy of the information
system in use in Maternity – for further monitoring via the corporate risk register

Agenda 
item Items for escalation to the Trust Board: 

The increase in the number of falls with harm is of concern – a deep dive has been 
commissioned and will be reported to the Committee in the next quarter 

The work of the Mental Health Board is commended and 

Agenda 
item Recommendations: 

19.18 The Board is recommended to approve the Committee’s revised terms of reference (see 
attached)  

28.18  The Board is recommended to adopt the Trust Risk Management Strategy. 
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QUALITY AND PERFORMANCE COMMITTEE 

25 June 2018 
13:30 pm  – 16:00 pm 

E Level Boardroom, Education Centre, E Level, QAH 

A G E N D A 

Item No. Time Item Enclosure 
No. 

Presented 
by 

16.18 13:30 Welcome, Apologies and Declaration of Interests N Chair 

17.18 13:30 Minutes of the last meeting – 10 May 2018 Y Chair 

18.18 13:40 Matters Arising/Summary of Agreed Actions Y Chair 

STRATEGY 

19.18 13:50 
Committee Terms of Reference 

1. Terms of Reference
2. Work Programme
3. Q&P Committee Sub Group reporting schedule

Y DGR 

19.18a 14:00 
Medical & Urgent Care Division Governance 

1. Terms of Reference
2. Governance Lead Role Descriptor

Y DGR 

ASSURANCE 

20.18 14:10 Quality Performance Report Y DSP 

21.18 14:20 Quality Report 
1. Clinical Effectiveness Y MD 

22.18 14:30 Legal Services Update Y 
Head of 
Legal 

CSC REPORTS: RISK REGISTERS AND QIPS 

23.18 14:40 
CSC Risk Registers 

1. Surgery/Cancer CSC
2. Head and Neck CSC

Y 
Y 

HoN 
HoN 

24.18 14:50 
CSC QIP 

1. Surgery/Cancer CSC
2. Head and Neck CSC

Y 
Y 

HoN 
HoN 
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25.18 15:00 Trust QIP Y CN 

26.18 15:00 Urgent Care QIP – this item deferred to July Deferred to July 

POLICIES 

  27.18 15:10 Policy Status Report Y DGR 

  28.18 15:20 Policies for Review 
Risk Management Strategy and Policy Y DGR 

  29.18 15:30 Waiting List Assurance Report Update Y COO 

COMMITTEE FEEDBACK 

30.18 15:40 

1. Mental Health Board
2. Maternity Board
3. Mortality Review Steering Group
4. Health & Safety Committee
5. Data Protection and Data Quality Committee
6. Serious Incident Review Group
7. Patient Experience Steering Group

Y Committee 
Reps 

31.18 16:00 Any Other Business N Chair 

32.18 16:00 Additions to Board Assurance Framework and 
Risk Register – The Committee is asked to consider 
whether, in light of matters discussed at the meeting, 
any further additions should be made to the Board 
Assurance Framework and/or Risk Register 

N All 

33.18 Date of Next Meeting: Monday 30th July at 1.00 pm, 
E Level Boardroom. Chair 
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Portsmouth Hospitals NHS Trust 

Terms of Reference 
QUALITY AND PERFORMANCE COMMITTEE 

1. Constitution
The Trust Board hereby resolves to establish a Committee to be known as the Quality and
Performance Committee. The Committee is a non-executive committee of the Board and has no
executive powers, other than those specifically delegated in these Terms of Reference.

2. Purpose
The purpose of the Committee is to:

i. Review and monitor delivery of key national, local and internal performance targets and
indicators.

ii. Provide assurance to the Board that the Trust’s work with regard to clinical quality and
effectiveness, patient experience and patient safety is robust, compliant with the relevant
legislative and regulatory frameworks, and drives continuous quality improvement.

iii. Scrutinise specific issues or aspects of quality that come to its attention, or are referred to it
by the Trust Board or other Board Committees, to assure itself that such issues are being
managed/resolved appropriately, rigorously and within defined timescales.

3. Duties
a. Specific Duties

The Committee’s specific duties are as follows: 

Performance 
1. Review performance against key national, local and internal targets and indicators.
2. Review exception reports and action plans for those targets and indicators where delivery

is at risk.
3. Review the contractual, regulatory and other risks attached to non-achievement of

particular national and local targets.
4. Agree the composition of the performance scorecard on an annual basis.
5. Receive a view of performance against relevant national productivity metrics and agree

action where performance falls below agreed benchmarks.

Quality 
1. To scrutinise performance against annual Quality Account priorities.
2. To receive key regulatory and other inspection reports, including mortality reports, and

scrutinise delivery of any associated action plans.
3. To oversee the delivery of the Trust’s response to the most recent Care Quality Commission

(CQC) inspection report recommendations.
4. To seek assurance that staffing levels and ratios are maintained appropriately.
5. To review Patient Safety and Quality Scorecards and assure itself that robust action is being

taken where improvement is required against specific indicators.
6. To consider any national and/or strategic drivers that may impact on the quality agenda at

the Trust.
7. To review the learning from complaints, incidents (including SI’s and Never Events) and

claims and ensure all associated action plans are delivered and completed.
8. To seek assurance that patient engagement is adequate, effective and can be evidenced

and that levels of patient experience are satisfactory, with remedial action being taken
where this is found to be otherwise.

9. To ensure the Trust incorporates the recommendations from external bodies e.g. the
National Confidential Enquiry into Patient Outcomes and Death or Care Quality
Commission, as well as those made internally, e.g. in connection with serious incident
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reports and adverse incident reports, into practice and has mechanisms to monitor their 
delivery; 

10. To seek assurance that Trust services are provided in line with relevant national and
professional guidance and best practice in respect of clinical effectiveness

Risk Assurance 
1. To ensure that risks to patients are minimised through the application of a comprehensive

risk management system including but not limited to:
• Review the Trust’s risk management strategy prior to its presentation to the Trust

Board for approval;
• Ensure that processes are in place to ensure the escalation of risks from local and

clinical unit risk registers to the corporate risk register and receive reports from the
Trust’s risk manager;

• Seek assurance that the Trust’s risk management policy is regularly reviewed and is
effective;

• Ensure those areas of risk within the Trust are regularly monitored and that effective
disaster recovery plans are in place;

• Ensure implementation of the National Patient Safety Agency reporting system;
• Seek assurance that there are effective processes in place that safeguard children and

adults within the Trust.

b. General Duties
1. To receive regular assurance reports from sub-committees, as outlined in appendix 1,

in accordance with the reporting schedule.
2. To review its own performance, constitution and terms of reference on an annual basis

to ensure it is operating at maximum effectiveness.
3. Ensure any procedural documents which fall within the remit of the Committee are

appropriately written, ratified and monitored for compliance in accordance with the
Policy for Development and Management of Procedural Documents.

4. Establish, develop and maintain systems and processes for the regular evaluation and
monitoring of compliance against any relevant internal and external assessments,
standards or criteria.

4. Authority
The Committee is authorised by the Trust Board to investigate or approve any activity within its Terms
of Reference. It is authorised to seek any information it requires from any employee and all employees
are directed to co-operate with any request made by the Committee.

The Committee is authorised by the Trust Board to obtain outside legal or other independent
professional advice and to secure the attendance of outsiders with relevant experience and expertise
if it considers this necessary.

5. Reporting
The minutes of the Committee meetings shall be formally recorded and made available to the Trust
Board. The Chair of the Committee shall draw to the attention of the Trust Board any issues that
require disclosure to the full Trust Board, or require executive action.

6. Membership and Attendees
The Committee shall consist of the following members:

• Non-Executive Director (Chair)
• Non-Executive Director (Vice-Chair)
• Chief Nurse
• Medical Director
• Chief Operating Officer
• Director of Strategy and Performance
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• Director of Governance and Risk
• Defence Medical Group South representation

The Committee shall also issue a standing invitation to the following 
• Associate Director of Governance and Risk
• Deputy Director of Nursing
• Head of Governance and Quality
• Head of Patient Experience
• Senior Safety Team representation
• Head of Performance
• Divisional representation
• Head of Complaints
• Head of Risk Management
• Chief Registrar
• CCG representation
• Director of Workforce and Organisational Development
• Chief Executive

Other members may be co-opted on to the committee as required, either for additional work or for 
the purpose of communication or presentation.  

7. Attendance
Members of the Committee should aim to attend all scheduled meetings and must attend at least 75%
of all meetings each financial year. Members unable to attend should indicate in writing to the
Committee Secretary, at least 7 days in advance of the meeting and nominate a deputy, except in
extenuating circumstances of absence, who is appropriately briefed to enable participation in the
meeting.

A register of attendance will be maintained and the Chair of the Committee will follow up any issues
related to the unexplained non-attendance of members. Should continuing non-attendance of a
member weaken the functioning of the Committee, the Chair will discuss the matter with the member
and, if necessary, seek a substitute or replacement.

8. Meetings
The Committee shall meet monthly. The Chair may request an extraordinary meeting if they consider
one to be necessary.

Items for the agenda must be sent to the Committee Secretary a minimum of 14 days prior to the
meeting, urgent items may be raised under any other business.

An action schedule will be circulated to members 2 working days following each meeting and must be
duly completed and returned to the Secretary for circulation with the agenda and associated papers.

The agenda will be sent out to the Committee members one week prior to the meeting date, together
with the updated action schedule and other associated papers

9. Quorum
A quorum is determined as being six of the members in attendance but must include a minimum of
two Non-Executive Directors and two Executive Directors.

10. Administrative Support
The Committee shall be supported by the Secretary, whose duties in this respect will include:
• In consultation with the Chair develop and maintain the reporting schedule to the Committee.
• Collation of papers and drafting of the agenda for agreement by the Chair of the Committee.
• Taking the minutes and keeping a record of matters arising and issue to be carried forward.
• Advising the group on scheduled agenda items.
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• Agreeing the action schedule with the Chair and ensuring circulation within 2 working days of
each meeting.

• Maintaining a record of attendance.

11. Monitoring Effectiveness
In order that the Committee can be assured that it is operating at maximum effectiveness in
discharging its responsibilities as set out in these Terms of Reference and, if necessary, to recommend
any changes to the Trust Board, the Chair will ensure that once a year a review of the following is
undertaken and reported to the next meeting of the Committee:

• The objectives set out in section 3 were fulfilled.
• Members attendance was achieved 75% of the time.
• Agenda and associated papers were distributed 7 days prior to the meetings.
• The action schedule was circulated within 2 working days, on 80% of occasions.

12. Review
The Terms of Reference shall be reviewed on an annual basis and ratified by the Board.

ToR agreed by: Quality and Performance Committee Date of agreement: 25 June 2018 

ToR ratified by: Trust Board Date of ratification: 

Review date: June 2019 
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Appendix 1: Sub-Committees of Quality and Performance Committee 

• Patient Safety Steering Group
• Clinical Effectiveness Steering Group
• Patient Experience Steering Group
• Safeguarding Committee
• Serious Incident Review Group
• Infection Prevention Management Committee
• Data Protection and Data Quality Committee
• Health and Safety Committee
• Equality Impact Group
• Medical Devices Management Committee
• Formulary and Medicines Group
• Children and Young Persons Committee
• Mortality Review Steering Group
• Emergency Preparedness, Resilience and Response Group
• Maternity and Midwifery Board
• Mental Health Board
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Mental Health and Mental Capacity Board Report 

Q4 2017/18 

Page 117 of 150



Table of contents 

Table of contents ......................................................................................................................... 2 

Introduction .................................................................................................................................. 3 

Mental Health Act Detentions ...................................................................................................... 3 

Use of Section 5(2) Holding Powers ............................................................................................ 4 

Patient’s rights ............................................................................................................................. 4 

Mental Health Tribunal and Managers’ Hearings ......................................................................... 4 

Incidents ...................................................................................................................................... 4 

Audits ........................................................................................................................................... 5 

CQC Enforcement Notice Compliance ......................................................................................... 5 

Monthly Figures ......................................................................................................................... 10 

Theme/Trend Analysis ............................................................................................................... 10 

Severity of Reported Incidents ................................................................................................... 11 

Absconding Patients .................................................................... Error! Bookmark not defined. 

Page 118 of 150



Introduction 

This report covers the reporting period 1 April 2018 to 30 March 2018 (quarter 4). For some 
areas the full year 2017/18 is reported.  The report describes key monitoring of compliance with 
the Mental Health Act (MHA) and compliance with the CQC Enforcement Notice and other 
areas related to mental health and learning disabilities. 

Mental Health Act Detentions 

The table demonstrates the number patients under each section per month. 
Month s2 s3 s136 s5(2) Grand Total 

April 9 1 0 8 18 
May 11 1 1 9 22 
June 12 1 0 16 29 
July 15 1 0 7 23 
August 9 1 0 14 24 
September 7 1 1 15 24 
October 12 0 0 21 33 
November 14 0 0 13 27 
December 12 0 1 16 29 
January 12 2 0 10 24 
February 12 0 0 13 25 
March 13 1 0 13 27 
Grand Total 138 9 3 155 305 
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Use of Section 5(2) Holding Powers 

The table demonstrates the number of patients detained under section 5(2) and the outcome. 

Month Total Regraded 
to s2 Rescinded Lapsed RIP 

Discharged 
without 

assessment 
Invalid 

April 2017 8 2 6 
May 2017 9 4 5 
June 2017 16 6 8 1 1 
July 2017 7 4 3 
August 2017 14 8 6 
September 2017 15 6 9 
October 2017 21 8 10 1 2 
November 2017 13 7 5 1 
December 2017 16 8 7 1 
January 2018 10 6 3 1 
February 2018 13 8 4 1 
March 2018 13 6 6 1 

Patient’s rights 

There is a system by which the rights are read on time while the patients are admitted. There is 
a record kept of the rights being read on the 136 rights form, and this is held centrally by the 
Mental Health Act Administrator. Further work is required to report the level of compliance. 

Mental Health Tribunal and Managers’ Hearings 

Five tribunals have been held for patients under section 2 over 2017/18. The outcomes of all 
were that the detentions were upheld.  The Trust does face difficulties securing accommodation 
for tribunals, but this has improved since the MHA administrator contacts the Associate Chief 
Nurse directly to source accommodation  

Incidents 

• Deaths of detained patients reported to the CQC: 1 death of a detained patient reported
to the CQC, no further information was requested, or feedback given.

• Un-rectifiable errors to MHA paperwork: 7 instances of patients held under a section 5(2)
where the papers did not meet the requirement for detention.  These errors are reported
back to the Duty Hospital Manager.  We have identified a training need within the Duty
Hospital Managers in the oversight of the paperwork, which will be addressed throughout
2018/19.
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Audits 

Nil to report for Q4 2017/18.  The Trust has contacted Southern Heath Foundation trust to agree 
a MHA audit programme for 2018/19 to provide assurance around all aspects of adherence to 
the act. 

CQC Enforcement Notice Compliance 

There are no significant directional trends with the numbers of patients attending with mental 
health related conditions, this being on average 3.6% of total ED attendances.  The Trust has 
reported a sustained improvement in risk assessments for mental health patients, which have 
not dropped below 95% for Q4.  Please also see MCA and DoLS below 

Mental Capacity Act and Deprivation of Liberties Safeguarding 

Following feedback from a CQC visit during Q4 the information available to staff has increased 
in relation to MCA and DoLS.  All staff were issued with an MCA and DoLS leaflet through their 
payslip and for front line staff a smaller pocket sized version is available.  Staff have also been 
advised to download the NHS Safeguarding app, pictured below. 

As at the end of Q4 Adult Safeguarding and MCA and DoLS training figures are shown below 

• Safeguarding Adults:  98.8%
• Safeguarding Children Level 1:  99.0%, level 2:  92.5%, level 3:  72.4%, level 4:  100.0%.
• MCA Introduction:  94.9%.  MCA Enhanced:  80.8%
• MCA Intro and Enhanced Combined:  89.9%
• DoLS Introduction:  95.0%.  DoLS Enhanced:  80.4%
• DoLS Intro and Enhanced Combined:  91.6%
• HealthWRAP:  23%

The further embedding into clinical practice of MCA and DoLS best practice will be a key 
initiative in the 2018/19 work plan 
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Advocacy services – Independent Mental Health Advocacy (IMHA) and Independent 
Mental Capacity Advocacy (IMCA)  

The Trust is working closely with Solent Mind to look at improving staffs understanding of 
advocacy and to improve referral rates to advocacy services through IMHA and IMCA.  The 
table below shows referrals to IMHA and IMCA, in comparison to other organisation these 
numbers are low.  

Q1 IMHA 13 

Q1 IMCA 15 

Q2 IMHA 8 

Q2 IMCA 12 

Q3 IMHA 5 

Q3 IMCA 23 

Q4 IMHA 8 
   

Q4 IMCA 12 

         Throughout June Solent Mind have agreed to deliver targeted training aimed at Nursing Staff to 
raise awareness off the IMCA service, with the intended outcome of increasing referrals. 

Learning Disabilities 

The learning disabilities specialist Nurses provide a specialist service to all learning disabilities 
patients at PHT and support to staff caring for them.  The team report against a number of 
quality indicators as shown in the table below. 
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KPI’s January February March 

Number 
of elective patients with a 
learning disability and 
with whom the Liaison 
Nurses have contact. 

1 2 2 

Of these, the numbers 
who have the appropriate 
forms in relation to 
consent, assessment of 
capacity and best 
interest supported by the 
HLN. 

1 2 2 

Number of patients 
admitted with involvement 
of LD Liaison Nurses.( 
including. 
emergency/planned) 

18 20 25 

Number of admissions 
(emergency/planned/) 
with use of supportive 
Hospital Admission forms 
(passports, etc.) or where 
these are introduced by 
Liaison Nurses. 

18 22 25 

Number of 
patients requiring the 
involvement of Liaison 
Nurses to achieve 
effective discharge 
planning. 

3 8 9 

Of these the number of 
patients with LD Liaison 
Nurses involved in their 
discharge planning. 

3 8 9 

Number of choking 
screens completed (QA 
only) 

16 16 19 
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PAS No Date 
MFFD 

Date physio 
or OT safe 
(if differs) 

Reason for delay Date discharged Total 
days 

Jan 31124938 05.01.18 02.01.18 Placement refused to have 
back. 31.01.18 26 
CHC checklist and NH 
placement.  

24048921 05.01.18 18.01.18 Change of need; funding and 30.01.18 12 
equipment 

Feb 28045617 31.01.18 New placement required 12.02.2018 12 
change in need (prior to QAH 
admission), existing placement 
refusing to take back.  

16114820 09.01.18 Placement - change in need 06.02.2018 28 
(Pre QAH admission) 5 

28094909 12.01.18 Home equipment - change 16.02.2018 24 
in need (Pre QAH admission) 10 

08044405 01.02.2018 Placement refusal, requesting 06.02.2018 
further investigations 7 

March 12124001 25.02.18 Pt refused to mobilise, needed 07.03.18 12 
new placement 

28104921 02.03.18 Home need to come in to assess 09.03.18 

30055954 07.03.18 
Home refused to take back 
with- 19.03.18 7 
out profiling bed in place, 
although 
aware of this at start of 
previous  
week 

 
15048523 02.03.18 

Parents refused to allow patient 
to 09.03.18 24 
return to care home  

8 
6084922 06.04.18 placement refused home, new 30.04.18 

placement required 
8 

18124906 12.04.18 Placement required increased 20.04.18 
funding 

12114631 15.04.18 Placement refusing discharge 23.04.18 

11016006 13.03.18 CLD Nurse requested  16.03.18 3 
discharge planning to resolve 
concerns re: main carer 
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Prevent 

Prevent returns were submitted quarterly through the year.  PHT reported 1 Prevent incident 
form a HCSW who was concerned about items placed under a baby in their car seat. 
HealthWRAP training, prevent level 3 in now available on the e-learning platform, with a target 
set to achieve 85% by July, Organisation compliance currently sits at 23%. 

Incidents 

There have been 71 reported incidents relating to Mental Health for 2017/18 Q4. 
This number has been obtained from extracting a report from the Incident reporting software 
used by the Trust – Datix 

The reported 71incidents has been broken down in the below graph to identify the Clinical 
Service Centres (CSCs) where these incidents have been reported. 

As is clearly evident the Emergency Medicine & MOPRS CSC would appear to be the highest 
reporters of incidents for Quarter 4, from reviewing the data and description of these reported 
incidents it would suggest that the Emergency Department are receiving and treating patients 
under section/MCA directly where MOPRS patients have been admitted for other medical 
reasons and have subsequently shown challenging behaviour due to their clincal condition or 
pre-exising cognitive impairment and/or are under a DoLS for their ongoing care. 
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Monthly Figures 

The chart opposite shows the amount of 
Incidents reported and has been split by  
each month within the quarter for comparison. 
January 18 has shown a dip in reporting,  
whereas February & March 18 have seen  
an increase sustained level of incident reports 

Theme/Trend Analysis 

It is extremely difficult to identify any themes or trends from the reported incidents as they vary 
so considerably however the graph below highlights the key issues from the reported 71 
incidents 
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Severity of Reported Incidents 

Please note 3 of the 4 moderate harm incidents are currently in the process of being 
investigated and could subsequently be downgraded after a full harm review has been 
undertaken 

Restraint Incidents 

The trust has reported 28 restraint incidents in this quarter a breakdown of the types of restraint 
used is shown in the graph below. 
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The below graph identifies the reasons why restraint was used for these reported 28 incidents. 

Missing Patients 

13 Incidents were reported throughout this quarter which specifically relate to absconding 
patients a breakdown of where these incidents were reported is shown in the graph below. 
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A review of the data shows that from the 13 absconding patient incidents reported the majority 
have been closed (finally approved) as ‘no harm’ with the patients being returned to the ward 
areas involved. 

Absconding Patients 2017/18 Q4 
Being 
reviewed 

Awaiting final 
approval 

Finally 
approved Total 

Near Miss 1 0 3 4 
None 2 1 4 7 
Low 0 0 2 2 
Total 3 1 9 13 

Risks 

The table below shows the risks relating to mental Health that were on the Risk Register as at 
end of April (Q4) 
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Partnership Working - Reducing attendances for high intensity users 

Local providers of MH-related care have come together effectively as system partners during 
this past financial year, and have worked collaboratively and cohesively to achieve the end goal 
of reducing overall attendances for our cohort of patients by 38% compared to the baseline 
year. (Baseline-Mar 2017 – 360 attends, YTD-March 2018 – 223 attendances). 

Cumulative Chart- Reduction in attendances of those selected in the cohort 

Work in 18/19 will take further account of the refreshed guidance published in March 

Mental Health Liaison Team  

PHT have been working closely with Southern Health Foundation Trust to report response times 
accurately.  The table below shows the average response time over a 52 week period.  
Response times currently reporting 44% of patients receiving treatment within 1 hour.  

The mental health liaison team and the emergency department have agreed to audit patient 
pathways for a week to fully understand where delays are for patients; this will be reported in 
the next report.  

Page 130 of 150



FINANCE & INFRASTRUCTURE COMMITTEE – 25th JUNE 2018 

Subject: 2018/19 Capital Programme 

Prepared, Sponsored and 
presented by: 

Chris Adcock, Chief Financial Officer 

Purpose of paper To advise the Board of and seek approval for the key components of 
the 2018/19 Capital Plan presented to and approved by the Finance 
and Infrastructure Committee at its meeting on 25 June 2018. 

Key points for the Finance & 
Investment Committee 
members 

The Trust’s Capital Resource Limit (CRL) for 2018/19 is £23.303m 
subject to final confirmation of external funding allocations (PDC 
Schemes) and the profiling of those plans within the current financial 
year, and pending resolution of issues raised by the Trust with NHS 
Improvement in relation to calculation methodology applied in 
determining the Trust’s available capital funds.  This includes a 
proposed 25% planned over-commitment against internally 
generated funds, to mitigate the risk of capital slippage and under-
utilisation of limited capital resources. 

The initial assessment of commitments and priority bids against the 
CRL and presented to the Capital Priorities Group (CPG) came to a 
total of £37.7m. 

Following detailed review of the submissions, CPG agreed the basis 
of initial priority allocations within the resource limits, plus a planned 
over-commitment to take into account likely or potential slippage in 
the programme during the year. 

The plan is set based on the confirmed Capital Resource Limit for 
2018/19.  The Trust remains in dialogue with NHS Improvement in 
relation to the outstanding matters associated with the calculation of 
the value applied to the Trust’s Capital Resource Limit.  In the 
instance that this gets resolved and the CRL is increased, the CPG 
is preparing a further set of recommendations which will be 
presented to the Committee at the appropriate time. 

The capital source of funds, value of bids and resulting capital plan 
allocations were set out in detail to the Finance and Infrastructure 
Committee on 25 June 2018 and are summarised in Appendix 1 
(attached).  Unsurprisingly the value of prioritised bids exceeds the 
level of funding available.  The Capital Priorities Group has allocated 
resource to the highest priority items based on the advice of the 
various sub groups, and has also set out further actions to help to 
resolve or manage risk.  This includes on-going work to identify 
additional sources of funds, alternative financing options to a straight 
capital purchase, and other local arrangements where appropriate. 
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The Trust operates two main sub groups of CPG (IT and Medical 
Devices) to collate, review and prioritise the bids received from 
CSCs for capital funds.  Both groups have expert and technical 
representation, as well as members drawn from operational and 
technical areas of the Trust.  MDMC is a clinically led committee, 
and the IT programme benefits from the input and leadership of the 
Trust’s Chief Clinical Information Officer. 

The Capital Priorities Group is chaired by the Chief Operating Officer 
and has a membership drawn from the Executive Team, and the 
leaders of each of the sub-groups, along with senior level financial 
input, ensuring that clinical, operational, financial and technical 
considerations are taken into account in the planning, management 
and oversight of the Trust’s capital resources. 

Options and decisions 
required 

The Board is asked to consider the contents of this paper, the 
approval of the Capital Plan by the Finance and Infrastructure 
Committee, and to approve the 2018/19 Capital Plan, including the 
following conditions: 

1. The plan will incorporate an assumed 25% over-commitment
against internally generated capital funds.  This will be
monitored monthly at CPG and within the Finance
Department to ensure that the Capital Resource Limit for the
year is not exceeded.

2. That the initial programme is limited to the deployment of
known and confirmed sources of funds plus 25% planned
over-commitment against the internally generated CRL.

3. The funds are allocated as proposed in this paper subject to
any further risk assessment, and confirmation of prices and
costs.  The Chairs of MDMC and IT sub groups will deploy
the allocations against the key priority items and risks
identified through the prioritisation process presented to
CPG.  CPG will receive monthly progress reports in relation
to the deployment of the funds allocated.

4. The Trust will continue to make representation to NHS
Improvement in relation to capital support for Operating Plan
enabling schemes in line with the Operating Plan submission
and feedback letter response of 20 July 2018, and seek
resolution to the outstanding matters in relation to the
calculation of the Trust’s Capital Resource Limit for 2018/19
and going forward.
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Next steps / future actions: 
Clearly identify what will follow 
the Committee’s discussion 

Implementation of the agreed Capital plan, subject to Trust internal 
and any external processes, and further development of capital 
programme risk management arrangements/resolution of 
outstanding resourcing issues 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

In line with the factors under-pinning the prioritisation process – 
including legal, regulatory and accreditation requirements. 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Not included 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities Financial Health 

Board Assurance Framework/ 
Risk Register Reference 

Risk Description 

CQC Reference 

Committees/Meetings at which paper has been discussed/ approved: Date 

Finance and Infrastructure Committee Meeting 25.6.18 
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Appendix 1: Schedule of Capital funding sources, bids and allocations - 2018/19 Capital Programme

Capital Funding Source £m
Internally generated cash 4.4
Public Dividend Capital 11.5
PFI Unitary Payment 6
Charitable Funds 0.3
Over-programming of internal funds (25%) 1.1
Total Value - 2018/19 Capital Plan 23.3

Bids Allocations
£m £m Notes

Pre-commitments 0.6 0.6
CPG review confirmed all items are either final payments for, or the conclusion of 2017/18 
schemes and are unavoidable pre-commitments

Public Dividend Capital Schemes (Externally financed) 11.5 11.5

The plan includes all specific schemes for which the Trust has been allocated dedicated 
and prescribed external funding.  Draw down cannot be made in advance or in excess of 
allocations and therefore plans are set at the value of the allocation at this stage.

Medical Equipment (large items) 8.5 1.6

The plan allocates the Trust capital contribution required for the Linear accelerator 
replacement programme.  All other items are subject to lease proposals and NHSI approval 
at this stage, or will require additional/alternative funding sources, or are insufficiently 
developed for inclusion in the plan at this stage. CPG is actively monitoring the 
development of these programmes and the risk management arrangements and will 
update the programme through the Finance and Investment Committee as each scheme 
develops.

Medical Equipment Replacement 3.1 0.5

Information Technology 5.7 1.6

Estates 2 1.2

The Trust has allocated £0.8m to improve ambulance handover facilities as the key priority 
ahead of winter although continues to pursue alternative funding sources for this item.  In 
addition environmental improvements within Endoscopy have been pre-committed, plus a 
small works contingency of £0.1m.

PFI 6 6

These are the PFI life cycle costs per the PFI Project Agreement and Financial Model.

Donated Assets 0.3 0.3
Donated asset costs and source of funds may vary but will always match

Total 2018/19 Capital Plan Allocations 37.7 23.3

Capital Plan submissions and allocations

Medical Equipment and IT categories of the capital programme were allocated all available 
resources within the existing limits after unavoidable commitments were addressed.  The 
allocations are based on the immediate requirements of each sub group and final 
allocations will be dependent on conclusion of the CRL discussions with NHS Improvement
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Committee: Finance and Infrastructure 

Date of Meeting: Monday 25 June 2018 

Chair: Christine Slaymaker, Non-Executive Director 

Executive Lead: Chris Adcock, Chief Finance Officer 

Appendix 1: Agenda 

Please see attached agenda for details of the matters considered at the meeting. 

Agenda 
item Items of particular note: 

79.18 & 
80.18 
(1) 

80.18 
(3) 

81.18 
(2) 

81.18 
(1 & 3) 

82.18 

83.18 

86.18 
(1 & 2) 

The Committee reviewed the financial position as presented in the Month 2 Finance Report 
and is seeking further assurance in relation to anticipated delivery of CIPs fundamental to the 
year-end financial position and the actions being taken to recover the adverse variance to plan 
accrued to the end of May in order to fully assess the implications for achievement of the 
2018/19 planned deficit. 

The Committee reviewed the documentation presented in respect of the Operating Plan 
resubmission.  In considering the Committee’s role in providing assurance in relation to the 
delivery of the plan, it was noted that all three Board committees have a role to play to ensure 
comprehensive oversight of all aspects of the plan other than by the Trust Board. 

The Committee reviewed and approved the proposed capital plan for 2018/19, the basis for 
prioritisation, and a proposal to include a planning contingency to mitigate slippage in schemes 
that may occur throughout the year. 

The Committee received an update on PFI issues and fire safety compliance arrangements 
from the Estates and Facilities Management team and has agreed the basis of actions and 
future reporting arrangements accordingly. 

The information presented on the Cost Improvement Programme was discussed in some detail 
and the Committee has asked for a more detailed assessment of the actual delivery of CIPs 
and the Trust’s overall financial forecast for detailed review by the Committee in July with and 
subsequently with the Trust Board. 

The Committee agreed the approval and recommendation to the Trust Board the proposals 
received for the Trust’s workforce bank system and for the ordering of replacement linear 
accelerators, based on assurance of rigour of compliance with internal processes and the 
financial information provided, noting that the latter contains implications for future year capital 
programme allocations. 

A paper was presented seeking agreement of the Committee to recommend that the Board can 
approve the process supporting the preparation of 2017/18 reference costs.  The Committee 
agreed to this subject to clarification of one outstanding item. 

It was agreed to review the NHS Improvement Financial Investigation follow up report at the 
next committee meeting. 
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Agenda 
item Items of particular note: 

Agenda 
item Items for escalation to the Trust Board: 

Detailed review of the Q1 financial position, year end forecast and CIP delivery programme by 
the Finance Committee and Trust Board 

Ensure the committees of the Board provide a comprehensive oversight of delivery of the 
revised operating plan. 

Agenda 
item Recommendations: 

That the Board support the investment proposals for the linear accelerator replacement 
programme and the award of the contract for the workforce bank service provider. 

That the Board approve the resubmission of the Trusts 2018/19 operating plan. 

Subject to final confirmation, that the Board agree to confirm that the Trust’s process for 
preparation of the reference costs for 2017/18 are compliant with the requirements set out by 
NHS Improvement. 
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FINANCE & INFRASTRUCTURE COMMITTEE – 25th June 2018 

Subject: 2017/18 Reference Costs Submission 

Prepared by: 
Sponsored by: 
Presented by: 

Ian Howe (Head of Financial Planning and Information) 

Chris Adcock (Chief Financial Officer) 

Kevin Nederpel (Deputy Director of Finance) 

Purpose of paper This is an update to the Board on the assurance in place to support 
the annual Reference Cost Collection for 2017/18 and to gain the 
Board’s approval for the processes used by PHT to ensure 
compliance with the submission guidance. 

Key points for the Finance & 
Investment Committee 
members 
Briefly summarise in bullet point 
format the main points and key 
issues that the Committee 
members should focus on 
including conclusions and 
proposals 

The Reference Cost Collection is mandatory, the submission date 
for the South of England is 29th August 

Confirmation by the Trust Board that they are aware of the current 
systems and processes at the Trust used to complete the Reference 
Costs submission and of the limitations of its compliance with the 
NHSI and HFMA standards 

The Trust began the project in September 2016 to implement a 
Patient Level Information and Costing System (PLICS).  This would 
provide the Trust with the ability to achieve a full compliance with the 
appropriate standards 

The data is being prepared with due regard to the principles and 
standards set out in NHSI’s Approved Costing Guidance: 

 Data is used at lowest level available to apply costs
 Data is reconciled back to source
 Clinical knowledge has assisted with the input and will

review and challenge the output
 An approved costing system has been implemented and

is being used for the second year running

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

The FIC is asked to consider the information contained within this 
paper and recommend to the Board agreement to the statement 
confirming that it is aware of the current systems and processes at 
the Trust used to complete the Reference Costs Collection 
submission 

Next steps / future actions: 
Clearly identify what will follow 
the Committee’s discussion 

Reference Costs will be produced for 2017/18 and will be subject to 
review and validation by the Senior Finance Team 

CSC management teams have already been involved with the initial 
allocation of costs to activity. The output data will be subject to their 
review to gain sign off that there are no material errors with the 
submission 

Amendments to the costs will be made where appropriate following 
challenge from the Senior Finance Team, CFO and Deputy Director 
of Finance 

The Reference Cost Collection submission for 2017/18 will be 
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submitted for sign off by the CFO to NHSI by the submission 
deadline on the 29th August 

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 Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities 5: DEVELOP SUFFICIENT FINANCIAL STRENGTHS TO ADAPT TO 
CHANGE AND INVEST IN THE FUTURE. 

Board Assurance Framework/ 
Risk Register Reference 

BAF:  

Corporate Risk Register: N/A 

Risk Description The majority of the Trust’s local prices are based on the Reference 
Costs submission. Reference Cost data also supports the Model 
Hospital. Without a compliant costing submission it could jeopardise 
future negotiations, provide inaccurate opportunity cost savings and 
affect peer comparisons. 

CQC Reference N/A 

Committees/Meetings at which paper has been discussed/ approved: Date 
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Executive Summary 

The purpose of this report is to inform the Board of the guidance used to support the Reference 
Costs Collection 2017/18 submission and provide the basics behind the principles of costing in 
order for the Board to be assured of the processes and systems in place at Portsmouth Hospitals 
NHS Trust (PHT). 

The Board is asked to confirm it is aware of the current systems and processes at the Trust used 
to complete the Reference Costs Collection submission. 

The board should provide this confirmation based on the following 

1. Costs will be prepared with due regard to the principles and standards set out in NHS
Improvement‘s (NHSI) Approved Costing Guidance (see section ‘NHSI’s 7 Costing
Principles’);

2. Appropriate costing and information capture systems are in operation (see section ‘The
Basic Costing Process at PHT’);

3. Costing teams are appropriately resourced to complete the Reference Costs Collection
submission accurately within the timescales set out in the national guidance (see section
‘The Basic Costing Process at PHT’);;

Introduction 

The purpose of this report is to inform the Board of the guidance used to support the Reference 
Costs Collection 2017/18 submission and provide the basics behind the principles of costing in 
order for the Board to be assured of the processes and systems in place at Portsmouth Hospitals 
NHS Trust (PHT). 

In a change from the 2016/17 submission, there is only one mandatory national cost collection for 
2017/18 to ease the burden on Trusts implementing the Costing Transformation Programme 
(CTP), in readiness for the mandatory patient level submission in 2018/19.  

The Reference Costs Collection submission is a mandatory, annual cost collection exercise. NHSI 
is accountable for the collection, with the Department of Health continuing to collect reference 
costs on its behalf. They are used to guide the price setting for NHS-funded services in England 
and also support the commitment to data transparency for the benefit of patients and the public. 

In a relatively recent change, the data is now being more widely used to inform: 

• Getting it right first time (GIRFT)
• Model Hospital
• Carter Review
• Patient Cost Benchmarking (PCB)

All of the above sources impact how the Trust is viewed externally in comparison to other Trusts, 
which further increases the importance of Trust wide engagement in costing processes. 

NHS Improvement now publishes the ‘Reference Cost Guidance’, which contains year on year 
updates of the costing principles. Five documents have been provided this year, ‘national cost 
collection guidance 2018’ and the ‘Healthcare costing standards’ which is split into four documents. 
These documents lay out the principles for NHS Trusts to calculate the average unit cost of 
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providing defined services over one financial year. NHSI’s 7 core principles are detailed in Table 1, 
and costing standards in Table 2. 

The CTP has affected changes to the annual collection.  Deadlines for submissions have been 
aligned, though the patient level submission remains voluntary in 2017-18. The Trust has been 
unable to take part in the voluntary patient level collections, initially due to the lack of a dedicated 
patient level information and costing system, which is now in place; however staff turnover delayed 
the implementation project and utilisation of the system.  

The Basic Costing Process at PHT 

The basic principle of costing is to match activity with costs and resources used to provide patient 
care.  

The Trust purchased a new patient level information and costing system (PLICS) in September 
2016 from Bellis-Jones Hill (now Prodacapo), who already provides a system to over 30 NHS 
Trusts. The system has now been implemented but as yet is not being fully utilised. This has been 
delayed due to staff turnover; however there is now a fixed team in place, with a new team leader 
appointed in February 2018 and assistant appointed in April 2018. 

The basic costing process is as follows: 

• Patient data (Core and support data) is added to the system. Costs are grouped together
and allocated to patients using the matching process.

• Costs are defined into resources and activities by finance and a relevant member of the
clinical team. Resources are the type of costs being consumed, eg. Medical staff costs, and
activities are what the resources produce e.g. inpatient contact, outpatient attendance (See
Appendix 1)

• Supporting data is matched to patients using various ways, for example, theatre data is
used which contains the minutes the procedure took for that individual patient, therefore
attaching a cost per minute (for pay costs). This allows individual patients to be costed
according to the time they were in theatre.

• Radiology is matched to patients, with a relative weighting provided by the radiology team.
• Overhead costs are allocated on a reasonable measure based on the function of the

department. For example, premises costs by floor area usage (See Appendix 2), Human
Resources Team costs by head count.

• The PLICS system will match all costs to patients, to give an HRG cost. This will be
grouped together to give an average HRG cost by specialty and activity type required for
the submission.

The ‘Costing Assurance Review 2015/16’ was carried out in January 2017 by Ernst Young. This 
provided two key recommendations: 

1. There is a need for a senior clinican to champion costing at the Trust and drive strategic clinical
engagement with the PLICS system. A cross-Trust group should take ownership of costing
strategy and ensure the new system implementation benefits clinical services as well as enabling
the Trust to comply with external submission requirements.

Matthew Wood has been appointed as CD of Finance and is meeting regularly with the 
Costing Team to formulate outputs that meet the needs of finance and the CSC 
management teams 
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2. More detailed costing information should be shared with clinical and support services, and that
information should be better used by services to inform and support service planning decisions,
business cases and contract negotiations.

Matthew Wood has identified two departments to review the outputs in greater detail to 
validate the data prior to a wider role out 

Meetings will be held with the financial management team to review the results for each specialty. 
This will be extended to cover operational management and clinicians once the initial financial 
review is complete. Once all material issues with the results are reviewed and amended where 
necessary, the Director of Finance/Deputy Director of Finance will review and challenge the 
information, and then sign-off the results via the online submission process.  

The Reference Cost Collection submission timetable identifies the final submission date for the 
Trust as the 29th August. 

Validation and Benchmarking 

The Reference Cost submission provides mandatory validations as part of the upload process, if 
the return does not pass validations then it cannot be submitted.  

At the time of writing this report the validation information had not been published by NHS 
Improvement. It will be provided with the workbook document. 

The 2017/18 submission will be benchmarked against the national costs and our own submission 
for 2016/17. These will be examined in detail to determine why the Trust shows a cost materially 
different to the national average and to determine if any material internal cost changes are 
reflective of Trust practices, with remedial action taken to rectify the costing process where 
appropriate. 

Prior to the submission being made, each department will be presented with a high level report 
detailing the above benchmarking and will be asked to validate and sign off their output on the 
basis that there are no obvious material issues with the data. 

This will also be presented to the Director of Finance for challenge and sign-off. 
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NHS Improvement’s 7 Costing Principles 

NHSI have published an updated document for the Costing principles. 

Table 1: NHSI's 7 Costing Principles 
Principle Objective PHT Process and Compliance 
1.Causality Use of the costing standards 

explains the ‘how much, why, 
where, what and who’ of an 
organisation’s costs.  

The Trust has identified the source of costs 
on the ledger and allocated to the relevant 
activity 

2.Transparency Ensure the cost allocation 
process is transparent to 
facilitate detailed analysis 
and validation.  

The PLICS system will allow us to trace all 
costs to source 

3: Consistency Enable consistency of 
approach regardless of the 
NHS services offered.  

The Trust are completing the submission 
using the Prodacapo PLICS system for the 
second year, enabling a year on year 
comparison through the same process 

4: Accuracy Ensure confidence in the 
patient-level costing model by 
basing it on reliable source 
data.  

The Costing team will discuss areas where 
data quality is a concern with the relevant 
data source 

5. Materiality Focus costing effort on the 
materiality and variability of 
costs.  

As per national requirements the Trust will 
apply a materiality threshold of 0.05% of our 
total expenses (circa £300k), or more than 
5% of a specialty’s overall costs and focus on 
high value or high volume areas first. 

6. Stakeholder
engagement

Effective costing requires 
stakeholders to contribute to 
and actively use costing 
information.  

Management teams and clinical staff have 
been involved in more detail this year to 
assist with allocating costs to the relevant 
activity. Management teams will review and 
sign off the results prior to submission 

7. Totality Produce reliable and 
comparable results that 
include all an organisation’s 
costs.  

Financial and activity data is reconciled to 
source data. 
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NHS Improvement Costing Standards 

NHS Improvement has produced the Healthcare Costing standards for England for 
2017/18. This replaces the previous guidance provided by HFMA, expanding on their first 
release in 2016/17. It is different from the previous guidance and the standards are 
structured differently.  

The costing team will be using these standards as far as possible. 

Table 2: Costing standards 
No of 
Standards 

Description 

2 Information requirements The 2 information requirement standards describe 
the activity information required to implement the 
other costing standards and how costing teams can 
work with informatics and service departments to 
obtain good quality data for costing. 

6 Costing processes The 6 costing process standards apply to all 
services provided by your organisation. They cover 
the costing process from the general ledger through 
to the final patient unit cost, reconciliation to audited 
accounts and assurance of the cost data. 

12 Costing Methods The 12 costing method standards cover the 
costing of high volume and high value areas within 
an organisation. They supplement the six costing 
process standards. 

8 Costing approaches The 8 costing approach standards give guidance 
on difficult-to-cost areas. 
Analysis of cost collections has shown reported 
costs vary in part because of the complexity of the 
service. These standards are designed to help you 
identify all the relevant costs in these areas, and to 
work with informatics and service departments to 
obtain the information required for costing. 
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Conclusions and Recommendations 

Using PLICS will allow the costing team to provide improved costing information and significantly 
more transparency within the data. PLICS allows the Trust to meet the future requirements of NHS 
Improvement’s Costing Transformation Programme, and provides improved compliance with the 
new Costing standards. The mandated submission for Reference Costs to use PLICS is for the 
2018/19 year in August 2019, this provides the Trust two submission years’ experience before it is 
mandated. 

The submission for 2017/18 will improve upon previous submissions by the following: 

• Clinical Director of Finance with strong engagement
• Increased sign-off of cost allocations clinically
• More embedded PLICS system after two years testing

The Board is asked to confirm it is aware of the current systems and processes at the Trust used 
to complete the Reference Costs submission. 
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FINANCE & INFRASTRUCTURE COMMITTEE 
A G E N D A 

Monday 25 June 2018  
10:00 am to 13:00 pm 

Trust HQ Meeting Room 

Agenda 
Item: 

Item: Encl: Time: Lead: 

75.18 Apologies No 10:00 Chair 

76.18 Conflicts of interest No 10:00 Chair 

77.18 Minutes from 21 May 2018 Yes 10:00 Chair 

78.18 Action Log from 21 May 2018 Yes 10:10 Chair 

79.18 Chief Financial Officer Report Yes 10:25 CFO 

80.18 2018/19 Financial Position 
1. Month 2 Finance Update
2. Cash and Working Capital
3. Operating Plan resubmission

Yes 
Yes 
Yes 

10:40 DDoF 

DSP 

81.18 Infrastructure 
1. Fire Safety
2. 2018/19 Capital Plan
3. Estates, Facilities, PFI and Capital

Development Team Report

Yes 
Yes 

Verbal 

10:40 
DDoE&F 
CFO 
DDoE&F 

82.18 CIP Update for 2018/19 Yes 10:50 TD 

83.18 Investment 
1. Bank Provider report
2. Revised Linear Accelerator BC
3. STP Wave 4 Capital Bids report

Yes 
Yes 
Yes 

11:00 
IDWOD 
DSP 
CFO 

84.18 Policies for Approval None 11:20 Chair 

85.18 Papers for noting None 11:30 Chair 

86.18 Other Matters 
1. NHSI Finance Follow up report
2. 2017/18 Reference Costs Submission

Yes 
Yes 

11:40 
CFO 
DDOF 

87.18 Items for the Board Assurance Framework No 11:50 Chair 

88.18 Any Other Business No 12:00 Chair 

89.18 Items to be raised with the Trust Board No 12:00 Chair 

90.18 Date of Next Meeting: 
Monday 30 July, Trust HQ Meeting Room at 9.00 
am 

No 12:00 Chair 
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Directors
Mark Cubbon         
Mark Power  
John Knighton X         
Chris Adcock     X         
Theresa Murphy         
Paul Bytheway        
Emma McKinney      X
Lois Howell      
Penny Emerit     
Peter Mellor          X
Rob Haigh X      X
Sheila Roberts      
Nicola Ryley  
Ed Donald     
Rebecca Kopecek    X 
Cathy Stone 

Non-Executive Directors
Melloney Poole  X          
Christine Slaymaker           
David Parfitt           
Gary Hay     
Jon Watson     X
Inga Kennedy   

No longer at PHT
Greg Brown  
Simon Holmes    
Tim Powell  X          
Mark Nellthorp        
Michael Attenborough-Cox  X   X  X
Sir Ian Carruthers    
Elizabeth Conway  
Steve Erskine 
Dr John Smith X



X



Attended

Apologies given

Absent on Trust Business

TRUST BOARD ATTENDANCE RECORD
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Trust Board Work Programme – 2018/19 
April May June 
Monthly reports 
 Staff Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update
 Committee reports
 Papers for noting

Monthly reports 
 Patient Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update
 Committee reports
 Papers for noting

Monthly reports 
 Staff Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update
 Committee reports
 Papers for noting

Quarterly reports 
 Charitable Funds Update
 Trust Guardian of Working

Hours Report

Quarterly reports 
 Risk - Operational Corporate

Risk Register
 Mortality Report

Quarterly reports 
 Risk - Board Assurance

Framework (BAF)
 Research and Innovation

Report
 Freedom to Speak Up

Guardian report
Annual items 
 National staff survey
 Draft Quality Account priorities

Annual items 
 Draft Quality Account
 Audit Committee forward plan
 Annual Education, learning

and Development report
 Chief Registrar Annual Report

(JK)

Annual items 
 Children’s safeguarding report
 Final Quality Account

Portsmouth City Council 
Health & Wellbeing Strategy – 
LH 

GDPR Readiness – update - LH CNST Incentive Requests - TM 

July August September 
Monthly reports 
 Staff Story
 Chief Executive Report
 Integrated Performance

Report - 4 analysis reports
 Quality Improvement Plan

Update
Never Events Report – JK 
Safer Staffing Nursing and 
Midwifery Report 
 Committee reports
 Papers for noting

Monthly reports 
 Patient Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update
 Committee reports
 Papers for noting

Monthly reports 
 Staff Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update
 Committee reports
 Papers for noting

Quarterly reports 
 Charitable Funds Update
 Draft Corporate Strategy

Quarterly reports 
 Risk - BAF
 Trust Guardian of Working

Hours Report
 Mortality Report

Quarterly reports 
 Risk – Operation Risk Register
 Research and Innovation

Report
 Freedom to Speak Up

Guardian report
Annual items Annual items Annual items 

 EPRR Annual report
 Winter plan
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October November December 
Monthly reports 
 Staff Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update
 Committee reports
 Papers for noting

Monthly reports 
 Patient Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update
 Committee reports
 Papers for noting

Monthly reports 
 Staff Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update
 Committee reports
 Papers for noting

Quarterly reports 
 Charitable Funds Update
 Quarterly Corporate Strategy

update

Quarterly reports 
 Risk – Board Assurance

Framework (BAF)
 Trust Guardian of Working

Hours Report
 Mortality Report

Quarterly reports 
 Risk – Operational Risk

Register
 Research and Innovation

Report
 Freedom to Speak Up

Guardian report

Annual items 
 Safer Staffing Nursing and

midwifery report (2)
 Annual Complaints Report

Annual items 
 Revalidation
 Charitable Funds report and

Accounts

Annual items 
 Annual Infection Prevention &

Control report

January February March 
Monthly reports 
 Staff Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update

 Committee reports
 Papers for noting

Monthly reports 
 Patient Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update

 Committee reports
 Papers for noting

Monthly reports 
 Staff Story
 Chief Executive Report
 Integrated Performance

Report
 Care Quality Commission

Update

 Committee reports
 Papers for noting

Quarterly reports 
 Charitable Funds Update
 Quarterly Corporate Strategy

update

Quarterly reports 
 Risk – Board Assurance

Framework (BAF)
 Trust Guardian of Working

Hours Report
 Mortality Report

Quarterly reports 
 Risk – Operational Risk

Register
 Research and Innovation

Report
 Freedom to Speak Up

Guardian report

Annual items Annual items 
 Equality & Diversity Annual

Report

Annual items 
 IG Toolkit submission
 Contract negotiations
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