
TRUST BOARD MEETING IN PUBLIC 

Thursday 4 May 2017 

At 10:00 

VENUE: 
Lecture Theatre 

Queen Alexandra Hospital 

 COSHAM 



 

Trust Board Meeting in Public 

Held on Thursday 6 April 2017 at 10:00am 

Lecture Theatre 
Queen Alexandra Hospital 

MINUTES 

Present: Sir Ian Carruthers Chairman 
Mark Nellthorp  Non-Executive Director 
Liz Conway  Non-Executive Director 

Chris Adcock  Director of Finance 
Simon Holmes  Medical Director 
Rebecca Kopecek Interim Director of Workforce 
Rob Haigh Director for Emergency Care 
Ed Donald Executive Director 
Sheila Roberts Interim Chief Operating Officer 
Michelle Dixon  Deputy Chief Operating Officer 
Debra Elliott  Deputy Director of Nursing 
John Knighton  Deputy Medical Director 

In Attendance: Peter Mellor  Director of Corporate Affairs 
Teresa Cunningham PA to Trust Board (minutes) 
Simon Ward  Associate Medical Director 
Lucy Wiltshire  Head of Organisational Development 
Paul Sadler  Director of Education 
Ben Short Emergency Medicine Trainee 
Sarah Herbert  Emergency Medicine Specialist Registrar 

Item 
No 

Minute 

40/17 Apologies: 
Tim Powell  Chief Executive 
Mike Attenborough-Cox Non-Executive Director 

Declaration of Interests: 
There were no declarations of interest. 

The Chairman welcomed Debra Elliott, Deputy Director of Nursing, John Knighton, Deputy 
Medical Director and Simon Ward, Associate Medical Director to the meeting. 

41/17 Staff Story including GMC Letter 

Paul Sadler, Director of Education, Ben Short and Sarah Herbert, Emergency Medicine 
Specialist Registrars, attended the meeting to provide their perspective on the role of the 
Junior Doctor in Emergency Medicine and to discuss the letter from the GMC. 

The GMC letter touched upon the following areas:- 
 Portsmouth Hospitals NHS Trust was a consistent outlier for workload in the GMC

trainee survey (especially within Emergency Medicine)
 Rota gaps are widespread & increasing, with particular areas of concern
 Some issues e.g. high outlier numbers impact significantly
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 We have a good reputation for trainee support in Portsmouth Hospitals NHS Trust
 New Junior Doctors contract makes requirements to deliver training more explicit
 GMC Trainee Survey 2017 currently open
 Recognition of the need to combat high level stress in order to reduce sickness

levels
 Manage expectations of Junior Doctors and be transparent about the pressure of our

own Emergency Department

The Director of Corporate Affairs commented that with the pressures described, should the 
Trust not look at rostering Consultants over a 24hour/7 day period to help relieve that 
pressure. Paul Sadler agreed that there was a need for more senior decision makers 
overnight. 

The Chairman asked what the Board could do to help improve matters. Ben Short asked the 
Board to ensure that there are always two decision makers available during night shifts. 
Flow issues are the main cause of delays. Ben Short also commented that current IT 
systems could be made faster and more streamlined; this would make a big difference to 
day to day processes. 

Lucy Wiltshire echoed the comments of the Director of Corporate Affairs and could not see 
why there could not be more senior cover to support Junior Doctors overnight. 

The Executive Director for Emergency Care assured that there is an Emergency 
Department workforce plan in place. He announced that Wessex had recently authorised a 
bid for additional SPRs, however, there is no guarantee that the Trust will benefit from this. 
There is a recognised national shortage of Emergency Department senior staff. 

The Interim Chief Operating Officer remarked that she was very impressed with the 
resilience of staff dealing with the pressures within our Emergency Department. She thought 
consultants to be very supportive of their junior staff. She fully recognised that poor flow was 
having a negative impact on the department and the staff. 

The Chairman queried how many other departments were aware of the pressures the 
Emergency Department faced overnight and asked why, if they were aware, were they not 
doing all that they could in improving the discharge of patients which would help relieve the 
pressure. Sarah Herbert considered the only people outside the department who had any 
real insight were the medical registrars as they regularly attend the unit. The difference that 
timely flow makes to the department and staff is tangible; however it is now seen as 
abnormal when it should be the norm. 

The Executive Director for Emergency Care reported that he was currently introducing a 
new model of care for the medical take, with a requirement that there is more substantial 
consultant cover and ownership of specialty patients. 

The Director of Finance confirmed there were discussions taking place with Simon Hunter, 
Chief of Service for the Emergency Department, around the staffing model. He agreed that 
IT issues should be resolved to ease pressure, and assured everyone that patient flow is a 
priority for the whole system. 

The Chairman thanked Paul Sadler, Ben Short and Sarah Herbert for their presentations. 
He commented that the CQC had recognised the significant improvements being made in 
the Emergency Department. 

Sarah Herbert said that despite the pressures in Portsmouth, there are a lot of trainees who 
enjoy working in the Trust and it is recognised that they receive excellent support and 
training. She also commented that Junior Doctors would be very happy to help in identifying 
improvements. 

42/17 Minutes of the Last Meeting – 2 March 2017 
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The minutes were agreed as a true and accurate record. 

43/17 Matters Arising/Summary of Agreed Actions 

All complete. 

44/17 Notification of Any Other Business 

No notifications. 

45/17 Chairman’s Opening Remarks 

The Chairman began by announcing that Dr John Smith, Non-Executive Director, had 
resigned from the Board with immediate effect. He thanked John for his excellent support 
and commitment. A replacement will be sought. 

The Chairman also said goodbye to Liz Conway, Non-Executive Director, who retires at the 
end of the month. He thanked Liz for her outstanding contribution and commitment. 

The Chairman confirmed that two Non-Executive Directors and one Associate Non-
Executive Director had recently been appointed.  They would be starting during May. 

He also announced that the search for a Chief Executive and Medical Director had 
commenced and hoped that it would conclude in May. An interim arrangement for a Nursing 
Director is currently being explored whilst a substantive process is conducted. 

The Chairman acknowledged the immense pressure being experienced in the Emergency 
Department. The rest of the Trust needs to start looking at being more effective in taking the 
pressure off the department. The Chairman thanked all staff for their continued commitment 
and gave special thanks to the staff within the Emergency Department. 

The Chairman confirmed that the CQC had issued an enforcement notice relating to some 
concerns detected within AMU. An action plan to resolve these issues has been put in 
place. 

This week sees the implementation of the new Vascular Service. The Medical Director 
committed to circulating a communication in relation to the new Vascular Service. 
Action: Medical Director 

The Chairman reported that the Trust’s financial position continues to be challenging with 
significant threat to the £16.1m planned deficit for the year. The issues associated with our 
unscheduled care problems are having a very detrimental effect on our financial 
performance, with significant income being lost because of an inability to admit scheduled 
care patients due to overcrowding and reduced flow. If this main area of concern was 
resolved, this would in turn resolve our financial problems and the Trust would be in a 
positive surplus position. 

The Chairman outlined the role of the Accountable Care System; the combined services of 
Portsmouth Hospitals NHS Trust, Solent NHS Trust and Southern NHS Foundation Trust, 
working together as one system and to one plan.  Sir Ian Carruthers will be chair of the 
Accountable Care System Board. The three main priorities are 1) urgent care; 2) developing 
primary care, and 3) delivering a sound financial footing.  Each participating organisation will 
need to be totally committed for this to be a success.  

46/17 Chief Executive’s Report 

The Chief Executive drew attention to key areas of his report: 
 NHS Staff Survey
 Budget Announcement is ‘Good News’ for Health and Social Care
 NHS Mandate Confirms Additional commitments for NHS
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 NHS Trusts Cannot Deliver in 2017/18 without More Realism, Flexibility and Support
 New Patient Care Test for Hospital Bed Closures
 Funding Must Reach Front Line for Suicide Prevention Strategy to Succeed
 Ed Smith leaves valuable legacy as he announces NHS Improvement exit

Local News: 


46.17b Team Brief - 
March 17.pdf

The Chairman asked that the recent Health and Social Care grant and conditions be 
included in the next Chief Executive’s report. There is a need to review the grant along with 
the Social Care review and have a clear understanding of the rules. 
Action: Chief Executive 

47/17 Integrated Performance Report 

Quality 

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

 CQC state of care report – to note the findings of the CQC report
 SIRI - Increase in SIRIs attributable to the increase in breaches of the Decision to

Admit (DTA) target. 94 SIRIs were reported in February, compared to 40 in January.
The increase is attributable to the Decision to Admit (DTA) target breaches, 11
reported SIRIs were clinical events

 Pressure Ulcers – The Trust confirmed 0 (zero) avoidable grade 3 and 0 (zero)
grade 4 pressure ulcers in February. This compares to 1 grade 3 pressure ulcer
reported in January. The current year-to-date position is 16 avoidable grade 3 and 0
(zero) grade 4 pressure ulcers. The Trust has been free from avoidable grade 4
pressure ulcers since January 2015. The Trust confirmed 3 unavoidable grade 3
pressure ulcers in February, which is a decrease on the 4 that were reported in
January

 Dementia/VTE – Continued improvement with Dementia Screening. Compliance for
January and February equates to 72.55% with a quarter 4 target of 90%. The VTE
risk assessment figure for February is 96.1% (subject to validation), compared to the
January figure of 95.05%. The National average for VTE assessment (NHS England,
Q2 2016-17) is 95.51%

 Falls – There have been 4 confirmed falls incidents in February. 1 was reported as
having resulted in the death of a patient in Medicine. This has been reported as a
SIRI. 3 were reported as resulting in severe harm; 1 in MSK and 2 in Surgery and
Cancer. The incident reported in MSK had occurred at the end of February but was
reported as a SIRI in March and so will be included in March figures. The 2 incidents
in Surgery and Cancer have both been reported as SIRIs. Since the last report 2
incidents have been confirmed as resulting in moderate harm. The current year-to-
date position is 37 confirmed falls incidents, 31 resulting in severe harm (reported as
SIRIs) and 6 resulting in moderate harm

 Safety Thermometer – The Trust achieved 100% data collection for February.
 Patient Moves – Increase in the number of reported non-clinical moves between

2100 and midnight (average of 6.2 per day compared) and between 0001 and 0700
(average of 4.2 per day)

 Friends and Family – Decrease in ED response rate to 14.4% which, although below
the 15% target, remains above the national average. A reduction has been noted in
the number of patients who would recommend ED, either positively or negatively

 Infection Control:
o MRSA - The 3 MRSA bacteraemia reported in January have been attributed

to third parties following referral to NHS England. The Trust reported 0
patients with MRSA bacteraemia in February
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o C.Difficile - The Trust reported 2 patients with C.Difficile attributed to the Trust
in February against a monthly objective of 3. The cases occurred in Medicine
and Intensive Care (ITU)

o MSSA - There was 1 patient reported with MSSA bacteraemia attributed to
the Trust in February

 HSMR – Trust HSMR for the 12 months to November 2016 has decreased to 109.82
(12 months to October 2016 rate of 110.11). Trust SHMI has been updated to
include quarterly data previously unavailable. Overall SHMI for July 2015 to June
2016 is 110.77. Weekend mortality is lower than weekdays. Deaths are reviewed in
the Mortality Review Panel meeting

 Stroke – The Trust has provisionally achieved 9 of the 13 key measures for January
(see table) based on 69 admissions (clock starts). Scan within 1hr: not achieved
36.2% (standard 48%). Scan within 12hrs: 98.6% achieved (standard 95%). Direct
Admission to Stroke Unit: not achieved 44.1% (standard 90%). % patients who
spend 90% of their stay on a Stroke Unit: 86.8% achieved (standard 80%)

 Sepsis – The quarter 4 audit to meet the CQUIN requirements is currently underway

The Chairman recognised that, on the whole, these results were very good. He 
congratulated the Medical Director and his colleagues. He also recognised the negative 
effect on the HSMR of patients remaining in hospital for too long. 

Operations 

The Chief Operating Officer drew attention to the following areas of her report: 
 RTT - All patients waiting for treatment (total waiting list). The Trust achieved 90.49%

against the 92% standard for February, and just below the revised improvement
trajectory of 90.9% at aggregate level. There were 2 breaches of the 52 wk.
maximum wait standard

 Diagnostic Waits - The maximum 6 week waiting time standard for diagnostics was
achieved; performance was 99.0% against the improvement trajectory of 99.1%
(national standard 99%)

 A&E Performance was 75.32% against the 95% standard and the improvement
trajectory of 85%. Total attendances in February averaged 361 per day. There had
been 88 breaches of the 12 hour trolley wait standard

 Cancer - 5 of the 8 national standards were achieved, 62 day first definitive
treatment, screening and 31 day subsequent surgery are currently not being
achieved. Provisionally, there were 4 patients who had waited more than 104 days
for treatment

 Delayed Transfers of Care - 6.2% of patients were officially delayed in their transfer
of care compared to 2.5% in February last year; the majority of patients are waiting
for social care assessment. The average number of medically fit for discharge
patients was 246 compared to 181 in February last year, and is a deterioration from
244 last month

Simon Ward highlighted that all of the MRI and CT scanners are operating at a higher rate 
than expected and that there is no contingency if a breakdown occurs. The Medical Director 
is providing a report on Radiology – capacity, demand and strategy- to the next Trust Board 
meeting. 

The Director of Finance commented that the capital programme is becoming a material 
issue and requires a review of capital allocations as it is being further reduced next year. He 
is currently debating the issue with NHSi as he considers the capital allocation to be small 
for a Trust of this size. The equipment cycle is reaching a critical point. 

The Executive Director for Emergency Care reiterated that a new medical model of care is 
to be introduced to provide a better rolling review of patients and to minimise delays in 
referrals. The new model is intended to commence on 8th May 2017. The model will also see 
much more productive communication between departments and a revised on-call medical 
rota working to an agreed triage protocol. The Executive Director for Emergency Care, the 
Medical Director and Deputy Medical Director will ensure that all Chiefs of Service fully 
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understand why these changes are essential. 

Mark Nellthorp asked if any assessment had been made of the benefit of these changes and 
if they would produce the necessary change. The Executive Director for Emergency Care 
replied that there was National evidence that shows that having a senior decision maker at 
the start of a patients journey helps avoid/reduces their stay. It is also evidenced that 
providing appropriate treatment at the beginning of the patient journey also reduces length 
of stay. 

The Medical Director commented that he did not anticipate these changes would radically 
improve the 4 hour wait target but that they would certainly achieve improvements in quality. 
. 

The Interim Chief Operating Officer presented A&E performance data; please see the 
presentation below for full details. 

A&E 
performance.pptx

The Chairman recognised that improvements had been made but insisted that the Trust’s 
performance was still below an acceptable level. 

Sarah Herbert questioned how the Trust would be able to sustain an increase in 
performance. The Interim Chief Operating Officer replied that performance would be 
sustained once the issues surrounding flow were resolved. The number of those patients 
who were medically fit for discharge but that had yet to leave the hospital needed to be 
significantly reduced to enable flow. 

Mark Nellthorp raised concern that the Trust need to be doing more for medically fit for 
discharge patients. The Chairman echoed this and added that there needed to be more 
discharges in the mornings throughout the Trust. 

Finance 

The Director of Finance drew attention to the following areas of his report: 
 This report illustrated the position at Month 11
 Process of closing down the accounts is underway
 The Trust had a surplus of £1.2m as its planned financial outturn for 2016-17. The

first two quarters of the financial year had a deficit plan aligned to the 2015-16 final
run rate. The plan then required staged financial improvements from July 2016
onwards

 The Trust's Income and Expenditure position at the end of February 2017 is an
actual deficit of £20.3m. This is £19.4m behind the planned deficit position of £0.9m.
The deficit position includes a partial loss of allocated STF funding. In quarter 2 this
is linked to lower than required levels of operational performance in RTT in August
and September 2016 and is valued as a loss of £0.3m. A mitigation case for the loss
has been proposed to NHSi

o Year to date actual deficit of £20.3m. This includes the further loss of quarter
3 STF funding of £ 3.65m and a further £ 1.21m for January and February
2017.

o Month 12 accounts will include the benefit of technical issues which are not
included in the year to date position

 Income is a significant challenge:-
o Year to date c£14.9m behind plan
o NHSi has confirmed that our appeal in respect of Sustainability and

Transformation Plan funding in respect of the 18 week referral to treatment
target was unsuccessful (c£300k)

o The unscheduled care disruptions have significantly impacted on our ability to
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carry out the necessary activity to deliver the required income, whilst material 
costs have continued to be incurred. We are working with commissioners to 
do all we can to mitigate further deterioration in the financial position with 
regards to income. The scale of this is between £2m-£3m and therefore, 
delivery of the previously forecast £16.1m deficit is at risk accordingly. 

o Considerable progress on CIPs has been made and this needs to continue.

Workforce 

The Interim Director of Workforce drew attention to the following areas of the report: 
 The total workforce capacity increased by 30 FTE to 6979 FTE in February 2017 and

is 175 FTE over the new funded establishment
 The temporary workforce capacity increased to 494 FTE in February 2017 and

comprises 7.1% of the total workforce capacity. This is a 0.3% increase compared to
January 2017

 The number of shifts that have breached the capped rates, or are off-framework,
have decreased by 427 shifts to 1773 shifts in February 2017

 The evidence indicates that overall staffing levels have increased from 99.1% to
99.3% compared to planned levels

 The CHPPD metric has been recorded up to Month 11. The evidence collected
indicates that overall CHPPD is 5.0 for RNs and 2.6 for HCSWs for PHT. This was
similarly reported in previous months with a small decrease in RNs and small
increase in HCSWs

 Appraisal compliance has decreased and currently stands at 81.9% in February
2017, below the 85% target. Appraisal compliance has been below target since the
beginning of the financial year

 Total essential skills compliance increased in February 2017 from 89.5% to 89.6%.
Information Governance Training has increased to 91.3% but is still below the
Information Governance Training target of 95%

 Sickness Absence Rate (12 month rolling average) increased to 3.9% in January
and remains above the target. In-month sickness absence increased to 4.4% in
January and is above the target

 Flu - CQUIN of 72.5% of staff being vaccinated was achieved. This includes front
line health care workers who did not have the vaccination due to contra-indications,
allergies, treatment which the vaccine could affect or they had been vaccinated
elsewhere. 1031  members of staff (15.8%) were written to and invited to an
individual vaccination appointment but did not attend. 765 (11.7%) declined to be
vaccinated and completed a consent form to that affect

 A 1% pay increase for both medical and non-medical staff has been agreed as well
as an increase in pension contributions

Mark Nellthorp asked if the Trust had quantified how much time was spent on appraisals 
and queried if it was currently the best use of time given the current situation of the Trust. 
The Interim Director of Workforce insisted that it was imperative that appraisals continue; it 
increases staff development and morale. The Medical Director added that the quality of the 
appraisal was important and that appraisers need to be trained properly. 

The Director of Corporate Affairs highlighted that an enormous amount of work had taken 
place to improve essential skills and mandatory training, however, some staff are actively 
choosing not to complete their training and this will not be allowed to continue; essential 
skills training is not optional. 

Liz Conway asked, in her role of Chair of the Patient Experience committee, that her 
replacement champions complaints. The Chairman agreed. 

48/17 CQC Improvement Notice and Urgent Care Quality Improvement Plan (CQC) 

The Deputy Director of Nursing presented this report which comprised of 2 parts: 
 Part A – compliance with the CQC improvement notice
 Part B – compliance with the Urgent Care Improvement Plan
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The Deputy Director of Nursing drew attention to the following highlights. This report 
updates on the outcome of recent CQC inspections and subsequent actions. 

 The inspection by the CQC in February 2016 resulted in the Trust receiving an
Enforcement Notice due to safety concerns relating to the Emergency Department

 Following an unannounced inspection on 29th and 30th September, the CQC found
that significant improvements in patient safety had been made and proposed to
remove the enforcement notice

 As a consequence of the September visit, the Trust had received requirement
notices for which an action plan had been developed; progress against which has
been reported to the Board on a monthly basis

 The final report following the inspection in September was published by the CQC on
the 1st February

 An action plan in response to the requirements contained within the final report was
submitted to the CQC on the 27th February 2017

 Three further unannounced inspections have taken place since September; the 16th
and 17th and 28th February 2017

 As a consequence of these inspections, the CQC imposed four conditions upon the
Trust on 3rd March 2017

 The Trust developed a short term action plan to ensure all actions raised from the
February inspections were being addressed and actioned accordingly

 The Trust is in the process of assembling a more comprehensive action plan than
that originally submitted to the CQC.  Once developed and agreed, it is this plan that
will be reported to Trust Board.

The Executive Director for Emergency Care added that the plan is reviewed daily and 
actions taken accordingly, and confirmed that a clear and safe pathway for GP patients 
being admitted into AMU had been established. 

The Chairman sought assurance that the Trust was compliant with the conditions imposed 
upon it. The Deputy Director of Nursing responded to say that the Trust was but that 
adequate staffing levels needed to be maintained to maintain compliance. Escalation 
triggers have been put in place if staffing levels are low; beds will close in these 
circumstances. The Deputy Director of Nursing also highlighted that a number of 
commitments have been made in relation to DOLS compliance and the majority of targets 
were being achieved. The Chairman asked for a more formal update on whether the Trust is 
achieving the conditions imposed by the CQC. 
Action: Deputy Director of Nursing 

The Director of Finance reassured the Board that the Executive Team is regularly 
discussing this in the weekly Executive Management Team meeting. 

49/17 Annual Education, Learning and Development Report 

This item was taken out of turn. 

The Interim Director of Workforce drew attention to the following highlights from her report. 
Please see the report attached for full details. 

 This report was produced in August 2016 - facts and figures are for financial year
2015/16

 We have continued to utilise the external funding in a similar manner (as mandated
by HEE Wessex for specific training purposes e.g. Salary Support)

 We have continued to support the development of new roles e.g. Nursing Associates
 Challenges as listed in report still remain, funding, attracting students, real estate

and apprentice levy

49.17b L&D Annual 
Report Final Version.pdf
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50/17 National Staff Survey 

This item was taken out of turn. 

Lucy Wiltshire, Head of Organisational Development,  was in attendance to present the 
national staff survey and drew attention to the following key areas:- 

 Full census of staff undertaken with 3949 responses (58%), which is in the highest
20% of acute trusts nationally

 Maintained overall staff engagement, showing a significant increase from 2012
(launch of internal staff engagement methodology with board commitment to staff
engagement)

 Top 20% in 12 of 32 key findings when compared to all acute trusts nationally
(decrease from 15 in 2015)

 Trust Board are requested to endorse proposals for priority areas of focus for 2017.
2017 priority areas:-

Bottom five ranking scores and scores where staff experience has declined:

Errors and Incidents 2017 Key Actions: 

KF28. Percentage of staff witnessing potentially harmful 
errors, near misses or incidents in last month (that could 
have hurt staff or patients) 

 Patient Safety Culture work streams
 Quality Improvement Strategy

Health and Wellbeing 2017 Key Actions: 

KF18. Percentage of staff attending work in the last 3 
months despite feeling unwell because they felt 
pressure from their manager, colleagues or themselves 

 Ensure staff and managers follow the Management of
Attendance policy

 Staff are appropriately supported/referred to Occupational
Health

 Continue to promote our staff safety and well-being service

Job Satisfaction 2017 Key Actions: 

KF1. Staff recommendation of the organisation as a 
place to work or receive treatment 

 Continue the staff engagement programme so that staff
are listened to, feel supported and able to make changes
in their place of work for the benefit of patients and
themselves

 Ensure all staff are clear on the organisations top priorities
and how their role contributes to delivery

Violence Harassment & Bullying 2017 Key Actions: 

KF22. Percentage of staff experiencing physical 
violence from patients, relatives or the public in last 12 
months 

KF23. Percentage of staff experiencing physical 
violence from staff in last 12 months 

KF25. Percentage of staff experiencing harassment, 
bullying or abuse from patients, relatives or the public in 
last 12 months 

KF27. Percentage of staff / colleagues reporting most 
recent experience of harassment, bullying or abuse 
(either they or a colleague reported it) 

 Identify whether the number of staff reporting such
experiences are recorded as an incident on the most
appropriate system

 Ensure all staff are reminded of and compliant with the
Management of Violence, Aggression and Abuse against
Staff Policy

 Ensure all staff are reminded of and compliant with the
bullying and harassment policy

 Any required training is identified and delivered
 Ensure all staff know how to report incidents and are

appropriately supported
 Continue with the ‘Respect Me’ prevention of Workplace

Bullying and Harassment campaign

Mark Nellthorp commented that the survey seems to suggest that the rest of the country is 
improving but that we are not. Lucy Wiltshire confirmed that we are improving within the 
Trust.  

Lucy Wiltshire will provide the Governance & Quality Committee with further details from the 
National Staff Survey. 
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Action: Lucy Wiltshire 

51/17 Delayed Transfers of Care 

The Interim Chief Operating Officer highlighted the following key points from her 
presentation:- 

 A reportable DTOC occurs:
o When a patient is ready to depart from an acute or non-acute ( community or

mental health) bed and is still occupying that  bed
o A clinical decision has been made that the patient is ready to transfer AND
o A multi-disciplinary team decision has been made that the patient is ready

AND safe to discharge/transfer
 Medically optimised:

o Medically fit for discharge/ clinically optimised/medically optimised
o NOT the same as DTOC from a medical perspective only
o They may need further therapy or social care input
o Discharge to assess means much of this can be done outside of the acute

setting

The Interim Chief Operating Officer assured the Board that there is a whole system review 
taking place. The Chairman has asked for an explanation as to why ‘delayed transfer of care 
patients’ are counted differently across the system. 
Action: Interim Chief Operating Officer 

Mark Nellthorp remarked that delays in assessments have the effect of reducing delayed 
transfer of care figures and of increasing medically fit for discharge figures. The Executive 
Director for Emergency Care confirmed that 108 of 237 patients are currently waiting for 
other assessments; predominantly adult assessments. The assessment processes needs to 
be accelerated. The Chairman asked the Executive Director of Emergency Care to look at 
the MDT assessment process to ensure that it was working as it should. 
Action: Executive Director for Emergency Care 

The Director of Corporate Affairs commented that delayed transfers of care and medically fit 
for discharge need to be more clearly defined; Social Care are only interested in delayed 
transfers of care, so we need to do all we can to ensure patients move from medically fit for 
discharge to delayed transfer of care to ensure Social Services support. 

52/17 Audit Committee Report 

The Director of Finance drew attention to the following key points:- 
 A Cyber Security business case is being put together and will go through the normal

business case process
 The internal audit plan has been presented and has gone to the Executive Team for

comment.  It will then go to the Audit Committee for final approval
 The external audit plan and local counter fraud plans have been presented and

noted by the Audit Committee
 Concern that the audit committee did not receive the Board Assurance Framework

(BAF). The Director of Finance assured the Board that the BAF is presented at a lot
of different meetings

 Review of the Standard Financial Instructions and Standing Orders is being
undertaken to further support the Trust Recovery Programme. This will be brought
to the Board for approval once it has been considered by the Audit Committee

53/17 Audit Committee Forward Planner 

The Director of Finance presented the planner to the Board for noting. 

54/17 Board Assurance Framework 

The Director of Corporate Affairs highlighted the following key points:- 
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 Risk S4 – a decrease in the scoring from 16 to 12
 All RED Risks scoring 16 and above

The Director of Corporate Affairs continues to further refine the risks and reminded 
members of the need to satisfy themselves that the risks within the BAF are indeed those 
that threaten the Organisational priorities and that they assure themselves that the proposed 
actions will mitigate the particular risk. 

Liz Conway reminded that the Risk Assurance Committee focused on risks at each of its 
meetings but she raised concern about the level of CSC attendance. The Chairman asked 
the Medical Director and Deputy Director of Nursing to ensure that all CSCs fully understand 
the importance of representation at the Risk Assurance Committee meeting and their 
responsibility to manage any risks that threaten their CSC. 
Action: Interim Medical Director and Deputy Director of Nursing 

55/17 Charitable Funds Update 

The Director of Corporate Affairs highlighted the following key points:- 
 February has been another good month for the charity as well as overall for the year
 A paper was submitted to the Operational Board last week highlighting that the

Rocky Appeal is currently struggling to meet this years’ payments for the robot.
Other departmental charitable funds will be asked to contribute, if necessary.

A contributing factor for the reduction in donations to the Rocky Appeal is as a consequence 
of the successes of Portsmouth Hospitals Charity and the ability to be able to donate directly 
to a specific ward or department. 

56/17 Non-Executive Directors’ Report 

Nothing further to add. 

57/17 Annual Work plan 

The annual work plan was noted. 

58/17 Record of Attendance 

The record of attendance was noted. 

59/17 Opportunity for the Public to ask questions relating to today’s Board meeting 

No further questions. 

The Chairman thanked the public for their attendance and excused them from the meeting. 

60/17 Any Other Business 

The Chairman bid a final farewell to Liz Conway and praised her passion, enthusiasm and 
excellent contribution to the Trust. Liz thanked her colleagues for their support throughout 
her term of office and thanked the staff for their continued commitment. 

The meeting closed at 13:18pm. 

61/17 Date of Next  Meeting: 

Thursday 4 May 2017 
Venue: Lecture Theatre, Queen Alexandra Hospital 
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 ROLLING ACTION POINTS FROM: Trust Board Meeting in Public Thursday 6 April 2017 

2017 
Minute Agenda Topic Summary of Action required Responsibility for Action 

is with Due Date 

45/17 Chairman’s Opening 
Remarks 

The Interim Medical Director to put together a 
communication in relation to the new Vascular Service Interim Medical Director May 

46/17 Chief Executive’s 
Report 

The Chairman asked for Health and Social Care grant 
and conditions to be included in the next Chief 
Executives report 

Chief Executive May 

48/17 
CQC Improvement 
Notice and Urgent 
Care Improvement 
Plan 

The Chairman has asked for a more robust update on 
whether the Trust is achieving the conditions put upon it 
by the CQC 

Deputy Director of Nursing May 

50/17 National Staff Survey Lucy Wiltshire to provide the Governance Committee 
with details from the National Staff Survey Lucy Wiltshire May 

51/17 Delayed Transfer of 
Care 

The Chairman has asked for a narrative on why 
delayed transfer of care patients are counted differently 
across the system 

Interim Chief Operating 
Officer May 

51/17 Delayed Transfer of 
Care 

The Chairman asked the Executive Director of 
Emergency Care to look at the MDT assessment 
process to ensure it is working as it should 

Executive Director of 
Emergency Care  May 

53/17 Audit Committee 
Forward Planner 

The Interim Medical Director and Deputy Director of 
Nursing to ensure all CSC heads understand the 
importance of their attendance at the Risk Assurance 
Committee meeting and the need to update their risks 

Interim Medical Director 
and Deputy Director of 
Nursing 

May 
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TRUST BOARD PUBLIC – MAY 2017 Agenda Item Number: 67/17 
Enclosure Number: (1) 

Subject: Report from the Chief Executive 
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Sponsored & Presented by: 

Tim Powell, Interim Chief Executive 

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

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

Note the contents of the report 

Options and decisions 
required 
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decisions required 
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Next steps / future actions: 
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issues (including Equality 
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Framework/ Risk Register 

Organisational Priorities 

Board Assurance Framework/ 
Risk Register Reference 

Risk Description 

CQC Reference 

Committees/Meetings at which paper has been discussed/ approved: Date 
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Report of the Chief Executive 

Board of Directors – 4 May 2017 

1. Health and Social Care Grant

At the 2017/18 Budget, the Government announced a total of £2.021 billion as
supplementary funding to the improved Better Care Fund (iBCF).  This is to be distributed
as £1.01 billion in 2017/18; £674 million in 2018/19 and £337 million in 2019/20.

Recognising that all Local Authorities face pressure on the provision of adult social care, in
each year 10% of the total supplementary funding is allocated by the Relative Needs
Formula (RNF) used for the 2017/18 Adult Social Care Support Grant (ASC).

In each year the remaining 90% of the supplementary funding is added to the existing iBCF
funding and the total allocated using the iBCF methodology.  Namely:

(i) It is assumed that all Local Authorities use the full ASC precept flexibility in all years,
as was calculated in December 2015 and published with the Local Government
Finance Settlement 2016-17, which was 2% in all years

(ii) The sum of the England total of this calculation of potential ASC precept and the
England total of additional funding (iBCF funding and supplementary iBCF funding)
is considered for the distribution of the improved Better Care Fund (iBCF).  The sum
of these two elements (social care precept and total iBCF funding) is notionally
distributed across Local Authorities so that the combined amount follows the adult
social care RNF

(iii) The first stage of calculating the iBCF allocation is the amount by which this RNF
share of total available resources exceeds a Local Authority’s potential receipts from
the ASC precept

(iv) A minority of Local Authorities are already able to raise an amount of ASC precept
exceeding their hypothetical RNF allocation of the total funding available for adult
social care calculated in (ii).  This would lead to a negative figure in (iii).  These
Local Authorities receive no share of the iBCF distribution of the additional funding

(iv) To reflect this change in the total resources available, the figures calculated in (iii)
are scaled down for the remainder of the Local Authorities.

As an exemplification for 2017/18: 

(v) The supplementary funding to the iBCF is £1.01 billion
(vi) Each Local Authority will receive their share of 10% of this distributed by RNF
(vii) The total iBCF for 2017/18 was £105 million, 90% of the supplementary funding

(£909 million) is added to this £105 million for a total of £1.014 billion.  This amount
is distributed using the iBCF methodology

(viii) Each Local Authority therefore receives the sum of their figures calculated in (vii)
and (viii)

2. Review identifies £10 billion capital funding gap

The review of NHS Property and Estates by Sir Robert Naylor has published its findings.  It
concludes that £10 billion additional capital will be needed to clear the maintenance
backlog and support the Sustainability and Transformation Partnership (STP) process.  It
also calls for the creation of a powerful new NHS Property Board to provide leadership,
expertise and delivery support to Trusts and STPs.

This review confirms longstanding Trust concerns of a large and growing gap in capital
funding.  Establishing a new NHS Property Board to provide leadership, expertise and
delivery support to Trusts will be beneficial if the new Board is effectively resourced and
acts on the basis that its role is to help and serve the NHS frontline.  The report is published
at a time when STPs are still in development so we will need to consider which
recommendations should be the responsibility of STPs and which should be the
responsibility of individual Trusts.
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There is a stretching target for Trusts to release between £2 billion and £5 billion of assets 
for reinvestment and to deliver land for new homes.  We will want to consider whether 
these targets are realistic and deliverable given these current constraints. 

3. Delayed Transfers of Care

NHS Performance data published by NHS England show that in February this year, the
majority of delayed transfers of care were linked to the lack of availability of social care.
The data shows that there were 184,855 delayed days in February 2017, compared with
158,131 in February 2016.

Patients who are well enough to leave hospital should be able to do so at the earliest
opportunity.  The increase in delays to discharge for patients equated to over 1,150 more
beds being taken out of normal usage, compared with February 2016.  The Next Steps on
the Five Year Forward View document published last month sets out key deliverables for
the next two years.  These include hospitals, primary and community care and local
councils working together to ensure people are not stuck in hospital while waiting for
delayed community health and social care.

4. Workforce Racial Equality Standard

NHS England has published its 2016 annual data report on NHS Workforce Race Equality
Standard, the report finds:

· White shortlisted job applicants are 1.57 times more likely to be appointed from
shortlisting than BME shortlisted applicants

· The proportion of very senior managers from BME backgrounds increased by 4.4%
from 2015 to 2016 but representation at Board level remains significantly lower than
BME representation in the overall NHS workforce

· BME staff remain significantly more likely to experience discrimination at work from
colleagues and their managers

· BME staff remain more likely than white staff to experience harassment, bullying or
abuse from other staff though this fell very slightly last year

5. Local News

Arterial Surgery

On 3 April all major arterial surgery moved from Portsmouth Hospitals to University Hospital
Southampton NHS Trust (UHS).  This means that patients requiring this type of surgery will
be treated at UHS, which will have a specialist vascular team 24 hours a day, seven days a
week.  Vascular Surgeons will continue to offer day surgery at QA and run an outpatient
clinic from Portsmouth, Gosport, Havant and Fareham hospitals, including diabetic foot
clinics.  Patients with diabetes, kidney problems, cancer, or injuries will still be seen by a
Vascular Surgeon here during weekdays.  Portsmouth will continue as the Major Regional
Renal (Kidney) Centre and patients will continue to be treated for complications that arise
from dialysis.

Triple Award Success for Research Staff

The hard work and dedication of researchers at Portsmouth Hospitals was recognised at
the recent Thames Valley and Wessex Leadership Academy Leadership Recognition
Awards.  The first win of the night went to the MISSION ABC team, a respiratory research
study led by Professor Anoop Chauhan, Director of Research at PHT, who were crowned
the winners of the ‘Leading For Service Improvement and Innovation Award’.  The
MISSION team went on to scoop yet another award, this time for ‘Clinical Team
Outstanding Achievement’, before Professor Chauhan was crowned ‘Inspirational Leader’.

Team Brief

A copy of Team Brief is attached for your information.15



Team Brief – April 2017 
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Well – Led  
 Developing our Organisational Strategy 

How you can help  
• Come along to a ‘Defining our Future Together’ event 
• Release staff to attend 

You are invited to attend one of many exciting engagement 
events where you will hear from Tim Powell, Chief Executive 
Officer about our draft strategic priorities and where we will 
be asking for your views; so that we are concentrating on 

the things that matter to you and to our patients. 
 

This is your opportunity to define our future together 

Defining Our Future Together 

Date Time Venue 

3 May 13.30-14.30 Oasis 

3 May 16.00-17.00 Oasis 

5 May 09.00-10.00 Oasis 

12 May 15.30-16.30 Oasis 

18 May 14.30-15.30 Oasis 

22 May 14.00-15.00 Oasis 

5 June 17.00-18.00 Oasis 

7 June 16.00-17.00 Oasis 

There is no need to 
book, just come 

along and bring your 
colleagues with you 

Our current strategy is due to be refreshed to make sure our 
long term goals are still relevant;  that we are still 
concentrating on the things that matter to our patients and 
that we are a well led Trust. 
 
Our strategy will set out where we are now, where we want to be 
in the future and what we need to do to get there.  As it is a 
strategy for change it will not contain details for all our services 
but will provide a framework for senior managers which will inform 
the way they plan, deliver, monitor and manage their services. 
 
Over the past year we have listened to our staff, patients, their 
relatives and our external partners and have developed a number 
of themed key priorities.  
 
Our organisational strategy should not be a document that sits on 
a shelf, but a living and breathing entity that provides a framework 
and context for everything that everyone who works in 
Portsmouth Hospitals contributes to and has a part to play.  
Therefore, it is key that we further engage with staff on the front 
line and in support roles to enhance and define our strategic 
priorities for the next 2-3 years. 
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Patient Safety Report 

Simon Holmes 
Medical Director 

Learning from Incidents 
• A number of incidents relating to patients being sent home with another patient’s

medications
• All ‘To Take Out’ medications (TTOs) to be checked prior to discharge
• A reminder that all forms of physical or pharmaceutical restraint must have a

Safety Learning Event form submitted

Process / Service Change 
• As of 3 April any person subject to a Deprivation of Liberty (DoLS) authorisation

who dies, their death need not be reported to the Coroner unless the cause of
death is unknown, or where there are concerns that the cause of death was
unnatural or violent, including where there is any concern about the care given
having contributed to the persons death

• The Learning Disability Liaison Nurses are now funded to see ALL patients
(Portsmouth and Hampshire)

New Nursing Care Plans 
• Trust wide roll-out of the new 7-day and short stay care plans commenced in

March
• The care plan has been updated to streamline transition from assessment areas

to wards
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Quality Care Review 

Quality Care Review – getting PHT to outstanding together 
• 17 Staff from all over the Trust supported the Quality Care Review for February
• Thank you to the military who provided many attendees
• Medicine wards were visited and included C6, C7, D2, E6 and E7 who were all rated

as good.  D3 was rated as requiring Improvement with elements of good practice
noted

Areas of good practice noted 
• Good care reported from patients
• Chaplaincy service reported as first class
• Good visibility of Head of Nursing reported by staff

Learning points 
• Staff reported that learning from safety learning events / Datix not always fed back to

staff
• Staff reporting low staffing levels at times
• Named Nurse/Dr not always present above bed

Next Quality Care Review is on 25 April, 2.00pm – 4.30pm 

Simon Holmes 
Medical Director 

How you can help 
• Please join a review and help PHT get to outstanding – Contact QualityCare.Review@porthosp.nhs.uk
• Please think about ensuring feedback on safety learning events to staff
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Urgent Care Transformation Programme 

Ward Discharges Including SAFER & Standard Patients – the graph below 
demonstrates the mismatch between admission and discharges each day 
The grey shaded area profiles the number of admissions across each day, the orange 
line the profile of discharges across each day and the red the profile of discharges for 
last week 
Although the profile shows we continue to discharge patients too late in the day to 
match the request for admissions there has been a slight improvement 
However we need to relentlessly focus on the SAFER methodology as well as asking 
and acting upon the following questions for every single inpatient, every day, at every 
board round: 
 
• Can this patient be discharged today? 
• If not, what is their estimated discharge date,  is it on track and updated on 

Bedview? 
• What are they waiting for and what can I do now to accelerate their progress 

towards discharge? 
 
 
 
 
 
 
 

We are running a perfect week 
in the hospital between 

Tuesday 18th of April and 
Monday 24th April to improve 
the experience of patients, to 
create flow so that patients 

wait less time and to improve 
the time our staff spends with 
patients and staff satisfaction.  

We know that running a 
perfect week helps us to reset 
our hospital and work better 

 
 “Sheila Roberts, Chief 

Operating Officer” 
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Chief Operating Officer’s Report 

Sheila Roberts 
Interim Chief  

Operating Officer 
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Finance Director’s Report 

Chris Adcock 
Finance Director 

How you can help
• Familiarise yourself with your CSC/Departments financial objectives and plans to achieve them.
• Tell us when you think we have missed opportunities – either to reduce cost, generate income, or mitigate risks
• Let us have all your ideas that could make a difference

16/17 Financial Year end 
• Trust financial accounts have closed at £17.8m deficit.  The process of finalisation of all accounting entries, preparation of

working papers and External Audit has now begun and will conclude at the end of May
• This position is an adverse variance of £19m from the £1.2m 16/17 financial control total surplus and includes:

‒ £7.6m Sustainability and Transformation funding (STF) not received due to adverse financial and operational performance
against trajectories 

‒ Income: £9.4m adverse variance 
‒ Pay £3.8m adverse variance 
‒ Non Pay  £0.6m adverse variance 
‒ Offset by technical and non-recurrent/one off benefits of £2.4m 

• Cost Improvement Plan delivery was £26.4m gross, and £24m net of investments

2017/18 Contract and Financial Plan 
• The PHT financial control total for 2017/18 is £9.6m surplus supported by £13.4m of STF allocations
• This requires a cost improvement (reduction) programme delivery of £34.6m (6% of turnover)
• In the first quarter of the financial year we must save £1m of non-pay expenditure against the start point position and must not

exceed £25m per month on pay
• Delivery of the plan requires fundamental change in how we spend our money, how effectively we manage our budgets and take

expenditure decisions, how we work with our partners, and how we plan and operate our services for patients right across our
health system

• Key components of the plan:
‒ CSC ownership of financial plans
‒ Documented agreements in relation to financial risk and transparent approach to risk management / 

mitigation 
‒ Programmes of work designed around achievement of the conditions necessary to achieve the 

financial objectives 
‒ Aligned Incentives contracts agreed with PSEH commissioners 
‒ Accountable Care System established and operational 
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Director of Workforce and OD Report 

• Congratulations to Debbie Knight in winning the TVWLA Leading and Developing People Award 2016/17, recognising her hard
work and commitment in both leading her team and supporting many others in progressing their development and career

• Course attendance remains a significant problem for the Trust, particularly within mandatory training courses.  The top 5 courses
for Did Not Attend rates are below, 3 of these are mandatory training which are below their Essential Skills Compliance target of
85%
‒ (1) - 42% Patient Safety & Quality Training (8 DNAs):  (2) - 41% Clinical Director Development Programme (7 DNAs):  (3) -

36%  Conflict Resolution (16 DNAs):  (4) - 29% Moving and Handling of Patients (34 DNAs):  (5) - 28% Mental Capacity Act 

and Deprivation of Liberty Safeguards (49 DNAs) 

• Our library will be relocating to the ground floor of the QuAD building w/c 3 April and will therefore be closed for that week.
Please contact Darrel Mason / Lynn Hansell if you have any library service queries

• The 2017/18 Essential Skills Handbook will be distributed throughout the Trust in early April, please your copy and complete the
short online e-Assessment when your annual update is due

• The new Performance Appraisal documentation launched 1 February.  1 hour briefing sessions have been scheduled throughout
April and May.  Follow this link for dates, times and venues, there is no need to book just turn up.  Further information from
Performance Appraisal webpage or contact Organisational Development on 5072 or O.D@porthosp.nhs.uk

• We are pleased to announce that the 2017 Best People Awards will be open for nominations on the 1 May via a link from the
intranet home page and paper forms.  The award ceremony will take place in November at the Portsmouth Guildhall and is
funded by the Joint Consultative and Negotiating Committee (Staff Side forum).  You are encouraged to nominate teams and
individuals to recognise outstanding achievements, to showcase best practice, demonstrate commitment to the Portsmouth
Values and to reward those who exceed expectations or any exceptional act

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help
• Ensure attendance at the Performance Appraisal briefing sessions
• Ensure that all mandatory training is completed
• Watch our for further communications regarding the well-led inspection

• A very successful World Health Day was held on 7 April 2017; 333 staff attended; 70 Cholesterol checks
and 132 blood pressure tests were undertaken; 27 staff were signposted to a wellbeing clinic; 6 were
signposted to their GP; 99% gave positive feedback; Scott Hawes (Renal) won the bike challenge; Donna
Bull (Manual Handling) won the skipping challenge and both won 3 months membership to Oasis

• CQC formally inspecting us 10 and 11 May against the well-led domain http://www.cqc.org.uk/
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Staff-Led Change

‘What we are trying to do every day as staff of 
PHT is to improve things, for our patients and 
our staff.  If we do not change, if we do not 
innovate, if we do not do things differently, then 
just by standing still we end up going 
backwards’.   
Tim Powell, CEO, Oct 2016 

IDEAS CHALLENGE 

Regularly throughout the year we will set an Ideas Challenge to 
all staff who work at PHT.  The challenge will be relevant to our 
key risks and priorities and your ideas on how to address this 

could potentially result in real improvements to our patients and 
staff. 

April’s Ideas Challenge 

IMPROVING STAFF HEALTH AND WELLBEING 
To deliver high quality patient care, we need staff that are 

healthy, well and at work.  

Over the past few years we have made significant progress in the 
support we offer to staff to improve their physical and mental 

health. However, we all know that good health and wellbeing isn’t 
just about exercising more and eating better it’s about looking at 

the whole package. 

We want your new ideas on what more needs to be done to 
support and improve the health and wellbeing of our staff. 

To respond to the Challenge: 
Click the  IdeasPort icon on your desktop, log in or register, 

write your idea in the Challenge section (be clear and 
concise) and click ‘submit’. 

Email ideasport@porthosp.nhs.uk with any query 

Developing a Culture of 
Continuous Improvement 

28 colleagues joined in an exciting discussion at this staff led 
conversation on the 10th March to give their expertise and views to help 
shape the future of our improvement approach at PHT.  This was led by a 
sponsor group of Dr John Knighton, Dr Greta Westwood, Lucy Wiltshire 
and Fiona McNeight. 

Attendees were asked to describe their vision for improvement for 
Portsmouth Hospitals, where we are now as an organisation and what our 
barriers are.  Attendees shared their experiences of where they had used 
their QI skills to successfully implement a change and participated in an 
improvement skills audit where it was clear that there was an abundance 
of expertise and confidence amongst the attendees. 

Outcomes from the conversation included: 

• The development of a Quality Improvement (QI) Faculty with QI

Ambassadors

• Quality Improvement training, mentoring and coaching

• The requirement to recognise and reward improvements

• QI support from Board to Ward linked to organisational priorities

The input to this important agenda has been most valuable and will contribute 
greatly to Portsmouth's improvement approach moving forward.  The outcomes 
from this conversation will be taken forward by the sponsor group and the QI 
Faculty.  Contact O.D@porthosp.nhs.uk with any interest or query 
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Jocelyn Booth – I am the Trust’s Freedom to Speak up Guardian.   
  
So, what does that mean?  The Trust fully recognises that some staff are very anxious about raising concerns, for example about unsafe 
patient care/ unsafe working conditions.  These concerns can be raised anonymously via the Whistle Blowing line, however the Trust can 
do a lot more to investigate and resolve concerns when it has more information on which to base its decision making. 
  
My role as Guardian is to be available as an independent and impartial source of advice, to staff at any stage of raising a concern.  
  
I am an elected member of the Council of Governors. As a part of this I am a member of the Equality Impact Group and also a member of 
the Patient Experience Group. 
  
Speaking up about any concern you have at work is essential.  It is vital because patient safety is about quality and the effectiveness of 
services and links to the patient experience – the patient is at the very centre of everything we do.  Every department and member of the 

hospital contributes to the delivery of patient care. No matter whether you view your role as having direct patient contact or not, we all play a 
part in effecting good patient care. 
  
If you have a concern and  have tried to raise it  and maybe feel not listened to or feel you cannot share it through hospital channels or  feel 
you cannot share it with anyone else, then please consider  speaking with myself by contacting the PA to the Governors on 02392 
286283. There is no need to explain why you need to contact me.    
  
Additional useful information:  The Trusts Freedom to Speak Up:  Raising Concerns – Whistle Blowing Policy (on the intranet under 
Strategies, Policies and Guideline / HR Policies) and Quick Guide Leaflet (on the HR intranet page / HR Forms & Info / HR Policy and 
Guidance Templates). 
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Employee of the Month 

The Employees of the Month was The Archival Team – Danielle Fry, Lucy Illidge, Natalie Ridgeon and 
Donna Hughes. 
 
The archival team came up with a brilliant idea to save the Trust potentially thousands.  The Health Records 
Library were lacking in space to house the ‘Rest In Peace’ (RIP) notes and were looking into leasing 
another facility.  The Archival Team came up with the idea to utilise the space on the top of the shelves, 
reducing the costs from thousands to £38!!  Between themselves they have cleaned, built and maintained 
the shelving, moving the existing RIP notes to make room for future storage.  Rachel Bridgman who 
nominated the Team said ‘this is not a one off solution, this will continue for many years in the future for just 
£38’. 
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Research & Innovation Report 

Prof Anoop 
Chauhan 

Director of Research 

Dr Greta Westwood 
Deputy Director of 

Research 

PHT staff win CRN Wessex Awards: 
Dr Paul Kalra:  Outstanding Chief Investigator 
Sophie Henderson:  Excellence in Patient and Public Engagement 

Thames Valley & Wessex Leadership Academy Awards: 
Mission ABC:  leading service improvement & outstanding achievement 
Professor Anoop Chauhan:  Leadership 

Gel implant gets the thumbs up: PHT patients with osteoarthritis of the thumb were offered the 
chance to trial a new type of implant – showing promising results 

Universal Screening for Alcohol Misuse in Acute Medical Admissions is Feasible and Identifies 
Patients at High Risk of Liver Disease  - high impact PHT publication in the Journal of

Hepatology 

In the last year we have seen a 41% 
increase in the number of patients 
taking part in clinical trials and 
research studies – from 3,668 patients 
in 2015/16 to 5,165 patients in 
2016/17.  

How you can help? 
• Register now for the R&I Conference on 10th May 2017
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Fundraising Report 

PortsmouthHospitalsCharity 

@PorthospCharity 

Events coming up: 
23 April:  Southampton Marathon, ONLY 5 places left

7 May:  Rocky Appeal Sponsored Walk, Eastney to Spice Island 
21 May:  WardWalk, Staunton Country Park 
10 June:  10,000ft Skydive, Salisbury    

Renal Challenge 
Staff from our Renal Unit are preparing to take on a 204 mile bike ride 
to raise important funds for their Department! The bike ride will take 
place on Wednesday 10 May and will tour the routes of the Wessex 
Haemodialysis Units. 

Eileen Duff, Renal Dietician said ‘We decided to organise a challenge 
event that included both staff and patients, and was something that 
hadn’t been done before.  Six members of staff will be taking part in 
this epic journey – from Doctors, Surgeons, Managers and a 
Dietician!  All of the funds raised will go to the Renal Amenity Fund to 
help supply much needed equipment and training within the Unit’. 

To support the team with their fundraising, please visit: 
https://www.justgiving.com/fundraising/WessexKidneyCentre 
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Cascade of this team brief to all 
staff should also include key 

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

department level 
What is the process and timing? 

Each month the 
Executive Team deliver 

key corporate 
messages at a face to 

face briefing to Clinical 
Service Centre and 

Directorate 
representatives and 

staff members  

Clinical Service Centre 
and Directorate 

representatives add 
relevant local key and 

priority messages. 
They meet face to face 

with senior team 
leaders to brief them 

on both the Trust wide 
and their local 

information  

Senior Team Leaders 
meet face to face with 

their teams to brief 
them and this 

continues to cascade 
down so that all 

receive Team Brief 
from their own line 

manager 

After each team 
Brief session if there 

are any ideas, 
actions or feedback 

that you need to 
take further action 

they should be 
captured centrally 

with your CSC 
management team 

On the 3rd Friday 
of each month 

By the 4th Friday 
of each month 

As they happen 
 

By the 2nd Friday 
of the following 

month 

For example 

1. On the 20th January 2017 

2. By the 27th January 2017 

3. By the 10th February 2017 

 

 

 
Link to Team Brief and dates 
on the Intranet  
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• Team Brief is a two-way
communication tool for
managers and staff to engage

• Ensure you feedback to your
manager

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

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

Feedback 
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TRUST BOARD PUBLIC – MAY 2017 Agenda Item Number: 68/17 
Enclosure Number: (2) 

Subject: Integrated Performance Report (s) – March 2017 

Prepared by 

Sponsored & Presented by: 

Jane Lowe Head of Performance & Scheduled Care 

Tracey Stenning Head of Governance 

Leah Wilson Workforce Planning and Intelligence Manager 

Steve Smith Head of Financial Management 

Sheila Roberts Interim Chief Operating Officer 

Purpose of paper The Board are asked to note the two IPR reports for March 2017. An 
easy, quick to read executive Summary and a more detailed report. 

The reports identify risks and improvement in relation to: 

· National & Constitutional Standards

· Regulatory requirements

· Contract Requirements and

· Trust priorities

Key points for Trust Board 
members 

Please refer to the Integrated Performance Reports: 

· Performance Outcomes

· KPI and dashboards and

· Executive Summary

Options and decisions 
required 

The Board is asked to note the performance at the end of March 
2017 

Next steps / future actions: On-going measurement of all standards 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

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

Strategic Aim Strategic Aims 1,3,4 and 5 

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

Risk Description N/A 

CQC Reference N/A 
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Committees/Meetings at which paper has been approved: N/A Date 
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QAH Hospital 

 
Portsmouth Hospitals NHS Trust 27/04/2017 

Integrated Performance Report – March 2017 
Executive Summary  
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QAH Hospital Portsmouth Hospitals NHS Trust 

Integrated Performance Outcomes – March 2017 
• With the exception of a few metrics, the quality position has remained positive throughout the year despite the activity and pressures within

the organisation.  The Trust was inspected by the Care Quality Commission (CQC) in September 2016 and February 2017 and although the
outcomes from these inspections were not entirely related to quality the actions in place will help to improve the quality position.

• Type 1 attendances (mean)  were 336/day during March (341 in March 2016). Overall A&E performance 78.07% against the 85%
improvement trajectory. Type 1 conversion rate was 31.1%.

• 4,852 non-elective patients were treated in March (highest number this year) 3.5% (163) more than in March last year. The average number
of MFFD patients occupying acute beds increased to 250/day; average occupancy was 96% (peaking at 98%)

• Escalation beds – average of 60 escalation beds open (maximum 79) and reducing to 48 at the end of March.
• 12 hour standard – 95 breaches of the standard, with a total of 284 for the year as a whole.
• The key areas of focus remain on discharge processes – discharges before 09:00, and aim for 33% of discharges by 12:00.
• Admission prevention – Frailty Intervention Team continue to prevent 4 admissions per day and the IDS is focusing on discharge to assess

(D2A) and clearing the medically fit for discharge (MFFD) backlog.
• Outpatients - Year to date an increase of 7,465 (4.5%) more new outpatients than last year
• Elective patients –  year to date an increase of 4,769 (7%) more elective patients than last year.
• RTT standard not achieved in March, however the Trust continued to deliver improved performance in line with the agreed recovery

trajectory, achieving 91.3% against a revised trajectory of 91.8%
• 6 urgent operations were cancelled in March but careful management meant that none were cancelled for a second time and there was 1

breach of  the 28 day guarantee.
• Diagnostic 6 wk standard was achieved with a performance of 99.06%.
• The Trust is currently achieving all of the 8 national cancer standards, this is the first time this has been achieved since September 2015.

Provisionally 6 patients were treated outside the 104 day maximum wait standard.
• The continued unscheduled care pressures affected stroke performance and 7 of the 13 key of the key measures were achieved
• The Trust recorded an actual deficit for the financial year of £17.8m at the end of March 2017, this was £19m adverse to plan. The March

income position has been reported at planned levels for most points of delivery where activity information was not readily available. Cost
Improvement Savings (gross of investments) of £26.4m have been recorded for the year against a plan level of £32.2m. The Trust spent
£10m of capital against a programme plan of £14.2m. The Trust had a cash balance of £5.2m at the end of March which was within the
minimum level of cash holding expected of £5.1m. Currently the Trust has drawn down £41.7m of its working capital facility and a further
£10.9m of a DH uncommitted loan.
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Exceptions in performance to note 

Indicator Jan. Feb. Mar. Comment 

Sa
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Pressure Ulcers 
(avoidable hospital 
acquired grade 3) 

0 0 0 
• Year-to-date position is 17 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers.
• This compares to 15 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers in the financial year 2015/2016

Falls incidents 
(resulting in severe 
harm) 

2 3 3 

• The current year-to-date position is 42 confirmed falls incidents, 34 resulting in severe harm (reported as SIRIs)
and 8 resulting in moderate harm.

• The current position is favourable when compared with the financial year 2015/2016 where a total of 49 falls
were reported (34 reported as SIRIs and 15 as moderate harm).

Medication 
incidents 
(resulting in severe 
harm) 

0 0 0 

• The current year-to-date position is 11 confirmed medication incidents, (2 resulting in severe and 9 resulting in
moderate harm).

• The current position is favourable when compared with the financial year 2015/2016 where a total of 22
medication incidents were reported (1 severe harm and 21 moderate harm).

MRSA 0 0 0 • Year-end position zero avoidable and 1 unavoidable MRSA bacteraemia.

C.Diff 6 2 1 • Year-end position is 33 cases against an annual target of 40 cases.

SIRIs 40 94 116 

• Increase in overall year-end number of SIRIs attributable to the increase in breaches of the Decision to Admit
(DTA) target.

• 1 Never Event reported in March involving a wrong site surgical procedure.  No harm was caused to the patient
and an investigation is currently underway.

• The Trust had a total of 5 Never Events during the financial year 2016/2017, no long term harm was caused to
the patients in any of these incidences.

NRLS reporting n/a 
• The latest report from the NRLS (1st April 2016 to 30th September 2016) shows the significant improvement in

the Trust’s position for the reporting of Safety Learning Events compared to the previous reporting period (1st
October 2015 to 31st March 2016)

Regulation 28 n/a 
• 1 regulation report in March regarding concerns raised at inquest that endoscopy reports are posted to GP

practices rather than being emailed on the day of discharge.  Discussions underway to consider whether the
Coroner’s proposal is practical. The response is due to be served by 24th May 2017.36
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Antimicrobial 
Resistance and 
Stewardship 
CQUIN  

n/a 

• As predicted, non achievement of  the 1% reduction in total antibiotic usage (12% increase on 2013/14 and 3% 
on 2015/16) due to alternative antibiotics being used to achieve the reduction target for parts ii and iii. 

• (ii and iii) The Trust is achieving the 1% reduction target for both Tazocin (11% reduction) and carbapenem 
(27%) usage against the 2013/14 baseline.  

• The Trust has exceeded the requirements for the empiric review of antibiotic prescriptions within 72 hours 

AKI n/a 

• The Trust achieved an overall quarter 4 compliance of 91% against a target of 90%. 
• Achieved a 21.8% decrease in the number of patients acquiring a Stage 3 AKI 48 hours or more after 

admission to hospital.  Data demonstrates an 8.9% increase in the numbers of patients coming in the QAH with 
an existing stage 3 AKI. 

HSMR 
110.11 

(Nov.’15 – 
Oct. ’16 

109.82 
(Dec.’15 – 
Nov. ’16) 

109.92 
(Jan’16 – 
Dec. 16) 

• Trust HSMR for the 12 months to December 2016 is 109.92,   The rate continues to be classed as high as the 
lower confidence interval is above 100. 

C
ar

in
g Dementia 

screening 70.3% 74.8% 74.27% 
• Continued non-compliance with Dementia Screening.  
• The issues with medical staffing in AMU impact on the overall Trust compliance. 

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

112 
(3.6) 

120 
(4.2) 

115 
(4.0) 

• Overall increase in the number of reported non-clinical moves; however, a decrease in moves between 0001 – 
0700 is reflective of the relentless focus continuing on the implementation of the Urgent Care Transformation 
Programme, specifically discharging patients earlier in the day reducing the number of non-clinical moves 
experienced by patients overnight 

• Risk assessments were undertaken on all patients moved and patients not moved if deemed unsuitable. 
• The Trust continues to have over 50 escalation beds open to accommodate the 250+ patients fit to leave an 

acute hospital, although the number open is on a downward trend which historically has led to less moves 
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FFT  
ED response rate 

18.1% 14.4% 14.4% 

• ED response rate remained at 14.4% in March.  This remains below the 15% target but is above the national 
average of 12.7% in February.  Reported satisfaction rate has decreased slightly to 94.1%; however, this 
continues to exceed the national benchmark of 87% in February.  The number of patients who would not 
recommend ED has decreased to 1.4%; however, this remains significantly better than the national average of 
7% in February. 

• The In-patient response rate has slightly decreased from 30.6% in February to 30.4% but remains above the 
national average of 24.3% in February. The reported satisfaction rate has decreased slightly to 96.3% in March 
from 97%. This is above the national average of 96% in February. 

 

• The number of patients who would not recommend in-patient areas also slightly increased to 0.8% from 0.5%. 
This is below the national average of 2% in February. 37
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The Trust had a surplus of £1.2m as its planned financial outturn in 2016-17. The first two quarters of the 
financial year had a deficit plan aligned to the 2015-16 final run rate. The plan then required staged financial 
improvements from July 2016 onwards.

The Trust's Income and Expenditure position at the end of March 2017 was an actual deficit of £17.8m. This 
is £19m adverse to the planned surplus position of £1.2m. The deficit position includes a partial loss of 
allocated STF funding for the year of £7.6m against a potential full year sum of £14.6m.

The Trust continued to see high use of temporary staff to maintain urgent care services and additional 
capacity that has remained open due to the volume of patients that have been in hospital as delayed 
transfers of care. Non-pay costs include unplanned use of the private sector to support RTT delivery and out 
of hospital purchase of beds. 

The Trust submitted a forecast year end position at the end of Q3 to NHSI. The financial out-turn identified 
under a realistic case was a £16.1m deficit with a loss of potential STF funding recognised as a part of this 
deficit projection of £7.3m. The  final out-turn figure was a further £1.7m deficit beyond this forecast. The 
Trust continued to consider mitigations in order to reach or improve upon its forecast figure. A significant 
loss of clinical income in quarter 4 was attributed to operational pressures whch contributed to the icreased 
deficit. An agreement with Commissioners that recognised Q3 forecast outturn levels of performance could 
not be achieved.  

The Trust has spent £10.0m of capital against a programme for the year to date of £14.2m. The Trust has a 
cash balance of £5.2m at the end of March. The minimum level of cash holding required by the DH has 
increased to £5.1m to reflect the capital carried forward to 2017/18.  The Trust has drawn total cash against 
a limit of £41.7m for its working capital facility and £10.9m DH uncommitted loan. The Trust has been 
advised that the cash support application submitted to the Independent Trust Financing Facility (ITFF) 
meeting in February 2016 was not taken forward and the Trust continues to be in discussion with the NHSI 
about the implications and management of this.  
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Performance Theme 
• The total workforce capacity increased by 30 FTE to 7009 FTE in March 17 and is 200 FTE over the new funded establishment.

• The temporary workforce capacity increased to 518 FTE in March 17 and comprises 7.4% of the total workforce capacity. This is a
0.3% increase compared to February 17.

• The number of shifts that have breached the capped rates or are off-framework have increased by 458 shifts to 2322 shifts in March
17.

• The evidence collected for March 17 indicates that overall staffing levels have increased from 99.3% to 101.1% compared to planned
levels.

• The CHPPD metric has been recorded up to M12. The evidence collected for March indicates that overall CHPPD is 4.9 for RNs and
2.6 for HCSWs for PHT. This was similarly reported in previous months with a small decrease in RNs.

• Appraisal compliance has increased and currently records at  84.6% in March 17, below the 85% target. The appraisal compliance
has been below target since the beginning of the financial year.

• Total essential skills compliance increased in March 17 from 89.6% to 90.4% and continues to record above the 85% target.

• Fire Safety (face to face training) decreased to 69.9% in March 17.

• Information Governance Training has decreased to 88.7%.This is below the Information Governance Training target.

• Sickness Absence Rate (12 month rolling average) maintained at 3.9% in February and remains above the target. In-month sickness
absence decreased to 4.0% in February and is above the target.
 

• 1 Whistleblowing and 1 Safe Guarding referral were received and reported in March. No professional registration referrals were
received.
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Integrated Performance Outcomes – March 2017 
• With the exception of a few metrics, the quality position has remained positive throughout the year despite the activity and pressures within 

the organisation.  The Trust was inspected by the Care Quality Commission (CQC) in September 2016 and February 2017 and although the 
outcomes from these inspections were not entirely related to quality the actions in place will help to improve the quality position. 

• Type 1 attendances (mean)  were 336/day during March (341 in March 2016). Overall A&E performance 78.07% against the 85% 
improvement trajectory. Type 1 conversion rate was 31.1%. 

• 4,852 non-elective patients were treated in March (highest number this year) 3.5% (163) more than in March last year. The average number 
of MFFD patients occupying acute beds increased to 250/day; average occupancy was 96% (peaking at 98%) 

• Escalation beds – average of 60 escalation beds open (maximum 79) and reducing to 48 at the end of March. 
• 12 hour standard – 95 breaches of the standard, with a total of 284 for the year as a whole. 
•  The key areas of focus remain on discharge processes – discharges before 09:00, and aim for 33% of discharges by 12:00.  
• Admission prevention – Frailty Intervention Team continue to prevent 4 admissions per day and the IDS is focusing on discharge to assess 

(D2A) and clearing the medically fit for discharge (MFFD) backlog.  
• Outpatients - Year to date an increase of 7,465 (4.5%) more new outpatients than last year 
• Elective patients –  year to date an increase of 4,769 (7%) more elective patients than last year.  
• RTT standard not achieved in March, however the Trust continued to deliver improved performance in line with the agreed recovery 

trajectory, achieving 91.3% against a revised trajectory of 91.8% 
• 6 urgent operations were cancelled in March but careful management meant that none were cancelled for a second time and there was 1 

breach of  the 28 day guarantee.  
• Diagnostic 6 wk standard was achieved with a performance of 99.06%. 
• The Trust is currently achieving all of the 8 national cancer standards, this is the first time this has been achieved since September 2015. 

Provisionally 6 patients were treated outside the 104 day maximum wait standard. 
• The continued unscheduled care pressures affected stroke performance and 7 of the 13 key of the key measures were achieved  
• The Trust recorded an actual deficit for the financial year of £17.8m at the end of March 2017, this was £19m adverse to plan. The March 

income position has been reported at planned levels for most points of delivery where activity information was not readily available. Cost 
Improvement Savings (gross of investments) of £26.4m have been recorded for the year against a plan level of £32.2m. The Trust spent 
£10m of capital against a programme plan of £14.2m. The Trust had a cash balance of £5.2m at the end of March which was within the 
minimum level of cash holding expected of £5.1m. Currently the Trust has drawn down £41.7m of its working capital facility and a further 
£10.9m of a DH uncommitted loan. 
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Exceptions in performance to note 

Indicator Jan. Feb. Mar. Comment 

Sa
fe

 

Pressure Ulcers 
(avoidable hospital 
acquired grade 3) 

0 0 0 
• Year-to-date position is 17 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers. 
• This compares to 15 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers in the financial year 2015/2016 

Falls incidents 
(resulting in severe 
harm) 

2 3 3 

• The current year-to-date position is 42 confirmed falls incidents, 34 resulting in severe harm (reported as SIRIs) 
and 8 resulting in moderate harm.   

• The current position is favourable when compared with the financial year 2015/2016 where a total of 49 falls 
were reported (34 reported as SIRIs and 15 as moderate harm). 

Medication 
incidents 
(resulting in severe 
harm) 

0 0 0 

• The current year-to-date position is 11 confirmed medication incidents, (2 resulting in severe and 9 resulting in 
moderate harm).  

• The current position is favourable when compared with the financial year 2015/2016 where a total of 22 
medication incidents were reported (1 severe harm and 21 moderate harm).   

MRSA 0 0 0 • Year-end position zero avoidable and 1 unavoidable MRSA bacteraemia. 

C.Diff 6 2 1 • Year-end position is 33 cases against an annual target of 40 cases. 

SIRIs 40 94 116 

• Increase in overall year-end number of SIRIs attributable to the increase in breaches of the Decision to Admit 
(DTA) target. 

• 1 Never Event reported in March involving a wrong site surgical procedure.  No harm was caused to the patient 
and an investigation is currently underway. 

• The Trust had a total of 5 Never Events during the financial year 2016/2017, no long term harm was caused to 
the patients in any of these incidences. 

NRLS reporting n/a 
• The latest report from the NRLS (1st April 2016 to 30th September 2016) shows the significant improvement in 

the Trust’s position for the reporting of Safety Learning Events compared to the previous reporting period (1st 
October 2015 to 31st March 2016) 

Regulation 28 n/a 
• 1 regulation report in March regarding concerns raised at inquest that endoscopy reports are posted to GP 

practices rather than being emailed on the day of discharge.  Discussions underway to consider whether the 
Coroner’s proposal is practical. The response is due to be served by 24th May 2017. 47
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Indicator Jan. Feb. Mar. Comment 
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Antimicrobial 
Resistance and 
Stewardship 
CQUIN  

n/a 

• As predicted, non achievement of  the 1% reduction in total antibiotic usage (12% increase on 2013/14 and 3% 
on 2015/16) due to alternative antibiotics being used to achieve the reduction target for parts ii and iii. 

• (ii and iii) The Trust is achieving the 1% reduction target for both Tazocin (11% reduction) and carbapenem 
(27%) usage against the 2013/14 baseline.  

• The Trust has exceeded the requirements for the empiric review of antibiotic prescriptions within 72 hours 

AKI n/a 

• The Trust achieved an overall quarter 4 compliance of 91% against a target of 90%. 
• Achieved a 21.8% decrease in the number of patients acquiring a Stage 3 AKI 48 hours or more after 

admission to hospital.  Data demonstrates an 8.9% increase in the numbers of patients coming in the QAH with 
an existing stage 3 AKI. 

HSMR 
110.11 

(Nov.’15 – 
Oct. ’16 

109.82 
(Dec.’15 – 
Nov. ’16) 

109.92 
(Jan’16 – 
Dec. 16) 

• Trust HSMR for the 12 months to December 2016 is 109.92,   The rate continues to be classed as high as the 
lower confidence interval is above 100. 

C
ar

in
g Dementia 

screening 70.3% 74.8% 74.27% 
• Continued non-compliance with Dementia Screening.  
• The issues with medical staffing in AMU impact on the overall Trust compliance. 

R
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e 

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

112 
(3.6) 

120 
(4.2) 

115 
(4.0) 

• Overall increase in the number of reported non-clinical moves; however, a decrease in moves between 0001 – 
0700 is reflective of the relentless focus continuing on the implementation of the Urgent Care Transformation 
Programme, specifically discharging patients earlier in the day reducing the number of non-clinical moves 
experienced by patients overnight 

• Risk assessments were undertaken on all patients moved and patients not moved if deemed unsuitable. 
• The Trust continues to have over 50 escalation beds open to accommodate the 250+ patients fit to leave an 

acute hospital, although the number open is on a downward trend which historically has led to less moves 
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FFT  
ED response rate 

18.1% 14.4% 14.4% 

• ED response rate remained at 14.4% in March.  This remains below the 15% target but is above the national 
average of 12.7% in February.  Reported satisfaction rate has decreased slightly to 94.1%; however, this 
continues to exceed the national benchmark of 87% in February.  The number of patients who would not 
recommend ED has decreased to 1.4%; however, this remains significantly better than the national average of 
7% in February. 

• The In-patient response rate has slightly decreased from 30.6% in February to 30.4% but remains above the 
national average of 24.3% in February. The reported satisfaction rate has decreased slightly to 96.3% in March 
from 97%. This is above the national average of 96% in February. 

 

• The number of patients who would not recommend in-patient areas also slightly increased to 0.8% from 0.5%. 
This is below the national average of 2% in February. 48
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March position  
Avoidable hospital acquired grade 3 and 4 pressure ulcers 
• The Trust confirmed 1 avoidable grade 3 pressure ulcer within Medicine and 0 (zero) grade 4 

pressure ulcers in March.  This compares to 1 grade 3 pressure ulcer reported in February. 
• The Trust year-to-date position is 17 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers. 
• This compares to 15 avoidable grade 3 and 0 (zero) grade 4 pressure ulcers in the last financial year 
Unavoidable hospital acquired pressure ulcers 
• The Trust confirmed 0 (zero) unavoidable grade 3 pressure ulcers in March. This is a decrease on 

the 3 unavoidable grade 3 pressure ulcers reported in February. 
 

Grade 1 and 2 pressure ulcers 
• The Trust confirmed a total of 20 grade 1 and 2 pressure ulcers in March (8 grade 1 and 12 grade 2), 

compared to 24 in February (13 grade 1 and 11 grade 2).  8 of which related to a medical device.   
• The Tissue Viability Nurse (TVN) team were unable to validate 2 grade 1’s and 4 grade 2’s as the 

patients had either been discharged, passed away or pressure ulcer resolved (if a resolved grade 1 it 
may have been an inaccurate diagnosis). 

 

Actions and progress to date 
• The new continence  formulary was launched on 1st April 2017. Education is continuing by the TVN 

team and the product company, Ontex. The products have been well received by staff and patients. 
• The TVN team are planning to trial ‘React to Red’ during ‘The Perfect Week’.  This will entail wards 

contacting the TVN team if they find any areas on a patient of red non blanching skin which they 
suspect to be pressure damage (Stage 1); the only stage of pressure damage which is reversible. If 
confirmed as pressure damage by a TVN this will be highlighted to senior staff and a plan of care will 
be discussed with the patient, relatives and staff to avoid the damage evolving. 

 

Present on admission 
• A total of 152 ‘present on admission’ pressure ulcers were reported in March compared to 132 in 

February. 
• Following review by the TVN team of all present on admission pressure damage, 88 of the 152 

reported incidents were deemed to be pressure damage. 
Per 1,000 occupied bed days (OBD) 
• The Trust has reported 0.0 confirmed grade 3 or 4 avoidable pressure ulcers per 1,000 bed days 

since January 2017. 51
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Pressure ulcers – Skin bundle compliance (reporting only) 

March position  
 
• Compliance is set against the overall audit 

submission rates, which for March stands 
at 93%, a decrease of the February figure 
of 95%. 
 

• Compliance with the SKIN bundle for 
March has been maintained at 94%.  
 

• Compliance with Braden for March has 
increased to 95%, compared to 93% 
reported in February. 

 
 

Actions and progress to date.   
 
 

• The low compliance within the MOPRS 
and Emergency Medicine CSC is noted. 
AMU have commenced intensive support 
which will include safety huddles to 
identify patients at risk and a patient 
journey board, which will include Braden, 
is to be updated daily. 
 

• Reminders are sent to all CSCs of the 
requirement to complete and submit 
compliance.   
 

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

CSC Audit compliance 

CSC Submission Braden Skin Bundle 

CHOC 100% ↔ 90 ↓ 85% ↓ 

Emergency Medicine 50% ↔ 100% ↑ 90% ↑ 

Head and Neck 100% ↔ 85% ↓ 100% ↔ 

Renal 100% ↔ 100% ↑ 100% ↑  

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

Surgery 100% ↔   96% ↓ 83% ↓ 

MOPRS 78% ↓ 78% ↓ 91% ↓ 

MSK 94% ↔ 98% ↑ 97% ↑ 

Medicine 100% ↔ 95% ↑ 87% ↓  

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

CHAT 100% ↔ 100% ↔ 100% ↔  

Trust total 93% ↓ 95% ↑ 94% ↔  

 Braden and SKIN Bundle compliance 

Month Braden SKIN Bundle Submission rate 

March 95% 94% 93% 

February 93% 94% 95% 

January 87% 95% 99% 
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March position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic 

harm. 
 

• There have been a total of 3 confirmed falls incidents resulting in severe 
harm in March, all of which have been reported as SIRIs: 
- 1 incident occurred in March within Emergency Medicine. 
- 1 incident reported within MSK in February, confirmed in March (as noted 

in the previous report). 
- 1 incident reported within Emergency Medicine in December, confirmed in 

March. 
• Since the last report 2 incidents have been confirmed as resulting in 

moderate harm. 
• The current year-to-date position is 42 confirmed falls incidents, 34 

resulting in severe harm (reported as SIRIs) and 8 resulting in moderate 
harm.   

• The current position is favourable when compared with the financial year 
2015/2016 where a total of 49 falls were reported (34 reported as SIRIs and 
15 as moderate harm).  To note, one of the SIRIs reported in 2016/17 was a 
historical event. 

• There are currently 7 moderate harm incidents yet to be confirmed. 
 
 

Actions and progress to date 
• The falls training program continues following a successful Falls Champion 

study day in March, a second is planned for October 2017.  
• The Trust is part of the NHS Improvement Collaborative ‘90 day improvement 

plan for falls’ and has almost completed the first 60 days. As a result of which 
safety huddles have been introduced in AMU and D8.  Post falls “SWARMS’ 
continue to be implemented in AMU and D8; leading to a number of actions 
to reduce falls being advised. 

• Additional training in these areas has been implemented with further dates 
planned. 

• The next 30 days will lead to a planned redesign of the Falls Assessment and 
Care Plan 

• The Trust has registered to take part in the National Falls Audit in May 2017. 

Falls (Quality Contract) 
Total reported falls incidents – March 2017 

CSC Level of harm 
None Low Moderate Severe Death 

CHAT 1 0 0 0 0 
Clinical Support 4 0 0 0 0 
Corporate 
Services 0 1 0 0 0 

Emergency 
Medicine 14 5 0 1* 0 

Head and Neck 7 1 0 0 0 
Medicine 52 21 2 0 0 
MOPRS 45 14 3 0 0 
MSK 22 5 0 0 0 
Renal 7 2 0 0 0 
Surgery and 
Cancer 26 8 0 0 0 

Women and 
Children 3 4 0 0 0 

Total 181 61 5 1 0 
* Reported as a SIRI. 

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

moderate, severe or catastrophic harm per 1,000 
occupied bed days of 2.0 on average each 
quarter. 

• The Trust has reported 0.1 confirmed falls 
incidents per 1,000 bed days in January, 
February and March. 
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March position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic 

harm.  
 

• The Trust reported a total of 189 medication incidents in March. 
- 2 were reported as resulting in moderate harm in Renal and Surgery and 

Cancer and are currently under investigation.  
- 23 were reported as low harm and 164 as no harm.  

• There has been one incident in Surgery and Cancer which occurred in 
January, but following investigation was upgraded to a SIRI in March and is; 
therefore, included in March figures. 

• The current year-to-date position is 11 confirmed medication incidents, (2 
resulting in severe and 9 resulting in moderate harm).   

• The current position is favourable when compared with the financial year 
2015/2016 where a total of 22 medication incidents were reported (1 severe 
harm and 21 moderate harm).   

• There are currently 3 moderate harm incidents which have yet to be confirmed. 
 

Actions and progress to date 
• Continue to actively encourage reporting and prompt investigation, to enable 

feedback and learning. There has been a 10% increase achieved in reporting 
medication safety learning events during 2016/17. 

• The annual NHS Protect Security Audit has been completed by ward/ 
departments across the Trust. The results have been presented at Medication 
Safety Committee in March. Actions include: further Trust-wide review of 
appropriate management of PIN code locks to treatment rooms (codes are not 
being reviewed/updated), provide education to nursing staff regarding 
arrangements for accessing medicines out of hours, and refresh of the policy 
and education for gaining patient consent to discard POD medicines no longer 
required. 

 

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

catastrophic harm per 1,000 occupied bed days of 0.5 on average each quarter. 
• The Trust has reported 0.0 confirmed medication incidents per 1,000 bed days 

since June 2016. 
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Medication (Contract & Quality Account) 
Medication incidents – March 2017 

CSC 
Level of harm 

None Low Moderate Severe 

CHAT 11 0 0 0 
Clinical Support 13 1 0 0 
Corporate Services 1 1 0 0 
Emergency Medicine 26 9 0 0 
Head and Neck 6 0 0 0 
Medicine 32 1 0 0 
MOPRS 16 2 0 0 
MSK  9 0 0 0 
Renal 8 1 1 0 
Surgery and Cancer 27 7 1 0 
Women and Children 15 1 0 0 

Total 164 23 2 0 
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March position  
Target: Submit data to the National Patient Safety Thermometer 
 

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

achieved each month. 
 

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

events. 
 

Percentage of harm free care (contract) 
Target: Report percentage of harm free care. 
• In March, the Trust recorded in-patient harm free care of 98.4% which is 

comparable to  98.5% recorded in February. 
• The total harm free care, which includes pre-hospital admission harm 

events, has increased slightly to 96.8% in March from 96% in February.  
This is above the national average of 94.1% (HSCIC  March 2016 – March 2017. 
Official statistics published  12th April 2017).  

 
 

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

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

Patient Safety Thermometer (Contract) 

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

Harm free care 

Month 
Total Harm Free Care 

(data collection from number of 
patients) 

Trust 
Harm Free Care 

March 2017 96.8% 
(1,088) 

98.4% 

February 2017 95.9% 
(1,105) 

98.5% 

January 2017 95.8% 
(1,106) 

97.8% 

Types of harm 

Types of harm Jan 2017 Feb 2017 March 2017 
Pressure ulcers 
(new and old) 

31 30 22 

Falls 7 8 4 
Catheter and UTI 5 6 8 
VTE (new) 3 2 1 
Total patients 1,106 1,105 1,088 
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Healthcare Acquired Infection (National) 
March position  
 

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

• The Trust reported 0 patients with MRSA bacteraemia in March.  
• The Trust’s year-end position is 1 unavoidable and 0 (zero) avoidable cases, against an objective of 0 (zero) avoidable cases. 
 

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

• The Trust reported 1 patient with C.Difficile attributed to the Trust in March against a monthly objective of 3. The case occurred in 
Cancer CSC. 

• The Trust’s year-end position is 33 cases against an annual target of 40 cases. 
• The Trust’s objective for 2017/18 remains at 40. 
 

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

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

 

VTE Screening 
Target: 95% per month 
• The VTE risk assessment figure for March is 95.14% (subject to validation); 

compared to the February figure of 96.10%.  
• The National average for VTE assessment (NHS England, Q2 2016-17) is 95.51%. 
 

VTE Appropriate prophylaxis 
Target: Monitoring and reporting 
• The VTE appropriate prophylaxis figure for March is 97.1% (subject to validation); 

compared to the February figure of 96.1%.  
 

VTE Serious Incidents Requiring Investigation (SIRIs) and Incidents 
Target: Monitoring and reporting 
• There have been no reported VTE SIRIs in March. 
 

• 85 VTE events were reported in March compared to 85 in February.  
 

- Of these 16 were hospital associated events (HAT), compared to 22 in February 
and 69 were community associated events (CAT) compared with 63 in February. 

 

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

Actions and progress to date 
• Clinical areas are being encouraged to actively improve their compliance. Support is 

being offered by the distribution of all patients who require assessment to the 
teams. 

• On-going operational pressures and Junior Medical staffing in the Emergency 
Corridor is affecting AMU performance. A CSC level breakdown is being provided 
for future CSC Performance Reviews. 57
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Serious Incidents Requiring Investigation 
 (SIRIs)  (Contract and National) 
March position 
 

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

• 116 SIRIs were reported in March, compared to 94 in February.  The increase 
is attributable to the Decision to Admit (DTA) target breaches, 8 reported 
SIRIs were clinical events. 

SIRIs over 60 day deadline 
Target: Monitoring and reporting 
 

• There were 3 open SIRIs at the end of March which exceeded the target date 
of 60 working days for submission to the Commissioners. Two have been 
discussed and an extension approved.  One, which occurred in Medicine, has 
not had an extension approved. 

• Two SIRIs submitted in March breached the 60 working day target, both had 
extensions approved by the Commissioners although one, reported within 
Medicine CSC, had exceeded the extension date. 

Never Events  
Target: 0 (zero) 
 

• 1 Never Event was reported in March involving a wrong site surgical 
procedure.  No harm was caused to the patient and an investigation is 
currently underway. 

• The Trust had a total of 5 Never Events during the financial year 2016/2017, 
no long term harm was caused to the patients in any of these incidences. 

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

• All patients or their relatives, where applicable, were informed of the incident 
within the deadline and are aware of the on-going investigation with the 
exception of 1 instance in AMU. 

SIRI CSC 
Breach of DTA target (x108) Emergency 
In-patient fall potentially contributing to death  (x1) Emergency 
Inpatient fall resulting in fracture requiring surgical 
intervention (x1) Emergency 

C.Diff on part 1 of death certificate (x1) Head & 
Neck 

Hospital acquired Level 3 pressure damage to left heel 
(x1) Medicine 

In-patient fall resulting in fracture requiring surgical 
intervention (x1) MSK 

Delayed diagnosis  of lung cancer (x1) MSK 

Wrong site surgery (meets ‘never event criteria) (x1) Surgery & 
Cancer 

Extravasation of chemotherapy causing necrosis of skin 
on arm  (x1) 

Surgery & 
Cancer 
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Patient safety incidents (excluding SIRIs) (Contract) 
March position 
Target: Increase in overall reporting of low and no harm incidents and 
reduce severity of harm 
• At the time of reporting 1,802 incidents (Safety Learning 

Events) had been reported in March; the top three reported 
incident categories are: 

- Pathology/Blood: 387 events (21.5%). 
- Tissue Damage: 321 events (17.8%). 
- Slips, Trips and Falls: 247 events (13.7%). 

• This compares with Tissue Damage, Pathology/Blood and 
Clinical Event (other), in February.  Additional blood 
transfusion reporting in relation to incomplete labels 
received from ward areas, accounts for the increase in 
Pathology/Blood Safety Learning Events. 

• The reported tissue damage incidents include present on 
admission pressure ulcers from the community. 

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

Actions and progress to date 
• The continuing priority is ensuring maximum upload of 

reported Safety Learning Events to the National Reporting 
and Learning System.  CSCs are working to clear the back-
log of events that require review to enable Risk 
Management to approve/confirm and upload.  This will 
remain on-going to the end of April 2017.  

Month Reported incidents 
at time of report 

Confirmed incidents at time 
of report 

March 2017 1,802 708 
February 2017 1,570 1006 
January 2017 1,512 1128 
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Patient safety incidents (Contract) 

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

• The ‘Total PHT reported Patient Safety 
Learning Events March 15 - March 17 
graph represents the total number of all 
patient safety  incidents reported by 
Trust staff  (including community 
incidents). 

• There is a continued positive trend 
showing a sustained increase in the 
number of reported incidents, when 
compared to the period before the 
implementation of the upgraded Datix 
system.  The increase again in March is 
due to additional reporting within 
pathology. 

• The second graph shows total confirmed 
incidents by severity for the period April - 
March 2017. Severity is coded by the 
reviewing manager at close of 
investigation. As part of the Datix 
upgrade, from April 2016, all Safety 
Learning Events are being checked for 
completeness and appropriate grading 
before being finally approved by the Risk 
Management team. 

• It should be noted that all incidents 
including SIRIs are graded on the 
severity of actual harm suffered by the 
patient.  
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National Reporting and Learning System (NRLS) 
• The National Reporting and Learning System (NRLS) is a central database of patient safety incident reports. Since the NRLS was set 

up in 2003, over four million incident reports have been submitted. 
 

• All information submitted is analysed to identify hazards, risks and opportunities to continuously improve the safety of patient care. 
 

• A total of 5,656 Safety Learning Events (incidents) were uploaded to the NRLS in Quarter 4 2016/17. 
 

• The latest report from the NRLS (1st April 2016 to 30th September 2016) shows the significant improvement in the Trust’s position for 
the reporting of Safety Learning Events compared to the previous reporting period (1st October 2015 to 31st March 2016). 

 

• This evidences the value of the upgrade to the Datix reporting system, implemented on the 1st April 2016, and the result of an 
effective project implementation.   

1ST April 2016 – 30th September 2016 1ST October 2015 – 31st March 2016 

61



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 27/04/2017 

March position  
 
 
Coroners recommendations – Regulation 28 reports (previously referred to as Rule 43 letters – to prevent future deaths) 
Target: Monitoring and reporting 

 

• The Trust received 1 regulation report in March. The Coroner raised concerns at an inquest that endoscopy reports are posted to GP 
practices rather than being emailed on the day of discharge and has asked that consideration be given to changing the practice to put 
in place an emailing system.  
 

• The Head of Legal Services is liaising with the Medical Director and Endoscopy to consider whether the Coroner’s proposal is 
feasible. The response is due to be served by 24th May 2017. 

 
 
Central Alert System (CAS) Alerts over deadline 
Target: Monitoring and reporting 
 
• 2 alerts were issued in March, 1 of which is currently being assessed for relevance and has an action due date of June 2017. The 

second alert did not require a response centrally as it was issued directly via the MHRA notification system and has been actioned 
appropriately by the Medication Safety Officer for the Trust. 

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

to Carillion. 
 
Actions and progress to date 
 

• Sustain positive action of CAS alerts. 
 
• Implementation of the agreed actions resulting from the internal audit carried out in November 2016. 

Sa
fe

  
Coroner’s recommendations and CAS alerts (Contract) 
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Sepsis – Emergency Department 
 
Target: Emergency Department 

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

 
 

• The quarter 4 audit to meet the CQUIN requirements is currently underway.  The deadline for National submission is Friday 12th May 
2017. 
 

• CCG CQUIN performance mitigations have been discussed with Commissioners.  The Trust has agreed a year-end CQUIN 
achievement of 92.5% in aggregate as part of year-end accruals. The shortfall is reflective of some underperformance against 
National CQUIN schemes. 
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CQUIN (Commissioning for Quality and Innovation) is a national quality incentive scheme which enables Commissioners to reward excellence, by linking a proportion of the providers' 
income to the achievement of quality improvement goals.  
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Antimicrobial Resistance and Stewardship 
 

CQUIN requirements 
a) Reduction in antibiotic consumption per 1,000 admissions by the end of quarter 4 as follows: 

i. Reduction of 1% or more in total antibiotic consumption against the baseline. 
ii. Reduction of 1% or more in carbapenem against the baseline. 
iii. Reduction of 1% or more in piperacillin-tazobactam against the baseline. 

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

March position: 
a) Reduction in antibiotic consumption per 1,000 admissions 

i. The Trust, as predicted, has not achieved the 1% reduction in total antibiotic usage (12% increase 
on 2013/14 and 3% on 2015/16) due to alternative antibiotics being used to achieve the reduction 
target for parts ii and iii. 
 

ii & iii. The Trust has achieved a 27% reduction in Carbapenem prescribing and an 11% reduction 
in Piperacillin-tazobactam prescribing against the 2013/14 baseline.  Therefore, exceeding the 1% 
reduction target. 
 

These reductions have been achieved through the pro-active switching of these antibiotics to 
alternative agents by the microbiology team.  Both carbapenem antibiotics and Piperacillin-
tazobactam need to be replaced by at least 2 alternative narrower spectrum antibiotics hence part 
of the increase on overall usage is directly a result of the reduction in usage of these broad 
spectrum antibiotics. 
Antimicrobial usage increases year on year as the Trust admits more and more acutely unwell 
complex patients.  Increasing antimicrobial usage is a direct result of the success of medical care 
and lives prolonged through medical and surgical intervention.  Although total antibiotic usage has 
increased year on year, there is evidence to show that the appropriateness of the antibiotics 
prescribed has also increased year on year.  Hence, there is very little inappropriate antibiotic use 
across the Trust.  Any further reduction in antimicrobial prescribing would potentially put patients at 
risk of untreated infection and overwhelming sepsis.  An action plan for attempting to achieve the 
2017/18 CQUIN has been presented to the Infection Control Management Committee. 
 

b) Empiric review of antibiotic prescriptions to determine whether reviewed within 72 hours 
The Trust achieved 91% compliance in quarter 4; therefore, achieving the full year CQUIN 
requirements. 

CCG CQUIN performance mitigations have been discussed with Commissioners.  The Trust has agreed a year-end CQUIN achievement of 92.5% 
in aggregate as part of year-end accruals. The shortfall is reflective of some underperformance against National CQUIN schemes. 

64



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 27/04/2017 

Ef
fe

ct
iv

e 
– 

A
cu

te
 K

id
ne

y 
In

ju
ry

 
Acute Kidney Injury (Contract & Quality Account) 
March position  
 
 

Acute Kidney Injury (AKI)  
Target: 90% (on average each quarter) compliance with reporting the 4 mandated data sets on discharge summaries. 
  
• The Trust achieved 90% compliance with the mandated items on the discharge summaries in January, 92% in February 

and 91% in March. Therefore, achieving an overall quarter 4 compliance of 91%. 
 

• From December onwards VitalPAC displays AKI Alert icons for patients that trigger, increasing the visibility of AK for all clinical staff.  

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

 
- Stage 1 Alert: An increase in a persons 

creatinine  that is 1.5 to 1.9 times higher 
than their baseline. This is often called a 
“mild AKI”. 

 
- Stage 2 Alert:  Same applies as for stage 1 

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

 
- Stage 3 Alert:  The increase for a stage 3 

alert must be 3 times or more higher than 
the persons baseline. Stage 3 alerts are the 
most severe AKIs. 
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Acute Kidney Injury (Contract & Quality Account) 
March position  
 
 

Acute Kidney Injury 
(AKI)  
Target: Reduction (from 
2015/16) in hospital acquired 
stage 3 AKI (reviewed 6 
monthly) 
 
• Results across the 

financial year, when 
compared to last year 
demonstrate: 
- 21.8% decrease in 

the number of 
patients acquiring a 
Stage 3 AKI 48 hours 
or more after 
admission to hospital. 

- 8.9% increase in the 
numbers of patients 
coming in to QAH 
with an existing stage 
3 AKI. 

- 5% decrease in the 
mortality rates of 
patients with hospital 
acquired AKI. 

- In 2016/17 a total of 
70 patients died with 
a hospital stage 3 AKI 
compared to 101 in 
2015/16. 66
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March position  

CQUIN Details Current status March 2017 
(M12 Q4) 

Specialised 1:  
Armed Forces Covenant 

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

• All actions complete 

Specialised 2:   
Clinical Utilisation Review (CUR) 

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

• Work continues to end of year, 
with altered bed requirement for 
March 31st 

Specialised 3: 
Dental Network 

• Involvement in the local dental Managed Clinical 
Network.  

• Q4 achieved and reported to 
commissioner. 

Specialised 4: 
Dental Reporting Standards 

• Recording of General Dental Practice Code of referrer. • All actions complete 

Specialised 5: 
Dental Reporting Standards 

• Reporting data in line with flex and freeze. • All actions complete 

Specialised 6 :  
Intravenous Immunoglobulin (Ivig)  

• All patients approved by panel and recorded on 
database 

• Attendance at IVig meetings.   

• Q4 achieved and reported to 
commissioner. 

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

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

• Discussing change of agreed 
plan for Q3/4 to align with STP 
work 

Local (Local B): 
Reducing potential unwarranted 
clinical activity 
 

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

• ADT proposed. 

• Q4 achieved and reported to 
commissioner. 

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

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

• Q4 achieved and reported to 
commissioner. 

• Commissioner potentially 
disputing milestone agreement 
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Mortality indicators: HSMR and SHMI (Contract and Quality Account) 
March position  
 

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

• The updated Trust HSMR for the 12 months to December 2016 is 
109.92.  This represents a slight increase on the rate previously 
reported for the 12 months to November 2016 of 109.82.  This sits 
within a confidence interval of 104.94 – 115.08.  The Trust HSMR 
continues to be classed as high as the lower confidence interval is 
above 100. 

 

• Both the weekday HSMR for emergency admissions and the 
weekend HSMR have shown increases from the previously reported 
figures. The weekend / weekday split is based on the patient’s 
admission date. 

 

• The factors contributing to the increase are being investigated 
through the Clinical Effectiveness and Mortality Steering Group 
(CEMSG). Feedback from recent coding audits has shown there to 
be no inconsistencies or causes for concern within coding. 

 
 

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

• The Trust SHMI has been updated by Dr Foster to include quarterly 
data previously unavailable, as follows: 

• January ’15 – December ’15:  107.11.  
• April ’15 – March ’16: 109.79. 
 

• The overall Trust SHMI for the period July 2015 to June 2016 is 
110.77.  Although this is an increase on previous quarters and is 
above the national average of 100, the rate is within the official 
control limits.   

 

• CEMSG continues to investigate some of the issues surrounding this 
with the benchmarking provider, Dr Foster. 

 

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

HSMR: Emergency weekday and weekend  
 January 2016 – December 2016 
 
Weekday HSMR: 111.27 
 

Weekend HSMR: 109.31 (within expected range) 

HSMR:  January 2016– December 2016 
 
HSMR: 109.92  

SHMI: July 2015 – June 2016 
 
SHMI: 110.77  (within expected range) 
 
Adjusted for palliative care: 112.76 (within expected range) 
 
In-hospital deaths: 109 (within expected range) 
 
HSMR for the same period: 111.52 (within expected range) 
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March position  
 

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

• There has been continued non-compliance with step 1 in March, with compliance 
being maintained at 74.27%, compared to 74.8% recorded in February and 70.3% in 
January.  The Trust has not achieved the required 90% average in quarter 4. 

• A total of 430 patients have been assessed, from a maximum of 579 eligible patients; 
which is a decrease in the number of patients requiring assessment since January. 

• The issues with medical staffing in AMU impact on the overall Trust compliance. 
• Performance data is sent monthly to the Chiefs of Service to instigate actions to 

recover the position and the daily distribution lists for all outstanding assessments is 
cascaded wider across the clinical leadership teams. 

 

Step 2: Diagnostic assessment* 
Target: 90% on average over each quarter for the three steps. 
 

• 100% of all eligible patients (87 in total) received a diagnostic assessment. 
 

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

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

 

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

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

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

Dementia compliance 
 

January 
2017 

 

 
February 

2017 
 

March 
2017 

Step 1 70.3% 
 

74.8% 
 

74.27% 

Step 2 100% 100% 100% 

Step 3 100% 100% 100% 

2015/2016 Number of patients requiring 
assessment 

Quarter 1 435 

Quarter 2 440 

Quarter 3 550 

Quarter 4 603 69
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Mixed Sex Accommodation (National) 

March position  
 

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

• There have been no non-clinically justified single sex breaches confirmed in March. 
 

• The Trust year-to-date total is 1 non-clinically justified single sex accommodation breach affecting 4 patients. 
 

Facilities single sex accommodation breaches 
Target: Monitoring and reporting 
 

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

• The Trust year-to-date total is 0 (zero) single sex accommodation breaches relating to facilities. 
 
 

CQC / CCG feedback and actions 
 

• Actions to address the CQC’s concerns relating to Mixed Sex Accommodation as per the Quality Improvement plan have been 
addressed.  No further concerns have been raised on subsequent CQC visits. 
 

• All escalation areas continue to be checked daily by Matron / Head of Nursing and Duty Matron out of hours along with spot checks 
by the Deputy Director of Nursing and the Lead Nurse for Single Sex to ensure compliance. Overall compliance is very good.  
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March position  
Target: Monitoring and reporting 
 

• A total of 54 complaints 
were received in March, a 
reduction from 63 received 
in February.  

 

• Reporting per 1,000 
contacts is one month 
arrears; data for February 
equates to 0.83 compared 
to 0.65 in January.  

   

• To date 28 complaints 
received in February have 
been responded to (24 
within 30 working days) 
and 11 still remain on 
target. 
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Complaints (Contract and National) 

 Month  
No. of Complaints received Variance 

year on 
year 

Variance 
month on 

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

March 76 57 61 54 ▼7 ▼9 

February 62 60 67 63 ▼4 ▲9 

January 61 58 58 54 ▼4 ▲18 

CSC Feb-17 Mar-17 
CHAT 3 2 
CSS 2 3 
CORP 0 2 
EMERGY 13 9 
H&N 5 3 
MED 14 10 
MOPRS 4 5 
MSK 7 3 

RENTRA 0 4 
S&C 6 7 
W&C 9 6 

TOTAL 63 54 

February  UPDATE - Complaints 
Sent within 30 working days 24 38% 
Sent after 30 working days 4 6% 
Ongoing past 30 working days 24 38% 
Ongoing still on target 11 18% 

Green (Low risk) 17 32% 
Yellow (Moderate risk) 31 57% 
Amber (High risk) 6 11% 
Red (Extreme risk) 0 0% 
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March position  
Complaint 
acknowledgment rate 
(national requirement) 
Target: Monitoring and 

reporting 
 
 

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

 

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

• The Trust received 1 new 
notification from the 
PHSO. 
 

Plaudits 
Target: Monitoring and 

reporting 
 

• The Trust received 718  
messages of appreciation 
during March. 
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Complaints (Contract and National) 

PHSO Total 
rec'd 

Under 
review Upheld Part 

upheld 
Not 

upheld 
2014-15 16 0 3 9 4 

2015-16 14 0 0 2 12 

2016-17 13 7 0 2 4 

Complaints Subjects - March 2017 
ACT Aspects of clinical treatment  20 37% 

ADT Admission, discharge & 
transfer 12 22% 

AOS Attitude of staff 4 7% 
CPWO  Communication  7 13% 

APDELO Appt delay/cancellation 
Outpatient 5 9% 

EOLC End of life care 1 2% 
PCARE Patient Care  2 4% 

APDELI Appt delay/cancellation 
Inpatient 2 4% 

ACCESS Access to treatment 1 2% 
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Complaints, PALS (Contract) 
March position  
 

PALS contacts  
Target: Monitoring and reporting 
• 595 contacts were handled by PALS in March, a slight 

increase from 568 in February.  
Types of contacts (concerns) 
• 168 contacts involved concerns about care and treatment, 

compared to189 in February. 72% of contacts were resolved 
within 5 working days. 

 

Types of contacts (other) 
• 427 of  the contacts related to providing support to the 

Overseas Patient Services, Health Information and handling 
calls when telephone lines not being answered in various 
departments. 

 

PALS conversion to complaints 
Target: Monitoring and reporting 
• 4 cases were converted to a formal complaint. 
 

Trust-wide themes 
• Outpatient appointment delays and cancellations has 

remained a common theme through complaints and PALS 
(areas of concern include Ophthalmology, ENT and 
Gastroenterology).  

• The increased pressure on the hospital and the number of 
medically fit for discharge patients leading to the increased 
use of escalation areas has led to the short notice 
cancellation of some day case appointments resulting in 
concerns from patients.   

March – Trust wide themes Complaints PALS Total 

Outpatient Appt delay/cancellation  5 46 51 

Communication 7 37 44 

Aspects of Clinical Treatment 20 23 43 

Admission, discharge & transfer 12 12 24 

Inpatient Appt delay/ cancellation  2 18 20 73
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Patient Moves 
March position  
Target: <3 non-clinical moves after 2100 
 

• March saw an overall increase in the number of reported non-clinical 
moves; however, a decrease in moves between 0001 – 0700 is reflective 
of the relentless focus continuing on the implementation of the Urgent 
Care Transformation Programme, specifically discharging patients earlier 
in the day reducing the number of non-clinical moves experienced by 
patients overnight. 
 

• Risk assessments were undertaken on all patients moved and patients 
not moved if deemed unsuitable. 

 

• The Trust continues to have over 50 escalation beds open to 
accommodate the 250+ patients fit to leave an acute hospital, although 
the number open is on a downward trend which historically has led to 
less moves. 

Patient moves 

Month 
2100 - 0000 0001 - 0700 

No. Average 
per day No. Average per 

day 
March ’17 217 7.5 115 4.0 
February ’17 174 6.2 120 4.2 
January ’17 209 6.7 112 3.6 
December ’16 144 4.6 79 2.5 
November ‘16 168 5.6 132 4.4 
October ‘16 176 5.6 135 4.3 
September ‘16 148 4.9 58 1.9 
August ‘16 157 6.8 70 3.2 
July ‘16 227 7.3 73 2.4 
June ‘16 153 5.1 82 2.8 
May ‘16 183 5.9 123 4.0 
April ‘16 170 5.7 155 5.2 
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March position  
Target: Inpatient response rate target to be 
similar or above national average but not fall 
below 15%. ED response rate target to be 15% 
or statistically significant response rate  
 

• The total number of responses for both 
ED and in-patients increased from 
3,460 in February to 4,154 in March. 

• The Emergency Department response 
rate remained at 14.4% in March; 
therefore, not achieving the required 
15% target but remaining above the 
national average of 12.7% in February. 
Recovery work continues in  the areas. 

• The in-patient response rate has slightly 
decreased from 30.6% in February to 
30.4% but remains above the national 
average of 24.3% in February. 
 

Outpatient Department (OPD) 
• In March, there was a small increase in 

the number of responses following 
continued work in areas that had 
previously been returning lower than 
expected surveys. 

  
Actions and progress to date 
• Continued sustainability measures to 

monitor responses. W
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Friends and Family Test (FFT): Increasing response rate in In-
patient areas and ED (National) 

Friends and Family Response rates 

Month 

Total response rate 
(responses / eligible patients) 

ED 
Target: 15% 

In-patient 
Target:  not fall below 

15% 

Trust National 
average Trust 

Nation
al 

averag
e 

March ‘17 14.4% 
1487/10308 

- 30.4% 
2667/8766 

- 

February ‘17 14.4% 
1197/8303 

12.7% 30.6% 
2263/7395 

24.3% 

January ‘17 18.1% 
1654/9134 

12.3% 28.6% 
2347/8204 

23.1% 
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Friends and Family Test Improving positive responses in ED, 
In-patient areas and maternity(National) 
March position  
 

Improving positive responses 
 

Emergency Department: 
 

• The reported satisfaction rate has remained 
stable at 94%. The Trust continues to exceed 
the national benchmark of 87% in February.  
 

• The number of patients who would not 
recommend ED has decreased to 1.4% in 
March from 2.3% in February. This remains 
significantly better than the national average of 
7% in February. 
 

In-patient areas: 
 

• The reported satisfaction rate has decreased 
slightly to 96.3% in March from 97%. This is 
above the national average of 96% in 
February. 

 

• The number of patients who would not 
recommend in-patient areas also slightly 
increased to 0.8% from 0.5%. This is below the 
national average of 2% in February. 

 

Maternity: 
 

• There has been an increase in the reported 
satisfaction rate to 99.6% compared to 98.6% 
in February. Maternity services continues to  
consistently compare favorably against the 
national benchmark of 96%.  

Maternity - Improving positive responses 

Month % recommend 
(positive) 

% not recommend 
(negative) 

March ‘17 99.6% 0.4% 

February ‘17 98.6% 1.4% 

January ‘17 99.3% 0.7% 

Emergency Department - Improving positive 
responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

March ‘17 94.1% - 1.4% - 

February 
‘17 

94.3% 87% 2.3% 7% 

January ‘17 95.2% 87% 1.6% 7% 

In-patient - Improving positive responses 

Month 

% recommend 
(positive) 

% not 
recommend 
(negative) 

Trust National 
average Trust 

Natio
nal 

avera
ge 

March ‘17 96.3% - 0.8% - 

February ‘17 97% 96% 0.5% 2% 

January ‘17 97% 95% 0.5% 2% 
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March position  
Target: Response rate for question 2 to be similar or above the national average but not fall below 15%. 
 

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

• The national benchmark and; therefore, contract requirement is based on question 2. The response rate is 
above the National Average, with an increase in March to 20.7% compared to 17.6% in February.   

 

Actions and progress to date: 
• There has been a decrease in the response rate for questions 1 and 4; staff will be encouraged to ensure 

forms are completed during the antenatal period. The rates for question 1 would be significantly increased if 
staff were enabled to encourage the completion of the forms at any stage of pregnancy instead of at 36 
weeks. Response rate for question 4 has reduced and staff will be notified of this and encouraged to 
engage with women to complete the forms at any stage during the postnatal period.  

Response themes: The majority of responses are positive. 
Positive comments:  
Friendly and helpful, constantly checked and looked after, midwife was fantastic.  If I had any questions, 
concerns or needed help there was someone there straight away. Also the staff were very helpful and friendly. 
It was such a pleasant experience because all of the doctors/nurses/midwives involved. The support you get 
here is brilliant, a buzz and someone is ready to support you even throughout the night, couldn’t fault the care. 
Amazing 1:1. Midwife with me constantly, very supportive, friendly. Very nice and helpful staff, the best 
hospital, I felt support from staff 24hrs a day, thank you. Was taken care of the right way and no disrespect. 
Nurses were fantastic, so kind and welcoming, overwhelming, midwives made me feel very supported 
Negative comments:  
• Noise at night, staff talking loudly, bins slamming, music playing - All bins audited and new soft close bins 

ordered. Band 7’s to carry out increased walkabouts at night to ensure compliance with advice regarding 
noise from staff and radio’s/TV/mobile phones. 

• Improvement would be to allow partners to stay overnight - In response to Friends and Family feedback an 
audit was commenced March 2017 asking women about partners staying overnight, this is a repeat audit as 
previously it was approximately 50% of women who didn’t want partners to stay. Partners can stay if there is 
an individual need.  

• More help with baby care following surgery - The caesarean section pathway for women has been 
implemented with more personalised care for this group of women (care provided by the Band 3 team). The 
immediate feedback from women is very positive via Friends and Family and social media. 
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Friends and Family Test – Maternity (National) 

Maternity Friends and Family 
questions 

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

Q2.  Intrapartum labour care. 

Q3.  Immediate postnatal 
care. 

Q4.  
Postnatal care up to 
discharge to Health 
Visitors. 

Maternity Friends and Family 
response rates 

Q. 
Jan

. 
‘17 

Feb. 
 ‘17 

March 
‘17 

1. 11.3% 12.7% 5.7% 

2. 16.5% 17.6% 20.7% 

3. 31.6% 33.2% 26% 

4. 12.6% 6.6% 4.7% 

Rate 17.4% 17.3% 13.7% 
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Performance Against NHSi Accountability Framework  March 2017 
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RTT & Cancer Forecast March and April 
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Contractual and Local Standards – March Performance 
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Ambulance delays 
• 369 patients experienced an ambulance delay of more than 

30 minutes. (337 last month) 
• 329 patients experienced a delay of more than 60 minutes  

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

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

• Provisional performance for February was that 33.3% of 
stroke patients were admitted to the stroke unit within 4 hrs. 

• Performance against the 90% stay target was 78%. 
• The service maintained level B.    
Admission Avoidance 
• These standards will be measured a month in arrears as 

requires activity to be coded. 
Emergency Angioplasty 
• Emergency angioplasty within 90 mins of arrival was 87.5% 

against the 80% standard. 
• Emergency angioplasty within 60 mins, performance was 

78.1% against the 70% standard. 
RTT Backlog and long waiters 
• The overall waiting list size reduced by -258 and the 

backlog of patients waiting more than 18 wks. reduced by -
266. 

• The number of patients waiting over 35 weeks was 227. 
Cancer 62 day consultant upgrade (provisional) 
• The standard has provisionally not been achieved for 

March. 80



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 4/27/2017 

Unscheduled Performance Against Key Indicators - March 
R

es
po

ns
iv

e 
– 

U
ns

ch
ed

ul
ed

 C
ar

e 
 

27/04/2017 

81



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

March performance against the 4-hour A&E and 12 
hr Trolley Wait standards. 
4 hr standard performance was 78.07% (75.32% last month)  
There were 95 breaches of the 12 hr Trolley Wait Standard. 
Graph 2 shows daily A&E performance improvement for 
quarter 4 
Contributing factors 
• QA type 1 attendances 336 per day compared to 341 per 

day last  March.  However, these figures mask an overall 
increase in emergency demand because direct 
admissions  of GP referred patients into AMU was not in 
place last year. The conversion rate to admission was 
31.0%  

• The Trust treated 4,852 emergency patients (an average 
of 157 per day compared to 151 per day last March).  

•  Bed occupancy was 96% (maximum of 98%)  
• Delayed transfers of care were 6.5% 
• There was an average of 250 patients medically fit for 

discharge compared to 246 in February. 
Actions and progress to date 
• The performance of the Integrated Discharge Service 

(IDS) is being scrutinised at the monthly A&E Delivery 
Board and A&E Operational meetings. Improved 
processes are being worked on with specific support 
being provided on the Medicine for Older People wards.  

• The IDS has set an internal challenge to increase 
discharge numbers prior to Easter by 100 patients. 

• Additional support has been sought from partners to 
expedite discharges and assist flow. 

4/27/2017 

Exception Report : A&E waiting time standard performance 
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March performance against the 4-hour A&E and 12 hr Trolley 
Wait standards. 
This standard measures the time from decision to admit to admission. 
During March there were 95 breaches of the standard. 
 
Contributing factors 
• Trust  continued to experienced significant unscheduled care pressures 

in March. To cope with demand the trust had between 60 – 79 
additional escalation beds open and experienced a bed of occupancy 
of between 96% and 98%. As a result flow through the hospital was 
very challenged resulting in breaches of the 12 hr standard. 

• All patients were safely supported and cared for in the department until 
a safe and suitable speciality bed could be found. 

• There was no known harm caused by the delays. Further work is being 
undertaken to ensure any potential harm is mitigated and learnt from. 

 
Actions and progress to date 
• The Trust enacted full capacity protocol and was at the highest 

escalation working closely with partners to facilitate flow through the 
hospital. 

• Elective orthopaedic programme suspended, elective programme 
reduced to urgent and cancer patients to create capacity. 

• Review of reporting process for 12 hour waits both internally and 
externally has been completed and communicated to teams. 

• The Trust is being supported by NHSI team who undertook an in-depth 
review. 

• Rigorous analysis of individual breaches by A&E team to ensure 
learning embedded.  

4/27/2017 

Exception Report : A&E waiting time 12 hr standard  
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Exception Report: Referral to Treatment (RTT) 
March Performance against Incomplete RTT standard  
• 91.3% achieved against the 92% standard (at aggregate level) and against 

the revised improvement trajectory of 91.8%.  
• Total number of patients waiting reduced by 258 to 28,495 
• Number of patients waiting more than 18 weeks reduced by 266 to 2,469 
• The number waiting more than 40 wks. reduced by 4. 
• There were 0 breaches of the 52 wk. maximum wait standard. 
Contributing factors 
• All patients waiting more than 18 wks. have been validated 
• Cardiology improvement plan has delivered a backlog reduction of 305 

patients and delivered a 10.4% improvement in performance since 
December. 

• Dermatology improvement plans has delivered a backlog reduction of 553 
patients and delivered a 15.1% improvement in performance. 

• Overall since December performance has improved by 3.2% and the 
backlog reduced by 1,050 patients. 

Actions, progress to date and risks 
• Progress against delivery is being monitored jointly with commissioners at 

an executive level with additional governance arrangements in place to 
monitor progress against delivery of the recovery plans. 

• Unscheduled care recovery plan focusing on reduction of use of recovery, 
endoscopy and Cardiac Day Unit as escalation areas to provide 
unscheduled care capacity. 

• Shortfalls in capacity identified through demand and capacity modelling 
mean that capacity is not sufficient to meet expected demand and maintain 
performance improvements work is on-going with commissioners to jointly 
manage this risk. 

• Extended waits for diagnostic reporting due to clinical capacity short falls in 
radiology, options to reduce this are being explored. 

12/02/14 

R
es

po
ns

iv
e 

- R
TT

 
27/04/2017 

84



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Exception Report: RTT Patients waiting > 35, 40 and 52 wks. 
March performance against key waiting time metrics 
• There were 0 breaches of the 52 wk standard.  
• There were 52 patients waiting > 40 wks. (56 last month) 
• There were 227 patients waiting >35 wks. (215 last month) 
Contributing factors 
• Increased waits for diagnostic reporting is adding delay to complex pathways 

where multiple diagnostics are required before treatment. 
• Increased seasonal emergency demand for High Care and Intensive Care beds 

has limited capacity to treat complex routine patients who need post operative 
intensive or high care beds who are also not suitable for outsourcing. 

• High number of cancellations for non-clinical reasons in January (106) and 
February (110) has meant that some routine patients are waiting longer for 
treatment due to previous cancellations. 

Actions and progress to date 
• The Trust is booking patients according  to clinical priority and waiting time. With 

case by case review of urgent and cancer patients to ensure these are prioritised 
according to clinical need. 

• Joint recovery plan agreed with commissioners. 
• Trust is using limited external capacity where possible (Spire and Care UK) 
• Where possible elective capacity has been switched to day case. 
• Additional weekend and evening outpatient clinics in dermatology and cardiology 

to reduce waiting times and backlog. 
• All patients over 40 weeks  have treatment plans in place and are reviewed on a 

named patient basis at the weekly assurance meeting.  
On-going Risks 
• Continued cancellation of non-urgent long waiting patients and a reduction in 

bookings to meet unscheduled care demand including use of cardiac day unit, 
endoscopy and recovery for escalation capacity. 
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Exception Report: Diagnostic 6 wk. referral to test standard 
March performance against the 6 wk. diagnostic 
standard 
Trust performance was 99% against the 99% diagnostic 
standard and  improvement trajectory of 99.1%.  There were 56 
breaches of the standard.  
Contributing factors 
• Demand for diagnostics remains high. Prioritisation of 

inpatients to assist unscheduled care flow. 
• Clinical capacity restraints particularly in orthopaedic 

ultrasound. 
• Recruitment gaps in orthopaedic and gastroenterology 

radiography  
Actions and progress to date 
• Continued detailed management of patients to reduce risk of 

month end breaches  
• Continued additional capacity to cover clinical shortfalls.  
• Outsourcing of appropriate radiology activity. 
• Recruitment of locums to radiology posts continues to be 

sought. 
• Review of contractual obligations re MRI scanner 

performance has seen improved reductions in down-time. 
• Options to outsource further diagnostics and reporting are 

being explored. 
Risks 
• Continued reliance on locum capacity to fill clinical gaps and 

therefore unstable and unsecure workforce. 
• Financial impact of use of locums and national clinical 

shortfall leading to inability to recruit substantively. 
• Regular use of Endoscopy suite as an escalation area to 

support unscheduled care pressures will adversely impact on 
available capacity 

• CT scanner breakdown 
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Exception Report: Cancelled Operations 28 day Guarantee 

4/27/2017 

March Performance Cancelled Operations 28 day 
Guarantee  
• There were 6 urgent operations cancelled in March, all 

patients have been treated or have new treatment dates in 
April, none of these  patients were cancelled for a second 
time 

• 4 of the urgent cancellations were due to list over run 
• 1 was surgeon unwell. 
• 1 due to equipment failure. 
• There was 1 breach of the of the 28 day zero tolerance 

standard,  this was a patient waiting for complex routine 
surgery who required a high dependency bed, not suitable 
for treatment at an alterative provider. 

• 88 non-urgent patients were cancelled on the day for non-
clinical reasons in March. 

Contributing factors 
• Careful management of the elective programme reduced 

the number of patients cancelled on the day. 
• Gradual planned withdrawal from escalation areas such as 

endoscopy and cardiac day unit reduced on the day 
cancellations 

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

standard are monitored at the weekly assurance meeting. 
• Due to the number of patients cancelled in March a number 

have been re-booked close the their breach date  
• 1 cardiology patient will breach the standard in April, patient 

is complex and declined offer of alternate provider. R
es

po
ns

iv
e 

– 
C

an
ce

lle
d 

op
er

at
io

ns
 

27/04/2017 

87



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 4/27/2017 

Exception report:  Cancer Standards (provisional position) 

March provisional performance against national cancer standards and contributing factors ( national reporting 
deadline 10th May 2017 performance subject to change including additional shared breaches until submission deadline) 

• The Trust is currently forecasting achievement of all 8 key national standards, this is the first time this has been achieved since 
September 2015. It is also likely that the 62 day standard will be achieved for quarter 4. 

• There are provisionally 6 patients who were treated in excess of 104 days   - 1 dermatology due to patient choice, 2 lower GI 
complex pathways with multiple (6&7) diagnostics, 3 urology 2 due to outpatient and 1 diagnostic capacity shortfall. 
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Exception report:  Cancer Standards continued 
 

4/27/2017 

March Performance 62 day first definitive treatment 
against recovery trajectory  (standard 85% trajectory 
85%) 
March provisional performance 86.1% and achieved, provisional 
performance for quarter 4 85.8% and achieved. 
 
Actions and progress to date 
• The cancer recovery trajectory has been reviewed including 

detailed stock-take of current actions, performance, backlog and 
additional capacity.  

• Focus on patients breach Trust internal standards to ensure 
patients progressed and delays escalated and managed. 

• Weekly review of patients 14 days to breach on an individual 
basis to ensure treatment plan in place and delays mitigated, 
with root cause analysis of 104 day breaches. 

 
On-going Risks 
• Increased demand in 2 wk wait referrals, 1,814 patients seen in 

March compared to 1,602 in March last year. 
• Surgical capacity to treat urology patients within 31 days is 

improving but there remains a shortfall for some treatments. 
• Diagnostic delays in lower GI have impacted on the 62 day 

standard, joint working between clinical support and lower GI to 
review pathway against national best practice to identify 
improvement opportunities.  

• Locum shortfall for lower GI both surgical and radiologist this is 
impacting on capacity and therefore performance against 
standard, work ongoing to address. R
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Exception report:  Cancer Standards continued 104 day 
maximum wait for treatment provisional 
 

4/27/2017 

Contributing factors and 
actions taken 
 
• 6 reportable breaches of the 

standard. 
 
• 1 dermatology patient due to 

patient choice, 2 lower GI 
patients complex pathways 
with multiple (6 and 7) 
diagnostic tests, 3 urology 
patients 2 due to outpatient 
capacity and 1 due to 
diagnostic capacity. 

 
• Root cause analysis is 

undertaken on each breach 
and lessons learnt embedded 
in practice. 

 
• Patients reviewed on a 

named patient basis at 
weekly assurance meeting 
with action taken to expedite 
treatment.   
 

• The rigour around this 
process has increased and 
the number of patients 
untreated close to 104 days 
is reducing. 
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Exception Report: Stroke Contract Service Standards  
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February  Provisional Performance against key Sentinel 
Stroke National Audit Programme (SSNAP) using DIY analysis 
toolkit: Reported in arrears 
• The Trust has provisionally achieved 7 of the 13 key measures for 

February (see table) but this is based on only 55 admissions (clock 
starts) 

• Scan within 1hr: not achieved 33.3% (standard 48%)  
• Scan within 12hrs: 96.3% achieved (standard 95%) 
• Direct Admission to Stroke Unit: not achieved 33.3% (standard 90%) 
• % patients who spend 90% of their stay on a Stroke Unit: not achieved 

78.0% (standard 80%) 
• Patients thrombolysed within 1hr: not achieved 40.0% (standard 55%) 
• Swallow screen ≤ 4hrs: 77.4% and not achieved (target 85%)   
• Speech and language assessment within 72hrs: not achieved 80.8% 

(standard 90%) 
Contributing factors 
• On-going unscheduled care pressures continue to have a direct 

impact on the ability to ring-fence beds for acute Stroke patients and 
directly transfer patients from the Emergency Department to stroke 
unit.  Stroke patients are outlied to create capacity for non Stroke 
patients.   

• Lower than normal number of cases recorded so far for February. 
Actions and progress to date 
• Continued focus and analysis of reasons for non achievement of 1 hr 

scans and direct admits, particularly out of hours. 
• Additional Locum provision agreed to bolster SLT and support with 

service vacancies. 
• Undertake audit of Thrombolysis data to ensure all eligible patients are 

being captured.  
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The Trust had a surplus of £1.2m as its planned financial outturn in 2016-17. The first two quarters of the 
financial year had a deficit plan aligned to the 2015-16 final run rate. The plan then required staged financial 
improvements from July 2016 onwards.

The Trust's Income and Expenditure position at the end of March 2017 was an actual deficit of £17.8m. This 
is £19m adverse to the planned surplus position of £1.2m. The deficit position includes a partial loss of 
allocated STF funding for the year of £7.6m against a potential full year sum of £14.6m.

The Trust continued to see high use of temporary staff to maintain urgent care services and additional 
capacity that has remained open due to the volume of patients that have been in hospital as delayed 
transfers of care. Non-pay costs include unplanned use of the private sector to support RTT delivery and out 
of hospital purchase of beds. 

The Trust submitted a forecast year end position at the end of Q3 to NHSI. The financial out-turn identified 
under a realistic case was a £16.1m deficit with a loss of potential STF funding recognised as a part of this 
deficit projection of £7.3m. The  final out-turn figure was a further £1.7m deficit beyond this forecast. The 
Trust continued to consider mitigations in order to reach or improve upon its forecast figure. A significant 
loss of clinical income in quarter 4 was attributed to operational pressures whch contributed to the icreased 
deficit. An agreement with Commissioners that recognised Q3 forecast outturn levels of performance could 
not be achieved.  

The Trust has spent £10.0m of capital against a programme for the year to date of £14.2m. The Trust has a 
cash balance of £5.2m at the end of March. The minimum level of cash holding required by the DH has 
increased to £5.1m to reflect the capital carried forward to 2017/18.  The Trust has drawn total cash against 
a limit of £41.7m for its working capital facility and £10.9m DH uncommitted loan. The Trust has been 
advised that the cash support application submitted to the Independent Trust Financing Facility (ITFF) 
meeting in February 2016 was not taken forward and the Trust continues to be in discussion with the NHSI 
about the implications and management of this.  
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Workforce Executive Summary – key exceptions to note 
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Performance Theme 
 

• The total workforce capacity increased by 30 FTE to 7009 FTE in March 17 and is 200 FTE over the new funded establishment. 
 
• The temporary workforce capacity increased to 518 FTE in March 17 and comprises 7.4% of the total workforce capacity. This is a 

0.3% increase compared to February 17. 
 

• The number of shifts that have breached the capped rates or are off-framework have increased by 458 shifts to 2322 shifts in March 
17. 

 
• The evidence collected for March 17 indicates that overall staffing levels have increased from 99.3% to 101.1% compared to planned 

levels. 
 

• The CHPPD metric has been recorded up to M12. The evidence collected for March indicates that overall CHPPD is 4.9 for RNs and 
2.6 for HCSWs for PHT. This was similarly reported in previous months with a small decrease in RNs. 

 
• Appraisal compliance has increased and currently records at  84.6% in March 17, below the 85% target. The appraisal compliance 

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

• Total essential skills compliance increased in March 17 from 89.6% to 90.4% and continues to record above the 85% target. 
 
• Fire Safety (face to face training) decreased to 69.9% in March 17. 

 
• Information Governance Training has decreased to 88.7%.This is below the Information Governance Training target. 

 
• Sickness Absence Rate (12 month rolling average) maintained at 3.9% in February and remains above the target. In-month sickness 

absence decreased to 4.0% in February and is above the target. 
 

• 1 Whistleblowing and 1 Safe Guarding referral were received and reported in March. No professional registration referrals were 
received. 
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Where we want to be: targets and benchmarks 
Target: Establishment of 6,596 FTE, with target of substantive staff in post at 100% of establishment 
 

Key Terms and Definitions 
• Funded establishment excludes CIP and includes investments around anticipated 

activity growth and patient demand in 16/17. 
• Total workforce capacity is the sum of the substantive establishment plus the 

temporary workforce. 
• Temporary workforce capacity is the sum of the bank and agency workforce. 

 

Trends and Patterns 
• The funded establishment has increased by 5 FTE to 6809 FTE for March 17. This 

has increased by 68 FTE since April 16 and increased by 274 FTE since April 15. 
• The total workforce capacity increased by 30 FTE to 7009 FTE in March 17 and is 

200 FTE over the new funded establishment. 
• Substantive workforce capacity has increased to 6491 FTE in March 17. 
• The temporary workforce capacity increased to 518 FTE in March 17 and 

comprises 7.4% of the total workforce capacity. This is a 0.3% increase compared 
to February 17. 
 

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

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

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

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

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

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

Funded 
Establishment Vacancies

CHAT 773 734  39
Clinical Support 1371 1284  87
Emergency 479 472  7
Head & Neck 337 315  22
Medicine 752 683  69
MOPRS 503 501  3
Musculo-skeletal 369 343  26
Renal 283 273  9
Research & Development 92 84  8
Surgery & Cancer 579 574  5
Women's & Children's 704 692  12
Corporate Functions 569 537  32
Total Trust 6809 6491  318

Substantive

Substantive Staffing FTE

CHAT 27  761 

Clinical Support 22  1306 

Emergency 68  540 

Head & Neck 22  337 

Medicine 112  794 

MOPRS 111  611 

Musculo-skeletal 42  385 

Renal 30  303 

Research & Development 2  85 

Surgery & Cancer 38  612 

Women's & Children's 29  721 

Corporate Functions 16  552 

Total Trust 518  7009 

Temporary  Total Workforce

Workforce Capacity FTE

95



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Bank & Agency Capped Rate Breaches 

27/04/2017 

Sa
fe

 –
 W

or
kf

or
ce

 c
ap

ac
ity

 

Trends and Patterns 
• The number of shifts that have breached 

the capped rates or are off-framework 
have increased by 458 shifts to 2322 shifts 
in March 17. 

• The number of breaches have increased 
by 843 shifts since April 16. 
 

Root Cause analysis and insights 
• A significant temporary staffing resource is 

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

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

• Agencies are not supplying staff at capped 
rates. 

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

Actions and progress to date 
• Complying with “Taking further action to 

reduce agency spending”. (NHS 
Improvement, 7th October 2016) 

Staff Groups Ap
r-1

6
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-1
6
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16

Ju
l-1

6
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17
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M
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Administration and estate 18 22 6 48 76 84 49 26 34 25 20 23
Both Framework & Wage Cap 1 1
Both Price Cap & Wage Cap 32 76 84 10 13 32 13
Framework Only 18 22 6 1
Wage Cap Only 14 38 13 2 12 20 23

Healthcare assistant and other support 422 394 471 356 332 418 338
Framework Only 405 394 471 356 332 418 338
Price Cap Only 17

HealthCare Science 17 38 52 37 22 41 17 15 17 17 15 19
Both Price Cap & Wage Cap 35 22 41 17 15 17 17 15 19
Price Cap Only 17 38 52 2

Medical and Dental 352 500 587 515 645 894 766 634 838 872 835 968
All Price Cap, Wage Cap and Framework 11
Both Price Cap & Wage Cap 435 645 893 714 554 742 798 741 809
Price Cap Only 352 500 587 53 20 58 70 42 71 115
Wage Cap Only 27 1 32 22 26 32 23 33

Nursing, Midwifery & Health visiting 384 472 541 542 671 755 952 844 1065 1162 871 1143
All Price Cap, Wage Cap and Framework 112 271 114 270 185 160 199
Both Framework & Price Cap 35 222 288 30
Both Price Cap & Wage Cap 458 669 643 655 693 752 927 664 898
Framework Only 16 15 25 10 2 6
Price Cap Only 333 235 228 34 11 26 29 32 36 43
Wage Cap Only 10 9 11 14 18 11 3

Scientific, Therapeutic and Technical 286 202 307 317 140 110 123 106 146 142 123 169
Both Framework & Price Cap 113 11
Both Price Cap & Wage Cap 253 140 110 123 106 146 142 123 169
Price Cap Only 173 202 296 17
Wage Cap Only 47

Grand Total 1479 1628 1964 1815 1886 2302 2245 1625 2100 2218 1864 2322
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Where we want to be: targets and benchmarks 
Target: Planned staffing levels are 100%, planned skill mix 70.4% RN:29.6% 

HCSW ratio 

Trends and Patterns 
• The evidence collected for March 17 indicates that overall 

staffing levels have increased from 99.3% to 101.1% 
compared to planned levels. 

• The planned skill mix has decreased in March 17 for 
Registered Nurses (RNs), and the actual skill mix for the Trust 
was 64.9% RNs with 34.1% Health Care Support Workers 
(HCSWs) which has increased since February 17. 

Root Cause analysis and insights 
• Funded establishment for the trust including nurses has been 

reset for new financial year. 
Actions and progress to date 
• Recruitment continues locally, nationally and internationally, 

additional health care support workers are being used to 
supplement staffing numbers, and close working with NHSP 
continues to resolve any issues. 

P A % P A % P A %

18058 16923 93.7% 7727 9144 118.3% 25785 26067 101.1%

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

Registered Nurse Healthcare Support Worker Combined

P

232417 228500

A %

98%

Planned vs Actual Staff Hours (Day and Night)

Queen Alexandra Hospital

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

P A % P A %

93437 84475 90.4% 42426 46183 108.9%

Planned vs Actual Staff Hours (Day)

Registered Nurse Healthcare Support Worker
NHS Choices

These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

P A % P A %

69012 64906 94.1% 27543 32936 119.6%

Registered Nurse Healthcare Support Worker

Planned vs Actual Staff Hours (Night)
NHS Choices

These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

Registered 
Nurses HCSW

% %
Mar-16 92.9% 112.5% 70.6% : 29.4% 66.5% : 33.5%
Apr-16 96.7% 111.0% 70.5% : 29.5% 67.6% : 32.4%

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

Aug-16 92.0% 112.5% 70.8% : 29.2% 66.4% : 33.6%
Sep-16 91.1% 113.9% 70.8% : 29.2% 66.0% : 34.0%
Oct-16 93.3% 116.0% 70.5% : 29.5% 65.8% : 34.2%
Nov-16 95.2% 116.4% 70.8% : 29.2% 66.4% : 33.6%
Dec-16 93.1% 109.3% 70.4% : 29.6% 66.9% : 33.1%
Jan-17 93.0% 113.5% 70.4% : 29.6% 66.0% : 34.0%
Feb-17 92.5% 115.7% 70.4% : 29.6% 65.5% : 34.5%
Mar-17 93.7% 118.3% 70.0% : 30.0% 64.9% : 35.1%

RN:HCSW RN:HCSW

Actual Staff Numbers and Skill Mix

Skill Mix

Planned Actual

Average Fill Rate
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Introduction 
• To provide a single consistent way of 

recording and reporting deployment of staff 
working on inpatient wards/units, NHS 
Improvement have developed, tested and 
adopted  Care Hours per Patient Day 
(CHPPD).  

• CHPPD is calculated to by adding the hours 
of Registered Nurses (RNs) and Health 
Care Support Workers (HCSWs) per ward 
and dividing by the Midnight bed occupancy 
figures for the ward. 

• CHPPD reports split out RNs and HCSWs 
to ensure skill mix and care needs are met. 
 

Trends and Patterns 
• The CHPPD metric has been recorded up to 

M12. 
• The evidence collected for March indicates 

that overall CHPPD is 4.9 for RNs and 2.6 
for HCSWs for PHT. This was similarly 
reported in previous months with a small 
decrease in RNs. 

• The total hours for March equals 7.5 hours. 
• The CHPPD metric will continue to be 

monitored monthly where trends and 
patterns will become apparent as we go 
through the financial year. 

5.1 5.1 5 5 4.9 5 5.1 5.1 5.1 5 4.9 

2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.6 2.6 

0

1

2

3

4

5

6

May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17

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

Trends and Patterns 
• Appraisal compliance has increased and currently records at  84.6% in March 17, 

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

Root Cause analysis and insights 
• In March 17, the 85% appraisal target has been met by Clinical Support, Head & Neck, 

Research & Development Surgery & Cancer, Women’s & Children’s CSC and 
Corporate Functions. 

• CHAT, Emergency, Medicine, MOPRS, and Renal CSC have been below the 85% 
target since April 16. 

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

involve informal warnings issued to managers of non-compliant staff. 

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

Trends and Patterns 
• Total essential skills compliance increased in March 17 from 89.6% to 90.4% and 

continues to record above the 85% target. 
• Essential Skills compliance have increased in month for majority of the CSCs, with the 

exception of CHAT, MOPRS CSC who have decreased. 
Root Cause analysis and insights 
• Overall Safeguarding Children compliance (All Levels) is currently at 88.9% and is 

above the 85% target. Level 2 has increased to 92.2%, and Level 3 continues to be 
below target and compliance currently records at 68.1%. 

• Fire Safety (face to face training) decreased to 69.9% in March 17. 
• Information Governance Training has decreased to 88.7% 
Actions and progress to date 
• The L&D team are highlighting staff who are out of date with 3 or more essential 

skills.  Chiefs of Service are being provided with regular information on Medical and 
Dental compliance to help meet the requirements of the CQC Action Plan. 
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TARGET
CHAT 80.6%  89.4% 

Clinical Support 87.1%  95.3% 

Emergency 73.9%  87.9% 

Head & Neck 95.9%  89.9% 

Medicine 75.8%  87.1% 

MOPRS 83.1%  88.4% 

Musculo-skeletal 84.6%  85.3% 

Renal 80.1%  91.5% 

Research & Development 85.5%  96.5% 

Surgery & Cancer 88.3%  88.9% 

Women's & Children's 88.4%  90.7% 

Corporate Functions 92.1%  94.9% 

Total Trust 84.6%  90.4% 

Appraisals and Essential Skills Compliance
Appraisals Essential Skills

85%85%
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Leaning & Development - DNA (Did Not Attend) Rates 

27/04/2017 

Where we want to be: targets and benchmarks 
Target: ≤5%  6 – 10%  >10% 
Trends and Patterns 
• Course DNA rate improved on the previous month by 0.4%, however remains a 

significant problem for the Trust 
Root cause analysis and insights 
• The top 5 courses for DNA rate include 2 mandatory training courses that are 

also below their target of 85% (Blood Awareness and Conflict Resolution). The 
rate for MOPRS has been 20% or higher over the previous 6 months. 

Actions and Progress to date 
• L&D continue to raise awareness of this issue via the Education Dashboard 

which is sent out to members of the Education and Workforce Strategy 
Committee and accessible to all staff via the Trust intranet. The DNA rate is 
also displayed on an electronic notice board in the Education Centre. L&D have 
a text reminder service where everyone booked on a course is sent two text 
messages; one two weeks prior to the course and another the day before the 
course.  In instances where reasons for DNAs were provided, the two most 
common were sickness and department short staffed. 

10% 

Month 
Top 5 DNA Courses 
 

1. 75% HCSW Workshop (6 DNAs out of 8) 
2. 32% Dementia - Virtual Brain Tour (10 DNAs out of 31) 
3. 30% Blood Awareness Update (40 DNAs out of 134) 
4. 29% Peripheral Venous Cannulation (6 DNAs out of 21) 
5. 28% Conflict Resolution Training (51 DNAs out of 185) 

 

Number of Course Cancellations:  8 out of 203 (3.9%) 

14% 

Course DNA (Did Not Attend) Rate 

Month 

Corporate Induction Day 1 DNA Rate 

7 Did Not Attend 

Where we want to be: targets and benchmarks 
Target: ≤5%  6 – 10%  >10% 
Trends and Patterns 
• Corporate Induction attendance has been below the expected target for 3 of the 

past 4 months. 
Root cause analysis and insights 
• Winter pressures may be a factor for Corporate Induction DNA rate, however 

the rate is much higher than at the same point last year. 
• Women’s & Children’s (29%) and MOPRS (17%) were the two CSCs that had 

DNAs for Corporate Induction this month. They were all Health Care Support 
Workers. 

Actions and Progress to date 
• Managers are contacted and asked to rebook staff onto future Corporate 

Inductions. 100
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New Apprenticeships & Care Certificates Achieved 

27/04/2017 

Where we want to be: targets and benchmarks 
Target: Health Education England set a target of 90 new apprenticeships by the end of 2016/17. 
Trends and Patterns 
• There were 19 new apprenticeships in March 2017. 
• The end of financial year target was met. 
Root cause analysis and insights 
• 108 Business & Administration 
•   37 Clinical Healthcare 
•   10 Pharmacy Services 
•     8 Healthcare Support Services 
•     3 Customer Services 
•     2 IT, Software, Web & Telecoms Professionals 
•     1 Pathology Support 
Actions and Progress to date 
• Continue the recruitment process but move to the new system of standards 

paid via the Apprenticeship Levy.  We have a target of 2.39% of our workforce 
for 2017/18 (160). 

1% 

Where we want to be: targets and benchmarks 
Target: All clinical new starters at bands 1 – 4 are to complete the Care Certificate within 12 weeks of their 

start date at the Trust.  The Trust has set the 6 month period as the final completion date to 
correspond with the probationary period. 

Trends and Patterns 
• In March there were 30 staff due to complete within 6 months of their start 

date.  11 of the 30 did so, giving us a rate of 37%. 
• This is the highest number of completers so far but the rate is much too low 

and a cause for concern. 
Root cause analysis and insights 
• Clinical Support had 0 out of 3 completers; Head & Neck and Medicine both 

had 1 out of 5 completers; Emergency Medicine 1 out of 4. 
Actions and Progress to date 
• The Care Certificate Database has been reconfigured to allow us to monitor 

progress at a high level.  Clinical areas are informed of the process and 
support is offered to those students who require additional learning support. 

New Apprenticeships 

Care Certificate achieved within 6 Months 

Care Certificates currently in progress: 177 
On target to achieve: 130 (73%) 
Target already breached: 47 (27%) 

37% 
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Where we want to be: targets and benchmarks Target: 3% 
 

Trends and Patterns 
• Sickness Absence Rate (12 month rolling average) maintained at 3.9% in 

February and remains above the target. In-month sickness absence 
decreased to 4.0% in February and is above the target. 
 

Root Cause analysis and insights 
• CHAT, Emergency, MOPRS, Renal, Research & Development and 

Women’s & Children’s CSC have the highest rate of in month sickness 
absence.  

• Majority of the CSCs, with the exception of Head & Neck, MSK, Surgery & 
Cancer CSC and Corporate Functions, are above the in-month 3% target in 
February. 
 

Actions and progress to date 
• HR Manager identified to specifically work with CSCs to reduce sickness 

absence. 
• Due to in-month sickness slowly increasing over previous months, letters 

have been sent out to managers to distribute to staff who have met the 
sickness absence triggers as per the sickness absence policy to drive 
sickness absence down and turn off temporary workforce where possible 
and necessary. 

Occupational Health and Safety Report 
 
• There was 1 RIDDOR incident reported in March 17. This was in 

Maxillofacial OPD  in Head & Neck CSC. 
 
• The were 22 sharps injuries reported in March 17. These were reported 

within all of the CSCs. 

TARGET
CHAT 6.0%  4.4% 

Clinical Support 3.8%  3.4% 

Emergency 4.5%  4.1% 

Head & Neck 3.0%  3.1% 

Medicine 3.6%  3.4% 

MOPRS 5.4%  5.8% 

Musculo-skeletal 2.8%  4.5% 

Renal 5.1%  5.4% 

Research & Development 6.0%  2.5% 

Surgery & Cancer 2.6%  3.2% 

Women's & Children's 4.8%  4.8% 

Corporate Functions 2.1%  2.1% 

Total Trust 4.0%  3.9% 

Sickness Absence rate

In month Rolling 12 
month

3% 3%
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Health & Wellbeing in the National Staff Survey 
 
• 39% of staff said that PHT takes positive action on health and wellbeing in comparison to 37% in 2015 and 32% nationally. 
• 30% of staff have felt unwell as a result of work related stress in the last twelve months in comparison to 32% in 2015 and 35% 

nationally. 
• 26% of staff have  experienced musculoskeletal problems in the last twelve months due to work activities in comparison to 24% in 

2015 and 25% nationally. 
 
As part of the National CQUIN for 2016/18, we need to improve staff health and wellbeing and two of the above staff survey questions by 
5%. 
 
To meet this, we have: 
• Established a 2/4 week physiotherapy referral service for all PHT staff access through occupational health. 
• Introduced a physical activity scheme for sedentary workers 
• Set up Weight Watchers free for staff which commenced in March. 
• Asked managers to identify health and wellbeing as part of their National Staff Survey action plans. 
• Introduced targets for supporting CSCs to become “Well Led”. 
• Set a challenge for staff to give new ideas on what more needs to be done to support and improve the health and wellbeing of our 

staff. 
• Planned health and wellbeing events throughout the year to help support staff health and wellbeing 

o World Health Day – 7th April 2017 
o A very successful World Health Day was held on 7th April 2017. 
o 333 staff attended. 
o 70 cholesterol checks and 132 blood pressure tests were undertaken for staff. 
o 27 staff were signposted to a wellbeing clinic and 6 were signposted to their GP. 99% gave positive feedback. 
o A variety of competitions and health and wellbeing advice was available throughout the day. 
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Whistleblowing / Safeguarding / Professional Registration 
• No Professional Registration referral was received and reported in March. 

• 1 whistleblowing referrals were reported in March. 

 An allegation regarding poor patient care. On going action taken. 

• 1 safeguarding referral has been received or reported in March. 

 Registered Nurse in Corporate Functions. 

 An allegation of child assault/breach of child protection order has been received in March 2017. The nurse has admitted to 

hitting own child and in pending further police investigation. The children have been removed from the home into foster care. 

Pending the outcome of the investigation, a management and safeguarding team action plan is in place to consider temporary 

restriction of patient contact duties on return to work. 

Revalidation of Medical Staff 
• 1 doctors has undertaken revalidation as at 31st March 2017. Due to how the revalidation dates have been set by the GMC the 

numbers due to revalidate are expected to fall this year and next year. The numbers will begin to increase approximately in April 2018 

which will be the start of the second cycle. 

• No doctor has been deferred as at 31st March 2017. 

• All medical staff are engaged in the validation process. 
 

Revalidation of Nursing & Midwifery Staff 
• 808 Nursing and Midwifery staff have undertaken revalidation as at 31st March 2017. 
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TRUST BOARD PUBLIC – MAY 2017            Agenda Item Number: 69/17 
        Enclosure Number: (3) 

Subject: Care Quality Commission Quality Improvement Plan 

Prepared by: 
 
Sponsored & Presented by: 

Tracey Stenning, Head of Governance and Quality 

Debra Elliott, Deputy Director of Nursing 

Debra Elliott, Deputy Director of Nursing 

Purpose of paper This report updates the Trust Board on the actions being taken to 
address the Conditions, Requirement Notices and additional actions 
imposed upon the Trust following recent inspections. 

Discussion requested by Trust Board 

Regular Reporting 

For Information / Awareness 

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 

In light of the recent CQC visits, Conditions imposed upon the Trust 
along with Requirement Notices and additional actions required; the 
Executive Management Team have taken time to reflect on the 
immediate priorities to introduce stability into the organisation and to 
set the right foundations to enable our staff to deliver good quality 
care to patients. 
 
Following the CQC inspections in February 2017, the action plan 
submitted to the CQC has been updated and refined. 
 
The action plan focusses on some short term measures required to 
be taken to provide assurance that actions have been taken; and 
details an approach being used to ensure dissemination across the 
organisation to reduce variations in care.   
 
The Trust has continued to report to the CQC in line with the 
requirements of the Enforcement Notice and provided a 
comprehensive letter to the CQC detailing the actions taken in the 
month since the inspections. 
 
The AMU Senior Management Team have devised a 30 day plan to 
rapidly address the issues raised following the inspections. 

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

The Trust Board are asked to note the actions being taken and 
feedback any areas of concern or where further information is 
required. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 Monthly reporting until actions closed. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

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

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

None – private report. 
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Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
Framework/ Risk Register 

Organisational Priorities Aim 1 – Deliver Safe, High Quality, Patient Centred Care 

Board Assurance Framework/ 
Risk Register Reference n/a 

Risk Description n/a 

CQC Reference All domains 

 

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

None n/a 
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Inspections 16th and 17th and 28th February 2017 
 
 
 
 
 

April 2017 
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In light of our recent Care Quality Commission (CQC) visits, Conditions imposed upon the Trust along with Requirement Notices and additional actions required; the 
Executive Management Team have taken time to reflect on the immediate priorities to introduce stability into the organisation and to set the right foundations to 
enable our staff to deliver good quality care to patients. 
 
The priorities identified are:
 
Safety and Quality 
· We will achieve a rating of ‘good’ or better for all five CQC domains for all 

of our services. 
 
NHS Constitutional Standards 
· We will deliver the NHS Constitutional Standards for all of our services. 

Financial balance 
· We will deliver financial balance across the organisation. 
 
 
A great place to work and learn 
· We will be in the top 20% of acute trusts for staff and patient experience. 

There is clear evidence from Professor Michael West that good staff engagement saves money by staff providing better care with reduced mortality and increased 
outcomes.  To support achievement of this, and our four priorities identified above, we have developed a Patient Care Strategy and are looking to move towards a 
culture of continuous improvement within the organisation. 
 
Our Patient Care Strategy 2017-2019 ‘Getting to the heart of the matter’ has been developed in conjunction with our staff through an extensive consultation 
exercise on what matters to them when caring for our patients, families and carers.  As part of the development of the strategy the 10 Commitments in the Nursing 
and Midwifery framework, leading change adding value (2016) were recognised.  Patients, families and carers were also consulted on what matters to them via a 
range of workshops and consultation exercises; feedback has also been incorporated into this strategy.   This strategy will be launched in Spring 2017 and will focus 
further attention for patient care over the next three years. 
 
It is recognised that for good care to be delivered the organisation requires good leadership.  We have embraced and will follow the NHS Improvement, The Kings 
Fund and the Centre for Creative Leadership guidance on Culture and Leadership Programmes.  We recognise that continuous improvement has taken other 
organisations to where we aspire to be.  Our ambition is to have a Portsmouth Improvement Academy; the aim of the Academy will be to develop a culture of 
continuous improvement and learning within the organisation and across organisational boundaries.   
 
We do; however, recognise our current position including the Conditions imposed upon us by the CQC and the requirement notices and actions we need to take to 
improve.  This action plan focusses on some short term measures we need to take to provide assurance that actions have been taken; and details an approach being 
used to ensure dissemination across the organisation to reduce variations in care.   
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The following diagram represents how we will move forward and achieve compliance with the CQC Regulations and the Fundamental Standards of Care.  
 
 

 
  
  

4. Meet the Requirement 
Notices, and Should Do's  with 

a Trust-Wide Quality 
Improvement Plan  

3. Deliver the AMU 30 
Day Plan by 30th April 

2017 

2. Deliver actions agreed 
for 31st March 2017 

1. Meeting the Conditions 
of the CQC Enforcement 

Notice 
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1. Meeting the conditions of the CQC Enforcement Notice 
Following the CQC inspections during February, we were issued an Enforcement Notice containing 4 conditions: 

 
1. The Registered Provider of the Acute Medical Unit, at the Queen Alexandra Hospital, must ensure that beds only remain open in respect of which the 

required level of staffing can be provided. The Registered Provider must ensure that beds are opened for patient use, and closed to patient use if care and 
treatment at the appropriate level can no longer be provided for patients on the Acute Medical Unit. 

 
2. The registered provider must ensure that the GP triage referral area has in place, and operates effectively a clearly defined standard operating procedure for 

crowding and escalation for patient safety concerns. This includes having clearly defined trigger points for escalation of crowding and safety concerns in the 
GP triage referral area.  

 
3. The Registered Provider must ensure that there are a sufficient number (based on demand) of suitably qualified, competent, skilled and experienced clinical 

staff placed in the corridor/waiting area, of the Acute Medical Unit entrance and GP triage referral area. The Registered Provider must ensure that staffing is 
flexed appropriately to meet the acuity and dependency of patients waiting to be seen, treated or admitted to the hospital, so as to ensure their safety.  

 
4. The Registered Provider must, as soon as is reasonably practicable, and in any event by 12pm on 6 March 2017, describe the system the Registered Provider 

is operating in the Acute Medical Unit at Queen Alexandra Hospital, which incorporates the GP triage referral area and escalation area, so as to comply with 
the above conditions. The trust must send the Care Quality Commission an update every two weeks in this respect from the week commencing 13 March 
2017 at 3pm. 

 
Work has been undertaken with the AMU and Operation Centre Teams to ensure we are able to meet and report compliance against the four Conditions. 
 
Although these Conditions have been placed on AMU it is important, as an organisation that we learn from the broader message contained within these.  This 
will be captured within the Trust-wide roll-out programme. 
 

2. Deliver actions agreed for 31st March 2017 
Specific themes were identified following the February inspections and are a number of short-term actions were put in place within the AMU to rectify the 
immediate concerns raised.  We provided the CQC with a comprehensive update as to how we had implemented the actions required of us by the 30th March. 
 
The themes identified were around the privacy and dignity and care and treatment of our most vulnerable patients: 

· Staffing. 
· Patients on a Mental Health Section. 
· MCA and DolS. 
· Restraint and physical intervention. 
· Interpreting. 
· Care of patients with dementia. 
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· High risk and covert medications. 
· Adolescents. 
 

These themes will form the basis of the Trust-wide roll-out programme. 
 

3. Deliver the AMU 30 day action plan by 30th April 2017 
Prior to the CQC inspection AMU had already identified a comprehensive programme of work they were undertaking.  This has been incorporated into the 
immediate actions the CQC asked us to undertake.  This is now represented in the AMU 30 day action plan. 
 
Weekly meetings show how much progress AMU have made with the immediate actions required of them and the progress on the 30 day plan.   
 
Learning from their experience and progress has helped us form the Trust-wide roll-out programme. 

 
4. Meet the Requirement Notices and should do’s with a Trust-wide roll-out programme 

To meet the requirement notices and should do actions there are a number of Corporate and Trust-wide actions required of us.  These are identified in the 
pages below.   
 
Taking learning from the identified themes and AMU progress against their plan, we will be implementing a Portsmouth Quality Bundle Module on vulnerable 
patients across the organisation.  This Module will commence in the Summer of 2017.  
 
This will be underpinned by a structured education programme focussing on vulnerable patients.  We have also approved at Trust Board the overarching Quality 
Account Priorities for 2017/2018 as: 
 

· Safeguarding; including Mental Capacity Act and Deprivation of Liberty Safeguards. 
· Mental Health. 
· Dementia. 

 
Progress against the CQC Quality Improvement Plan will be monthly to Trust Board, Governance and Quality Committee, Commissioners and through the 
monthly Executive Performance Reviews. 
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Regulation: Regulation 9 HSCA (RA) Regulations 2014 Person-centred care 

Executive Lead: Director of Nursing 

Timescale: 31st August 2017 (progress review 31st May 2017) 

Committee oversight: Governance and Quality Committee 
 How the regulation was not being met 
RN1 Patients and their representatives were not always involved in planning and making decisions about their care and treatment. 
RN2 The needs of patients’ living with dementia were not fully considered. 

 

Trust-wide and immediate actions 
· Consultation with staff regarding what matters to them to inform the Patient Care Strategy (to be launched in Spring 2017). 
· Consultation with patients, families and cares regarding what matters to them to inform the Patient Care Strategy. 

 

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

1.  Revise nursing documentation to reinforce 
Registered Nurses to sign that the patient and/or 
relative/carer have been involved in the care 
planning. 

31st August 
2017 

·  Deputy 
Director of 
Nursing 

2.  Practice Educators on each ward to re-emphasise 
importance of patient and/or relative/carer 
involvement. 

31st August 
2017 

·  Head of 
Nursing and 
Midwifery 
Education 

3.  Pilot patient centred questions as part of bedside 
handover to formally recognise patient involvement 
with every shift handover. 

31st August 
2017 

·  Head of 
Nursing and 
Midwifery 
Education 

4.  Re-launch of ‘This is Me’ booklet and ensure every 
patient with dementia has a ‘forget me not’ magnet 
above the bed to ensure the needs of patients living 
with dementia are met. 

31st August 
2017 

·  Head of 
Nursing 
MOPRS 

5.  Implement reminiscence trolleys in every ward with 
standardised contents to support distraction 
therapy. 

31st August 
2017 

·  Head of 
Nursing 
MOPRS 

 

Measures in place to ensure improvements have been made and are sustainable 
Process will be devolved from the DoN through the CSC structure to ward managers. 
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Measures in place to ensure improvements have been made and are sustainable 
This will be measured on a regular basis through: 
· Monthly documentation audits. 
· Quality Care Reviews. 
· Sit and See programme. 
· PDSA and review of bedside handover pilot. 
· CCG clinical visits. 

 

What resources are required to implement the changes? 
Reminiscence trolleys and contents – application through Charitable Funds. 
Revised documentation costed and funding available. 
Bedhead magnets - application through Charitable Funds. 
To be included as part of Dementia Awareness Week (14th-20th May 2017). 
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Regulation: Regulation 10 HSCA (RA) Regulations 2014 Dignity and respect 

Executive Lead: Director of Nursing 

Timescale: 31st August 2017 (progress review 31st May 2017) 

Committee oversight: Governance and Quality Committee 
 How the regulation was not being met 
RN3 Mixed sex accommodation breaches routinely occurred (and were not reported in line with national guidance) in the cardiac day unit and the renal day 

unit. 
RN4 Patients were left with their lower half of body exposed and revealing incontinence pads. 

 

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

1.  Immediate action relating to Mixed Sex 
Accommodation taken following CQC verbal 
feedback which included: 
· Peer review (CCG and NHSE) of all escalation 

areas to ensure appropriate interpretation and 
implementation of National requirements. 

· Revision of Policy. 
· Daily reporting of compliance. 

Complete · Actions complete Head of 
Nursing CHAT 

2.  Reinforce privacy and dignity standards to all staff. 31st August 
2017 

·  Head of 
Nursing CHAT 

3.  Review nightwear availability and practice. 31st August 
2017 

·  Matron for 
Outpatients 

4.  Campaign to highlight prevention of PJ paralysis as 
part of the ‘Perfect Week’. 

31st August 
2017 

·  Head of 
Nursing 
MOPRS 

 

Measures in place to ensure improvements have been made and are sustainable 
1. Daily reporting of compliance with Mixed Sex Accommodation compliance.  
2. Practice Educators on each ward to reinforce importance of privacy and dignity standards. 
3. Business case to promote and identify more appropriate nightwear. 
This will be measured on a regular basis through: 
· Monthly documentation audits. 
· Quality Care Reviews. 
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Measures in place to ensure improvements have been made and are sustainable 
· Sit and See programme. 
· CCG clinical visits. 

 

What resources are required to implement the changes? 
Potential for additional Mixed Sex Accommodation screens – to be funded through Charitable Funds. 
Funding to support Business Case for additional nightwear if required. 
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Regulation: Regulation 11 HSCA (RA) Regulations 2014 Need for consent 

Executive Lead: Associate Director Quality and Governance 

Timescale: Not applicable – all actions complete 
Committee oversight: Governance and Quality Committee 
 How the regulation was not being met 
RN5 Planning and delivery of care was not always carried out in accordance with the Mental Capacity Act 2005 and associated Deprivation of Liberty 

Safeguards. 
RN6 Staff were not aware of their responsibilities under the Mental Capacity Act 2005. 

 

Trust-wide and immediate actions 
Immediate actions taken included: 
· Legal advice sought on the Trust MCA and DoLS policies. 
· Immediate implementation of practice change in conjunction with clinical engagement.  Changes in practice were supported by the CCG.  This supported 

early identification and notification of patients requiring DoLS. 
· Revised DoLS policy ratified in January 2017. 
· Policy change communicated through Team Brief. 

 

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

1.  Compliance with MCA and DoLS training to be 
monitored through the Executive Performance 
Reviews (Trust target 85%). 

Quarterly 
measurement 

·  Chiefs of 
Service for 
each CSC 

2.  Reinforce the MCA and DoLS policy with all staff. 31st May 2017 ·  Associate 
Director of 
Quality and 
Governance 

3.  Reinforce the Physical Intervention policy with all 
staff. 

31st May 2017 ·  Associate 
Director of 
Quality and 
Governance 

4.  Reinforce the Interpreting policy with all staff. 31st May 2017 ·  Head of 
Patient 
Experience 

5.  Review the process in place to ensure that all 31st May 2017 ·  Head of 
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Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

adolescents in non-paediatric wards have access to 
appropriate facilities and staff can access guidance 
as required.  

Nursing 
Women and 
Children 

 

Measures in place to ensure improvements have been made and are sustainable 
Impact of practice change recognised through a significant increase in DoLS applications. 
Monitoring of Safeguarding Incidents regarding patients under DoLS. 

 

What resources are required to implement the changes? 
None – actions implemented. 
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Regulation: Regulation 18 HSCA (RA) Regulations 2014 Staffing 

Executive Lead: 
Director of Workforce and Organisational Development (appraisals) 
Head of Employee Resourcing (agency induction) 
Chief Operating Officer (Therapy and Pharmacy staff). 

Timescale: 
For staff appraisals – 31st March 2017 and on-going monitoring. 
Agency Induction – 31st March 2017 and on-going monitoring. 
Therapy and pharmacy staff on duty at the weekends – 31st August 2017 (position statement). 

Committee oversight: Governance and Quality Committee 
 How the regulation was not being met 
RN7 Staff did not receive appraisal according to the targets set by the Trust. 
RN8 Induction processes for agency staff was variable and not robust. 
RN9 Reduced numbers of therapy and pharmacy staff on duty at weekends had a negative effect on patient flow through the hospital. 

 

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

1.  Immediate actions related to staff appraisals 
include: 
· Compliance rate and out of date staff appraisal 

list provided to managers. 
· Expectations for meeting compliance made 

clear. 
· Appraisal training for managers targeted at 

those who are non-compliant. 
· Support for developing objectives made 

available. 
· Audits undertaken to identify the quality of 

appraisals with feedback and recommendations 
· Disciplinary action taken if appropriate for 

persistent non-compliance. 

31st March 
2017 with 
on-going 
monitoring 

·  Head of 
Organisational 
Development 

2.  Immediate actions related to agency induction 
include: 
· Reissuing Induction Policy and Temporary 

Workers Engagement Policy to ensure managers 
understand their responsibility for agency 

31st March 
2017 with 
on-going 
monitoring 

·  Head of 
Employee 
Resourcing 

119



CQC Quality Improvement Plan 

CQC Quality Improvement Plan     
Inspection 29th and 30th September 2016 and 16th, 17th and 28th February 2017  

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

workers. 
· Refresh of expectation and reissue agency 

induction checklist. 
· Issue a reminder to all agencies and NHS 

Professionals to ensure Agency Workers 
understand their responsibility when working at 
the Trust.  To also ensure they are clear what 
they should expect when working at the Trust. 

3.  Therapy staff on duty at the weekends. 31st August 
2017 
(position 
statement) 

· Although there is a reduced level of staffing at the weekend, 
there exists a therapy staffing cohort which allows patients to be 
prioritised according to need.  Since the inspection additional 
recruitment has been undertaken which an additional service 
provision comprising of an urgent care team from 0830 to 1630 
at weekends.  This has provided additional staff in comparison to 
that at the time of inspection. 

Head of 
Professions 
and GM 
Clinical 
Support 

4.  Pharmacy staff on duty at the weekends. 31st August 
2017 
(position 
statement) 

· Since the inspection the Trust has introduced an additional 
service to the Short Stay Ward over the weekends.   

· A business case to develop the service through the Hospital 
Pharmacy Transformation Plan is currently underway in line with 
Trust Governance.  This will enable effective discharge planning. 

· The Trust is recruiting two prescribing pharmacists. 

Head of 
Professions 
and GM 
Clinical 
Support 

 

Measures in place to ensure improvements have been made and are sustainable 
For staff appraisals: 
· Improved compliance rates. 
· Positive outcome from audits. 
For Agency Staff induction: 
· Positive outcome from audits. 

 

What resources are required to implement the changes? 
For staff appraisals and agency induction – none. 
The Urgent Care Plan provides a series of improvement metrics, which includes Allied Health Professionals. 
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Regulation: Regulation 12 HSCA (RA) Regulations 2014 Safe care and treatment – Infection Control 

Executive Lead: Medical Director (Infection Control) 

Timescale: 31st May 2017 

Committee oversight: Governance and Quality Committee 
 How the regulation was not being met 
RN10 Staff did not always wear personal protective equipment when administering injections, carrying bedpans and making beds. 
RN11 Equipment was not clean. 

 

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

5.  Re-enforcement of adherence to Infection Control 
standards to improve compliance with health and 
safety and HCAI requirements and maintain low 
levels of infection. 

31st May 
2017 

·  Lead Nurse 
Infection 
Prevention 

6.  Ensuring wards are compliant with the NPSA 
requirements. 

Quarterly 
monitoring 

·  Heads of 
Nursing for 
each CSC 

7.  Ensuring that compliance is met with the Hand 
Hygiene requirements. 

Quarterly 
monitoring 

·  Chiefs of 
Service for 
each CSC 

 

Measures in place to ensure improvements have been made and are sustainable 
This will be measured through: 
· Executive Performance Reviews (monthly). 
· Monthly documentation and compliance audits. 
· Monthly Quality Care Reviews. 
· Monthly Sit and See programme. 
· CCG clinical visits, minimum quarterly. 

 

What resources are required to implement the changes? 
None to note. 
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CQC Quality Improvement Plan     
Inspection 29th and 30th September 2016 and 16th, 17th and 28th February 2017  

Regulation: Regulation 12 HSCA (RA) Regulations 2014 Safe care and treatment – Medicines Management 

Executive Lead: Director Pharmacy and Medicines Optimisation 

Timescale: 31st May 2017 

Committee oversight: Governance and Quality Committee 
 How the regulation was not being met 
RN12 Sharps boxes were overfull. 
RN13 Nurses did not sign for medicines administered. 
RN14 Nurses did not always check the identity of patients’ before administering the patients’ medicines. 
RN15 Storage of emergency medicines in pink areas of AMU were not secure. 
RN16 Medicine fridge temperatures on AMU were not recorded daily and where recorded were consistently outside the recommended temperature range. 
RN17 Medicines reconciliation was not always carried out in a timely manner. 

 

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

1.  Re-enforcement of adherence to Medicines 
Management standards to improve compliance with 
patient safety metrics. 

31st May 
2017 

·  Director 
Pharmacy and 
Medicines 
Optimisation 

 

Measures in place to ensure improvements have been made and are sustainable 
This will be measured through: 
· Monthly documentation and compliance audits 
· Monthly Quality Care Reviews 
· Monthly Sit and See programme 
· CCG clinical visits, minimum quarterly 

 

What resources are required to implement the changes? 
None to note. 
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CQC Quality Improvement Plan     
Inspection 29th and 30th September 2016 and 16th, 17th and 28th February 2017  

Regulation: Regulation 12 HSCA (RA) Regulations 2014 Safe care and treatment – Governance 

Executive Lead: Director of Nursing 

Timescale: 31st May 2017 

Committee oversight: Governance and Quality Committee 
 How the regulation was not being met 
RN18 Checks on emergency equipment were not competed in accordance with trust policy. When completed checks of emergency equipment did not 

identify broken or dirty equipment. 
RN19 Cardiac monitors on the cardiac day unit had not been serviced. 
RN20 Incidents and near misses were not always reported. Staff did not always receive feedback from incidents they reported. 
RN21 Staff did not meet the Trusts target for completion of appraisals. 
RN22 Induction processes for agency staff were not robust. 

 

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

1.  Checks on emergency equipment are undertaken 
daily and provided to the Heads of Nursing to 
provide assurance and to ensure that any actions 
are taken. 

31st August 
2017 (position 
statement) 

·  Heads of 
Nursing each 
CSC 

2.  Average of 95% compliance with the Planned 
Preventative Maintenance Programme (PPM).  

Quarterly 
measurement 

·  Head of 
Professions 
and General 
Management 
Clinical 
Support CSC 

3.  Re-enforce reporting of lower grade incidents to 
improve early identification to mitigate risks.   

31st May 2017 ·  Head of Risk 
Management 

4.  Timely review of incidents of incidents to ensure 
the automatic feedback functionality within Datix 
is optimised. 

31st May 2017 ·  Head of Risk 
Management 

5.  In respect of appraisals and induction please refer 
to RN7 and RN8. 

31st May 2017 · As RN7 and RN8 above. As RN7 and 
RN8 above 
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CQC Quality Improvement Plan     
Inspection 29th and 30th September 2016 and 16th, 17th and 28th February 2017  

Measures in place to ensure improvements have been made and are sustainable 
This will be measured through: 
· Monthly documentation and compliance audits. 
· Monthly Quality Care Reviews. 
· Monthly Sit and See programme. 
· CCG clinical visits, minimum quarterly. 

 

What resources are required to implement the changes? 
None to note. 
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CQC Quality Improvement Plan     
Inspection 29th and 30th September 2016 and 16th, 17th and 28th February 2017  

Regulation: Regulation 12 HSCA (RA) Regulations 2014 Safe care and treatment – Patient care 

Executive Lead: 
Director of Unscheduled Care 
Chief Operating Officer (medical staff allocated to AMU) 

Timescale: 31st May 2017 

Committee oversight: Governance and Quality Committee 
 How the regulation was not being met 
RN23 There was no medical staff allocated to the pink area of AMU or the winter pressures ward. 
RN24 Patients did not routinely have robust, individualised care plans to enable staff to plan and deliver their care and treatment appropriately and mitigate 

any identified risks. 
RN25 Lack of assessment and identification of patients who required assistance with eating a drinking meant they were at risk of malnutrition. 

 

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

1.  There is dedicated staff to provide necessary cover 
for pink and other escalation areas. 

31st May 
2017 

·  Chief 
Operating 
Officer 

2.  CSCs to confirm whether they receive direct 
admission of patients and if so, that a Standard 
Operating Procedure is in place and active. 

31st May 
2017 

·  Chief of 
Service for 
each CSC 

3.  Re-enforcing documentation standards to enable 
staff to plan and deliver care and treatment 
appropriately to mitigate risks. 

31st May 
2017 

·  Heads of 
Nursing each 
CSC 

4.  Review the use of the mealtime volunteers to 
support patients who require assistance with eating 
a drinking to prevent the risk of malnutrition. 

31st May 
2017 

·  Head of 
Patient 
Experience 

5.  Snapshot audit of MUST compliance to review and 
implement further actions required. 

31st May 
2017 

·  Head of 
Dietetics 

 

Measures in place to ensure improvements have been made and are sustainable 
This will be measured through: 
· Monthly documentation and compliance audits 
· Monthly Quality Care Reviews 
· Monthly Sit and See programme 
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CQC Quality Improvement Plan     
Inspection 29th and 30th September 2016 and 16th, 17th and 28th February 2017  

Measures in place to ensure improvements have been made and are sustainable 
· CCG clinical visits, minimum quarterly 

 

What resources are required to implement the changes? 
None to note. 
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CQC Quality Improvement Plan     
Inspection 29th and 30th September 2016 and 16th, 17th and 28th February 2017  

Regulation: Regulation 17 HSCA (RA) Regulations 2014 Good governance  

Executive Lead: 

Associate Director Quality and Governance (action 1) 
Executive Director – Urgent Care (action 2) 
Information Governance Manager (action 3) 
Heads of Nursing for each CSC (action 4) 

Timescale: 31st May 2017 
Committee oversight: Governance and Quality Committee 
 How the regulation was not being met 
RN26 Governance processes were not effective at identifying risks and improving safety and quality of services. 
RN27 Improvements to patient flow through the hospital had not been achieved. 
RN28 Management of records did not always protect confidentiality of patient information. 
RN29 Handwriting in some patient records was not consistently legible. 
RN30 Patient records were not always signed or had the designation of the member of staff completing the record.  

 

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

1.  All identified risks to be included on the Datix Risk 
Register module to ensure corporate visibility of all 
risks and mitigating actions. 

31st May 
2017 

·  Associate 
Director 
Quality and 
Governance 

2.  Enhancing risk management competencies within 
Leadership and Management Frameworks (e.g. 
Passport to Manage and Well-Led framework). 

31st May 
2017 

·  Associate 
Director 
Quality and 
Governance 

3.  Delivery of the Urgent Care Improvement Plan. In line with 
Urgent 
Care 
Delivery 
Plan 

·  Executive 
Director – 
Urgent Care 

4.  Re-enforce Information Governance requirements 
through Team Brief. 

In place 
and on-
going 

·  Information 
Governance 
Manager 

5.  Act upon feedback from monthly documentation 
audits to relevant clinic areas identifying areas for 

In place 
and on-

·  Heads of 
Nursing for 
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CQC Quality Improvement Plan     
Inspection 29th and 30th September 2016 and 16th, 17th and 28th February 2017  

Actions required to resolve this Deadline Evidence of completion / progress to date Responsible 
lead 

improvement. going each CSC 
 

Measures in place to ensure improvements have been made and are sustainable 
1. Oversight of risks through the Trust Risk Assurance and Committee. 

Increase in risk identification will result in early awareness and subsequent mitigation of risks, evidenced through a reduction in incident severity. 
2. Improvement in the quality metrics associated with urgent care, overseen by the Urgent Care Delivery Board. 
3. Measured through: 

· Monthly documentation and compliance audits 
· Monthly Quality Care Reviews 
· Monthly Sit and See programme 
· CCG clinical visits; at least quarterly 

 

What resources are required to implement the changes? 
None to note. 
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Trust-wide plan to move from compliance to improvement 

CQC Quality Improvement Plan     
Inspection 29th and 30th September 2016 and 16th, 17th and 28th February 2017  

 
Actions the Hospital ‘should’ take to improve  

Action Deadline Evidence of completion / progress to date Responsible lead 
S1 Mortality and morbidity meetings include 

learning from reviews of care and treatment 
31st August 2017 ·  Medical Director 

S2 Safety thermometer information is displayed 
in all clinical areas 

Complete · Roll-out of ‘Hot Boards’ to all in-patient areas took place in 
February 2017.  These boards include harm events that 
have occurred in the previous month which are 
subsequently captured in the Safety Thermometer data. 

· Content of the boards was agreed with patients, families 
and carers through our engagement processes. 

Deputy Director 
of Nursing 

S3 Planned and actual staffing levels are 
displayed in all clinical areas 

Complete · As above, the ‘Hot Boards’ include planned and actual 
staffing levels. 

Deputy Director 
of Nursing 

S4 Serious incidents are investigated in a 
detailed and comprehensive manner 

31st August 2017 ·  Associate 
Director of 
Quality and 
Governance 

S5 There is sufficient flow of patients through 
the emergency department so that patients 
do not have to wait outside in ambulances 

In line with Urgent 
Care Delivery Plan 

·  Chief Operating 
Officer 

S6 Ligature risk assessments are undertaken in 
all rooms that may be used by people with 
mental health problems 

31st December 2017 ·  Associate 
Director of 
Quality and 
Governance 

S7 Length of stay on AMU meets the trust 
target of less than 24 hours 

In line with Urgent 
Care Delivery Plan 

·  Director of 
Unscheduled Care 

S8 Length of stay on the short stay ward meets 
the trust target of less than 72 hours 

In line with Urgent 
Care Delivery Plan 

·  Director of 
Unscheduled Care 

S9 The urgent medical care pathway is fully 
established and embedded into the 
management of the hospital 

In line with Urgent 
Care Delivery Plan 

·  Director of 
Unscheduled Care 

S10 There is an action plan for, and a 
demonstrable reduction in patients being 
moved overnight 

In line with Urgent 
Care Delivery Plan 

·  Chief Operating 
Officer 
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TRUST BOARD PUBLIC – MAY 2017      Agenda Item Number: 71/17 
        Enclosure Number: (4) 

Subject:  Maternity Safety Improvement Plan 2017-20 

Prepared by: 
Sponsored & Presented by: 

Sharon Hackett and Gill Walton  

Gill Walton, Director of Midwifery and Maternity Services  

Purpose of paper To inform the trust board about the Maternity Services Safety 
Improvement plan 2017-20 

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 plan contains the recommendations of all five current 
national safety drivers for maternity services 

· The plan contains locally achievable actions alongside wider 
Local Maternity System and National actions 

· Maternity Services has created and implemented a Clinical 
Effectiveness team to embed safety and evidence based 
practice at the core of service provision 

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

 No decisions required from the Board  

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

· Monitoring of the completion of the action plan with exception 
reporting Women and Children’s Board and Governance 
committee 

· Resubmission of updated action plan  

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

No legal issues identified 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Plan to be share the plan with the Maternity Services Liaison 
Committee chair for sharing with service users   

Plan will be shared with the member organisations in the Local 
Maternity System Southampton, Hampshire, Isle of Wight maternity 
services 

 

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

Organisational Priorities Links with Quality Improvement plan 

Board Assurance Framework/ 
Risk Register Reference  

Risk Description  

CQC Reference Safe and Well Led 

 

Committees/Meetings at which paper has been discussed/ approved: Date 
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Maternity Clinical Effectiveness Quality and Safety Committee 
Women and Children’s Governance Committee 

31/03/17 

27/04/17 
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Maternity Safety Improvement Plan 2017-20 
 
The provision of Maternity Services across the NHS is undergoing significant change based on the recommendations of the National Maternity 
Review - Better Births ( Improving outcomes of maternity services in England: a 5 year forward view for maternity care published by NHS 
England in 2016). The implementation of the Better Births recommendations is being led by the SHIP Local Maternity System (LMS). PHT 
Maternity Services is actively participating in the LMS.  
 
The safety agenda in maternity is high priority,  in order to meet the Government target of reducing the rates of maternal deaths, stillbirths, 
neonatal deaths and brain injuries that occur during or soon after birth by 20% by 2020 and 50% by 2030. The target has influenced the 
production of the following national safety documents: Saving Babies Lives Care Bundle (NHSE Mar 16); Safer Maternity Care (DH Oct 16); 
Spotlight on Safety – Maternity (DH Nov 16) and Maternity and Neonatal Health Safety Collaborative (NHSI Dec 16) (figure 1)   
 
Aim 
Portsmouth Maternity service has created a Safety Improvement Plan based on the recommendations in all of the above documents. The plan 
provides detailed timed actions required for implementation.  Version 1.0 of the plan and its subsequent updates provide the service, the CSC 
and the Trust with assurance of compliance, progression and highlights barriers hindering implementation. The plan will be monitored at local 
and CSC level and the updates will form part of the CSC Governance and Quality report.  
 
Monitoring of action plan completion  
The plan will be updated on a quarterly basis and will be version controlled; it will be reviewed quarterly in the maternity safety review meeting. 
Barriers to compliance will be noted in the meeting action log and if required risk assessments will be performed and added to the speciality risk 
register. Escalation of risk assessments and any other issues identified will form part of the Maternity submission to Women and Children’s 
CSC Governance meeting  
 

Appendix 1 Local Maternity System   

Appendix 2 Maternity Clinical Effectiveness structure 

Appendix 3 Maternity Services PODs  
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Figure 1 National Drives Maternity Services Safety Agenda  

 
 
 
 
 

 
 
 
 
 
 
 
 
 

Maternity Services  
Improvement Plan 

Better Births, 
Improving 

outcomes in 
Maternity Services  

Safer Maternity 
Care 

Spotlight on Safety 

Saving Babies 
Lives Care Bundle 

Maternity and 
Neonatal Health 

Safety  
Collaboration  
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Safety Improvement Plan 2017-20 

Maternity Services 

Key for actions 

Completed  On Target  Off target-will 

achieve in 
revised 

timescale 

 Off target-will 

not achieve 

 

 

Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

 

Better Births Improving outcomes of maternity services in England: a 5 year forward view for maternity care published by NHS England  
February  2016 

 

Provider boards should have a 
board level maternity 
champion 
 

PHT Medical Director has maternity 
safety champion as part of their 
portfolio 

Complete 01.01.1
7 

31.01.17     

There should be rapid referrals 
in place between professionals 
and across organisations to 
ensure that the woman and 
her baby can access 
specialists if needed 
 

Part of LMS action plan and agreed 
by PHT 

LMS work stream  
 
This recommendation 
forms part of the 
MBRRACE-UK maternal 
death action plan  

Nov 16 Ongoing  LMS Mod  

Teams should routinely collect 
data on the quality of 
outcomes and compare 
against others - aim to improve  
 

Wessex clinical network is developing 
dashboards as a priority with 
maternity transformation plan 

LMS creating dashboard  Nov 16 Ongoing LMS Low  

There should be a national 
standard investigation process 

Proposal with NHSLA PHT will actively engage Mar 17 Ongoing MBRRACE-UK high  
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Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

 with the process 

Being open and honesty 
between professionals and the 
family 

 

Service has embedded duty of 
candour processes in the SIRI 
pathway. 
For each SIRI internal and externally 
reportable the family are invited to 
share their concerns and questions 
with the nominated liaison staff 
member – this can be either email, 
letter or recorded meeting  

 Sep 14 Ongoing SH GW/DB High  

Safer Maternity Care :DoH October 2016 

Executive lead for Maternity  
PHT Medical Director has maternity 
safety champion as part of their 
portfolio 

Complete 01.01.17 31.01.17 

Complete 

 

Board level focus on safety in 
maternity services 

Safety Improvement plan developed Safety Improvement plan 
to be presented to Trust 
board  

Jan 17 Feb 17 Med Dir CEO High  

Maternity Safety Team 
responsible for taking actions 
forward 

Safety team identified as part of Better 
births service review Consultant 
Midwife and Governance lead for 
obstetrics as leads.  
Maternity Clinical Effectiveness, 
Quality and Safety Team established 
December 2016 
Safety training bid confirmed and 
being actioned  

Consultant Midwife vacant 
post – interviews 12th April 
2017 
No obstetric governance 
lead confirmed as of 31st 
March 2017 

1.12.16 Ongoing SH GW/DB High  

Bespoke maternity safety 
Improvement plan  

Safety Improvement plan developed Safety Improvement plan 
to be written and 
submitted to the Trust 

Mar 17 End May 
17 

SH GW High  
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Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

board 
In draft format 31st March 
2017 
 

Safety briefing for information 
sharing to whole team 

Safety huddles occur for midwives, 
support staff and admin team prior to 
the commencement of each shift 
Details of content stored on the 
maternity  K drive  
Multiprofessional handover for women 
in the care of the labour ward team 
 

System for obstetric team 
to be created  

May 16 Ongoing AA/DB GW/DB High  

Multiprofessional training  PHT are part of the  SHIP training 
academy  
Shared multiprofessional training 
formed part of the HEE bid 2016 

 Feb17 Ongoing Sh GW Mod  

Sharing safety improvement 
plan with users, staff and Trust 

Safety Improvement plan developed Plan to be shared on Trust 
intranet page. 
Staff to be made aware as 
part of safety huddle and 
lessons learned board. 

Apr 17 Ongoing  SH GW mod  

Sharing lessons learned 
across organisations and 
health care professionals 

PHT are part of LMS work stream – 
sharing good practice and lessons 
learned across the area. 
Wessex also attended the SHIP 
governance meetings so that lessons 
can be shared across the deanery 
area 

 Feb 17 Ongoing SH/AP LMS low  

Contribute to government 
annual reports 

Service submits data as required to all 
national bodies for inclusion in reports 

 Long 
standing 
requireme

Ongoing  MW GW Low  
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Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

nt  

Improve collection and 
reporting of high quality data 
into national data collections 

 Service information 
system is not minimum 
data set compliant and 
manual work arounds 
have to be used to try and 
minimise loss of data 
submission 

Long 
standing 
requireme
nt 

Ongoing MW/BIT GW High  

Reporting appropriately when 
things go wrong 

Service is a high reporting area 
Trigger list embedded in practice 
Shared information across SHIP 
Good relationship with CCG team: all 
events are reported to the CCG 
verbally prior to uploading in Steis 

Training on safety learning 
events and closing actions  

As per 
PHT 

instruc
tion 

Ongoing MST GW/D
B 

High  

Training for all staff to identify 
risks and symptoms of mild to 
severe perinatal mental illness 

Service has had ongoing training 
monthly as part of Maternity Services 
Trust updates 
Nov 17 – Specialist perinatal mental 
health midwife employed – caseloads 
all women with known and emerging 
mental health in pregnancy  
Pathways for women in both CCG’s 
completed 
Part of new provision of services 
under new funding. 
Part of new staff orientation pack. 
Perinatal mental health web page 
created as part of awarded funding 
from a safety bid to sign post women 
to appropriate care providers and 

Specific training plan for 

CORAL team to be developed  

Apr 16 Ongoing JPW PM Mod  
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Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

support groups. 
CORAL (Changing outcomes 
relationships and lives) team formed 
to care for vulnerable women across 
the services  

All staff to be aware of local 
perinatal mental health 
pathways 

Pathways shared with staff.  
Pathways on intranet site for access 
by all staff in all locations 

Pathways updated as 

required as service develops 

Nov 16 Ongoing AB PM Mod  

Spotlight on Safety: DoH November 2016 

Board Level Maternity 
Champion to be appointed 

PHT Medical Director has Maternity 
Champion as part of their portfolio 

Completed 01.01.

17 

31.01.1

7 

GW GW High  

Director of Midwifery and 
Medical Director to present 
regularly to Trust board  
 

Maternity to put forward papers to be 
reviewed at Trust board 

Safety Improvement plan 
creation – for presentation 
6th April 2017 

Jan 17 Ongoing GW GW Mod  

Bespoke Maternity Safety 
Improvement Plan to be 
Created 

Safety Improvement plan written and 
submitted to Maternity Clinical 
Effectiveness Quality and Safety 
Committee 

 01/03/1
7 

06/04/17 SH GW Mod  

Learning and development 
plan to be created for the 
entire multiprofessional team 

Practice education team are working 
towards this as part of SHIP Training 
academy 

Local Multiprofessional 
training plan to be created 
in line with Academy  

01.03.1
7 

End May 
2017 

AW/DT GW/DB Mod  

Multiprofessional team to 
attend safety training 

Service successfully applied for 
Health Education England (HEE) 
monies for safety training – successful 
bid of £70,872.00 

 RCA training 
 Deteriorating Patient training 

 

6 study sessions across 
the year – attendance 
monitored 

Nov 16 Ongoing 
training 

SH GW Mod  
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Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

CEO signed off safety training funding 
commitments documented 21st 
December  2016 

Trust to report to maternity 
minimum data set 

 Evolution system (Protos) 
currently in use- does not 
comply with data set 

 Systems review 25th and 26th 
April – funding removed so 
that service in line with  E 
Hospital  

  

 Service unable to 
supply full 
minimum data set 
due to the current 
Information system 
being non 
compliant  

 Service will be first 
wave E Hospital 
implementation 

Jan 16 Ongoing  GW CSC High  

Information system on local and 
Speciality risk register – agreement to 
escalate to Trust risk register 
 

New versions to be written 
prior to submission to RAC  

March 
17 

End APR 
17` 

SH GW Mod  

Trust to report to MBRRACE-
UK 

Service reports all late fetal losses, 
stillbirths and early neonatal deaths to 
MBRRACE-UK 
Leads in both maternity and NICU 
 

Ongoing scrutiny prior to 
submission  

2013 Ongoing TL/CG AA low 

 

Data is scrutinised by local lead 
reporters to meet MBRRACE 
deadlines: the action provides the 
service with assurance for statistical 
analysis provided by MBRRACE 

Trust to report to Each Baby 
Counts - RCOG 

Maternity services report babies to 
Each Baby Counts within 48 hours 
(working week) of identification of a 
baby meeting the criteria. 

Ongoing submission  
NHSLA resolution Early 

Notification Scheme which 

utilises Each baby Counts 
referrals – commences 1st 

2015 ongoing SH GW Low  
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Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

 April 2017 

Trust to report to the National 
Neonatal Data set 

Trust NICU unit use badger – national 
information system which is compliant 
Trust has been complaint since 2007 
using Badgernet by Clevermed 

 1st jan 
07 

Ongoing HJ CG Low  

Trust to Report to Maternity 
and Perinatal Audit 

Service supplied required data – 
manual data required alongside 
information services 
Business intelligence team assisted 
significantly with data collection  

Ongoing submission  Feb 17 Ongoing MW GW Low  

Use national Perinatal 
Morbidity and Mortality tool 

Tool creation is a national objective: 
PHT working with Local Network to 
devise standardised data collection 
processes – first meeting 21st March 
2017 

MBRRACE-UK successful 
tender 
Awaiting publication of tool 

Dec 16 Ongoing 

National action  

Benchmarking dashboards 
against Local Maternity 
System Members 

Wessex clinical network is developing 
dashboards as a priority with 
maternity transformation plan 

Wessex maternity 
transformation plans  

May 16 Ongoing  GW LMS Mod  

Improvement in maternal and 
neonatal health quality 
improvement programme 

Service awarded support via the 
maternal and neonatal 
collabrotaion – comemcned feb 
2017  

 Feb 17 Mar 18 AA GW/DB High  

Apply for maternity safety 
innovation funding  

Due to the limited time frame service 
did not proceed with an application  

 
Complete 

 

Saving Babies Lives Care Bundle: NHS England March 2016 

Quarterly reporting of compliance to NHS England  

Element 1 Reduce Smoking in Pregnancy 
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Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

Carbon Monoxide testing for all 
women 

Midwives are required to test all 
women and their partners at booking. 
If a smoker the woman will have 
continued CO monitoring during 
pregnancy with referral to Quit 4 life 

 Oct 14 Ongoing JPW PM Low  

Carbon monoxide equipment 
sustainably provided 

Equipment is now maintained by 
clinical engineering department. 

 Aug 15  Ongoing JPW PM low  

Midwives up to date in skills 
and knowledge to provide 
smoke cessation advice 

Staff are trained in smoke cessation 
advice and have open access referral 
systems to smoke cessation team  

Training is updated and 
staff are currently being 
trained on how to ask 
difficult questions and start 
difficult conversations 

Oct 15 Ongoing TS JPW low  

Women who smoke should be 
referred to smoke stop 
services  

All women identified as smokers are 
referred to smoke cessation services 

 Oct 14 Ongoing JPW PM Low  

Element 2: Risk assessment and surveillance for fetal growth restriction  

Use RCOG algorithm to aid 
decision making on 
classification of risk and 
corresponding surveillance 

 Scan capacity and 
provision currently does 
not support the full 
implementation of this 
pathway  

Mar 16 Ongoing AA GW/DB high  

High risk women to have serial 
ultrasounds as per algorithm 

Project support from Maternal and 
Neonatal Collaborative for service 
project – First wave implementers – 
February 2017 

Scan capacity and 
provision currently does 
not support the full 
implementation of this 
pathway 
 

Mar 16 Ongoing AA GW/DB High  

Low risk women to be 
assessed using customised 
growth charts. 

Service has fully implemented the 
GROW system of individualised 
growth charts  

 2007 Ongoing  AA GW/DB Mod  
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Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

All staff to be competent in 
using fundal height measuring 
fetal height using tape 
measures and plotting on chart 

Charts are created at  Nuchal scan 
appointment and filed in all women’s 
notes 
All staff have been trained – those 
identified as requiring further training 
have one to one sessions with 
practice development midwife 
New starters have training and 
assessments as part of their one 
month supernumerary orientation 
programme 

Ongoing audit reporting and 
publishing on dashboard 

 Audit is underway and will 
be a continual review  

Apr 16 Ongoing  PDT SH Mod  

Ongoing case-note audit of 
selected cases not detected 
antenatally to identify learning 
to improve future detection  

All babies are assessed post birth 
using the GAP online tool. Centile 
positions are measured and any baby 
below the 10th centile is individually 
reviewed  

 Apr 16 Ongoing LA SH Mod  

Element 3: Raising awareness of reduced fetal movements 

Information and advice leaflet 
on reduced fetal movement 
(RFM) based on current 
evidence, best practice and 
clinical guidelines, to be 
provided to all women by at 
least the 24th week of 
pregnancy and RFM discussed 
at every contact  

Service use Kick Count leaflets 
All women are issued with leaflet at 16 
week appointment and it is 
documented in the hand held notes.  

Audit of compliance to be 
undertaken  

June 
15 

ongoing AS/Com JPW Mod  

Use provided checklist to 
manage care of pregnant 
women who report reduced 

Compliant – service has created a 
sticker based on the checklist for 
women who report reduced fetal 

Completed   AS AA Mod  

143



 

Maternity Safety Improvement Plan 2017-20 version 1.0 March 17        

Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

fetal movements in line with 
RCOG Green Top Guideline 
57 

activity and this is used when 
reviewed in maternity assessment unit 

Element 4: Effective fetal monitoring during labour 

All staff who care for women in 
labour to undertake and pass 
an annual training and 
competency assessment on 
Cardiotocograph (CTG) 
interpretation and use of 
intermittent auscultation. No 
member of staff should care for 
women in a birth setting 
without evidence of 
competence within the last 
year 

HEE monies used to provide 3 years 
of K2 fetal heart training system to 
monitor training compliance. 

K2 system to be 
relaunched April 2017 by 
Maternity Practice 
Development team  
 
System to be created for 
staff (obstetric and 
midwifery)  who require 
remedial training  

Apr 17 Ongoing AW SH High  

Buddy system in place for 
review of CTG interpretation 
protocol for escalation if 
concerns are raised. All staff to 
be training in review system 
and escalation protocol 

Fresh eyes system in place for CTG 
assessment 
Fresh eyes yearly audit – previous 
findings 98.3% compliance (ongoing 
yearly audit) 

Intermittent auscultation 
process is currently in 
design  

2008 Ongoing KM 
 
 
Intrapartu
m POD 

JPW 
 
 
AA 

High 
 
 
Mod 

 

Maternal and Neonatal Health Safety Collaborative: NHS Improvement December 2016 

Aim of the collaborative is to 
reduce the rates of maternal 
deaths, stillbirths, neonatal 
deaths and brain injuries that 
occur during or soon after birth 
by 20% by 2020 and 50% by 
2030.  
The national maternal and 

Application submitted 13th Jan 2017 
Programme will provide skillset to 
empower change in service – the 
project team would be supported by 
NHSI 
Application based on PHT considered 
biggest safety challenge – Reduced 
scan capacity to follow RCOG 

Attendance at secondary 3 
study days in May 2017 in 
Manchester – funding 
required from PHT to 
attend 
 
Currently no identified 
obstetric or neonatal 

Jan 17 Mar 18 AA GW/DB High  
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Recommendation PHT evidence of compliance  
Outstanding 

Actions progress 
Impl’n Comp’n Resp Acc’t Priority Status 

neonatal health safety 
collaborative aim to assist 
maternity care providers and 
commissioners to: 

 improve clinical practices 
 reduce unwarranted 

variation 
 report on how they are 

contributing to achieving 
the national ambition 

The Programme will build local 
capability in quality 
improvement and provide 
structured support for local 
teams to assess their service 
and develop innovative plans 
for measurable improvements 
 

algorithm. 
 
Informed successful application -  2nd 
February 2017 for the supportive 
funded  programme– Service  
application to review current  scanning 
processes, provision and training to 
aid in the implementation of RCOG 
algorithm   (PHT currently non 
compliant due to scan capacity 
issues)  
 
1st Study day attended 28th February 
2017 
Agreed that PHT will be in wave 1 
April 17 – March 18 
 
Obstetric input requested in group – 
currently consists of Head of Maternity 
Acute Services, Lead Midwife for ANC 
and MAU, Maternity Services lead 
Ultrasonographer  
 

involvement in the group  
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Appendix 1 Local Maternity System   

STP

Solent Acute Alliance

Ship Maternity  LMS Steering Group

Clinical Effectiveness 
and Safety 

Programme

• Safety Action plan/saving babies lives

•Clinical guidelines/Audit

• SHIP  incident review team

• Practice Education then  to Maternity Academy

• Peer review system

Single point of Access

(DIGITAL)

• Labour Line

•My Birthplace extension 

• Shared data platform

• Information for women

• SHIP notes and electronic record (My Maternity record)

Continuity of carer

•Community teams with obstetric support

•Cross boundary teams

• In/out reach specialist services-Fetal and Maternal Medicine

•Case loading for vulnerable families

• Integrated models

Choice and 
personalisation 
Pioneer

Links with:

HEW
AHSN
Wessex Senate
Fetal Medicine 
Network
Wessex Lead 
Midwives Committee.
Wessex and TV 
Neonatal network
Wessex and TV 
Consultant Midwives
Wessex Patient Safety 
Collaborative
Local Authorities
Health Visitors
GP’s
SCAS
Perinatal Mental 
Health

UHS, HHFT, IOW, PHT
Trust Boards

Hampshire, Portsmouth 
and IOW commissioners

• Named Midwife and buddy
• Personalised care plans
• Choice and decision making

Maternity
Academy

(HEW)

Training
Conference

Shared Learning
Workforce
Research

Wessex Clinical Network
Maternity Transformation
Stakeholder engagement

Hampshire, Portsmouth 
and IOW commissioners

Maternity
Academy 
steering 
group

Agreed by 
LMS SG 3.3.17  
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Appendix 2 Maternity Clinical Effectiveness structure 
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Appendix 3 Maternity Services PODs 

 Screening, 
infectious 
diseases and 
fetal medicine 

Maternal 
medicine 
including 
Obesity 
VBAC 

Antenatal 
care and 
USS 

Diabetes  Social 
aspects of 
pregnancy 
including 
vulnerable 
family 
team and 
PMH 

MAU, AN 
ward and 
IOL 
 

Intrapartum 
care: all 
settings 
(Labour 
line) 

Theatres, 
recovery 
and AOU 

Bereavement 
including 
MTOP, SB, 
NND and 
maternal 

Perineal 
trauma, 
sexual 
abuse 
and FGM 

PN and 
Neonates 

Cons Obs 
Lead 

JCD MB 
VBAC-JCD 

AK 
JCD 

MS TN NV SSG RG JCD 
NV 

CB RG 

Band 7 
leads 

G Toms 
J Langley 

J Oliver 
K Munks 
MVDongan 

AScannell 
PWan 
DA Hill 
JLuckett 
PWilson 
MMaher 

AGoing  
CHall 

AMay 
TSpiers 
DLHill 
SWard 

AScannell 
LGalloway 
GAllen 
EMarkley 
 

WEscott 
KBrook 
MSay 
JLown 
MSculthorp
e 
JMcMullan 
 

KMadgewick 
SWalsh 

TLassissi 
SKennedy 
 

CClarke SBowen 
HNelson 
EMcDermott 
GAllen(PMC) 
LClarke 
DWheeler 
 

Band 6 
deputy 
(work in 
progress) 

D Davis 
L Mitchell 
GJohnston 
SEvans 
S Stone 

J Patten 
B Edge 

JWest 
J Carolan 
D Davis 
LAdams 

L Eves 
L Attwell 
S Evans 
S Bentley 

L Price 
 

D Davis 
K 
Humphrys 
KAndrews 
NSmith 
LToomer 
AWhittake
r 

G New, S 
Burr, K 
Burbridge, 
L Davis 
K Leonard, 
A Whitaker 
,J Caroaln  

K Parker M West 
Z Garner 
C Seal 
JSedgwick 
S Griffiths 
KWood 
CWeeks 

M Davey 
AWhittac
ker  

J Button 
J West 

Other  RThwaites 
(Neo) 
Lenka 
(microbiology)  

JEldridge  
(ana) 
MKai (ana) 
Prof Hirri & J 
Yeaman 
(Haem) 

JHancock 
(scan)  
A 
Vestergaar
d  
(Physio) 
MWarren ( 
Admin 
manager) 

Prof 
Cummings 
Dietician 

W Marsh 
(safeguardi
ng) 

N Moya 
(phar) 

JEldridge 
(ana) 
NMoya 
(phar) 

 Dr Gonda 
(Path) 

 Rahul (Neo) 
Nicky (phar) 

Band 8 
manager 

JPW-
screening 
AA- fetal med 

AA AA-high 
risk ANC 
and USS 
JPW-CMW 
AN care 

AA & JPW JPW & PM AA AA-high risk 
& labourline 
JPW- 
community 
and B5 

AA AA gynae AA- inpatient  
JPW- 
community 

February 2017  
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TRUST BOARD PUBLIC – MAY 2017 Agenda Item Number: 72/17 
Enclosure Number: (5)

Subject: Board Performance Report, Quarter 3 – 2016/17 

Research and Innovation 

Prepared by: 
Sponsored by: 

Dr Greta Westwood, Deputy Director of Research & Innovation 

Peter Mellor, Director of Corporate Affairs 

Purpose of paper To brief the Board on research and innovation performance at PHT 
against local and national bench marks.  

For Information only 

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

Patient recruitment into clinical trials and research studies is 
progressing well; PHT is currently ranked 2nd nationally for large 
acute trusts (n=44). 

To date, we have recruited 3614 patients into research trials and 
studies, exceeding our annual target set by the Wessex Clinical 
Research Network (CRN). 

PHT is ranked in the top 3 nationally for recruitment in the following 
specialities: haematology, surgery, respiratory disorders, 
gastroenterology, hepatology and stroke.  

PHT is ranked in the top 10 nationally for recruitment in the 
additional following specialities: cancer, ophthalmology, 
cardiovascular disease, diabetes, MSK, reproductive health & 
childbirth, children, critical care and dermatology. 

50% of commercial studies have delivered to time and target. 

A finance report shows R&I income & expenditure. 

Feedback from patients involved in PHT research studies is positive; 
96% of patients stated they would recommend our service. The 
average “I Want Great Care” score was 4.85 (max 5). 

PHT continues to deliver high impact research; a case study 
highlights how research can offer new, life changing care to patients. 
Our research continues to be published in high impact journals, 
attract competitive grant funding and win awards. 

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

For information 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 Continued scrutiny on 70 day target for commercial
studies

 Increase capacity to develop PHT led clinical trials and
studies, including growing our portfolio of studies
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developed in collaboration with SMEs. 

 
Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 

N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

N/A 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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

Organisational Priorities Strategic Aim 2: Develop a reputation for excellence in innovation, 
research and development and education in the top 20% of our peers 

Board Assurance Framework/ 
Risk Register Reference 

 

Risk Description  

CQC Reference  

Committees/Meetings at which paper has been approved: Date 
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Research & Innovation Performance 

Board Report 

 

 

 

 

       Quarter 3 

April 2016 – December 2016 

Data obtained: 10th February 2017 

NB: please note this is not a real time report so allow the six week data upload time when reviewing this 

report   
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 Report produced by: 

Graham Halls, Research Facilitator 

graham.halls@porthosp.nhs.uk 

Jazmin Stubbings, Research Administrator 

Jazmin.Stubbings@porthosp.nhs.uk 

 

On Behalf of: 

research.office@porthosp.nhs.uk 

 

 
Research & Innovation 

Portsmouth Hospitals NHS Trust 

  1st Floor Gloucester House  

Queen Alexandra Hospital 

 Southwick Hill Road 

  Cosham 

   Portsmouth 

  Hampshire 

  PO6 3LY 

   Email: research.office@porthosp.nhs.uk 

Tel: 023 9228 6236 
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SECTION 1:        PATIENT EXPERIENCE   

 

 
 

 

     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“The care I received from the MISSION clinic is something I will be eternally 

grateful for and something I hope many others will benefit from.” 

An 82-year-old from Fareham who climbs her stairs for fun in a bid to clock up 

steps on her Fitbit has said taking part in research has given her a new lease 

of life. 

Kate Dawson-Taylor was listening to the radio one day early last year when 

she heard about a new project, MISSION ABC, designed to identify patients 

on GP registers at risk of asthma, and chronic obstructive pulmonary disease 

(COPD), so they could receive swift community-based assessment. 

“I called up after the radio show to see if I was eligible to take part,” said 

Kate. “I was told they had one space left for the following morning so I quickly 

got my map out and planned my route to the GP surgery in Bordon. 

We now ask our patients for 
feedback of their research 
experience. 96.23% of patients 
asked would recommend our 
service.  
The average “I Want Great Care” 
score was 4.85 (max 5). We will 
continue to report this to the 
Board every quarter.  
  

“The whole Saturday morning was dedicated to a group of 10 of us and our lungs,” said Kate. “I hadn’t had my 

asthma treatment changed in 25 years so it was really eye-opening to be put through lots of different tests and 

procedures to see how my respiratory health really was.  

“The results of the initial tests prompted Professor Chauhan to change my medication. The two new inhalers he 

prescribed me are really working very well and are keeping my condition nice and steady.” 

Kate attended a follow-up clinic a few months later at Queen Alexandra Hospital where the efficacy of her new 

medication was checked. She was also advised to undergo an x-ray of her lungs. 

“The x-ray showed I had scarring on my lungs so I went on to have a CT scan and bronchoscopy,” said Kate. “I was 

terrified I had cancer. So when the results came back all clear I was very, very happy. I knew I had a clean bill of 

health as far as my lungs were concerned. 

“And so here I am, at the age of 82, knowing that everything physically possible has been done to check my lungs 

are as healthy as possible, and that’s as a result of Professor Chauhan and his MISSION clinic. It is something I will 

be eternally grateful for and something I hope many others will benefit from. 

“Being given a clean bill of health at my age has made me feel totally different about where I am in my life and it’s 

given me a determination to be healthier in all aspects. I’ve even bought myself a Fitbit and climb the stairs for fun 

to give my step count a boost.  

“At a time when I had decided it might be time to pack up my tent and slowly drift away, resigned to the fact that 

life was on the downhill, Professor Chauhan and his team have opened a door for me and shown me that life is 

worth living to the full at any age. He has given me a new lease of life. 

“The whole MISSION team are full of empathy – they smile, they know the right gentle words to say at the right 

time, and they care. We live in the days now where you almost feel as though you have to apologise for going to 

see the GP. It was so special to receive such a high level of care and attention at the MISSION clinic; it really is a 

first class project.” 
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SECTION 2:  RESEARCH IMPACT  

Assessing new technologies for endoscopy – the Endocuff (E-CAP) trial 

                                                                                                                                                 

 
 
The trial was run at PHT and included 534 patients. It did not demonstrate any difference in polyp or adenoma 
detection between standard and EndocuffTM vision assisted colonoscopy in the BCSP population.  
This study shows that it is important to properly evaluate new devices when they become available, so that 
additional unnecessary costs are not incurred and that patients continue to receive the best possible care. 
 

Working with businesses 
 
The respiratory research team has been working with small businesses (SMEs) to develop products to diagnose and 
monitor respiratory conditions and to deliver the research that the companies need in order for these products to be 
available to patients. The team has held ‘Innovation Surgeries’ and ‘Meet the NHS Partners’ sessions, in which 
representatives from healthcare companies meet with doctors and patients to identify which types of products are 
really needed by patients and the NHS. 
 
These collaborations have resulted in successful grant applications including recent funding from Innovate UK and 
the NIHR i4i Programme. 
 
Awards for research 
 
The hard work and dedication of researchers at PHT was recognised at the recent Thames Valley and Wessex 
Leadership Academy Leadership Recognition Awards. The MISSION ABC team won the ‘Leading for Service 
Improvement and Innovation Award’ and ‘Clinical Team Outstanding Achievement’ whilst Professor Chauhan was 
awarded ‘Inspirational Leader’. 
 
At the recent CRN Wessex Awards Dr Paul Kalra was awarded ‘Outstanding Chief Investigator’ for his work leading 
the IRONMAN study, funded by the British Heart Foundation. To date, more than 100 patients have been consented 
into the trial from 20 clinical sites. Most patients with heart failure are iron deficient and IRONMAN will soon be the 
largest trial of intravenous iron conducted so far. This study is vitally important, not only to prove the safety and 
long-term efficacy of intravenous iron for patients with heart failure but also to demonstrate the capacity to conduct 
investigator designed morbidity/mortality trials for these patients. 
 
In addition, Sophie Henderson was awarded a prize for ‘Excellence in Patient and Public Engagement’ by the Wessex 
CRN. Sophie has set up the Patient Research Ambassadors Group at PHT and demonstrated an increase in patient 
engagement and recruitment into research studies through her work with social media. 
 

 

Our researchers in endoscopy, led by Professor Pradeep Bhandari, have 
had their trial investigating the use of the EndocuffTM device in bowel 
cancer screening patients for polyp and adenoma detection accepted for 
publication in Endoscopy (the journal of choice for the international 
endoscopy community). 
 

Up to 25% of colorectal adenomas are missed during colonoscopy. Cap 
assisted colonoscopy has shown some promise in improving polyp and 
adenoma detection in small trials. The aim of the Portsmouth trial was to 
see if the EndocuffTM vision could improve polyp detection in an 
organised bowel cancer screening programme (BCSP) where the 
procedures are performed by highly experienced colonoscopists. 
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SECTION 3:        RESEARCH RECRUITMENT 

   CHART 3.1    PHT PORTFOLIO (NON-COMMERCIAL/COMMERCIAL) MONTHLY AND CUMULATIVE RECRUITMENT 
SET AGAINST WESSEX CLINICAL RESEARCH NETWORK (CRN) GOAL 

 

 
Source: NIHR Open Data Platform.  

  

Chart 3.1 shows all PHT monthly and cumulative Porfolio recruitment for April – December 2016 against the 

recruitment goal set by the Clinical Research Network (CRN) Wessex and recruitment in 2015/16. Porfolio 

recruitment includes all patients and staff recruited into high quality research studies as defined by the National 

Institute of Health Research (NIHR) and adopted onto the NIHR Portfolio. This chart does not include recruitment 

into other studies i.e student studies etc (non-portfolio). Chart 3.2 shows research activity by Wessex NHS 

organisations set against goal. Chart 3.3 shows the ranking of the first 20 large acute NHS organisations (total n=44). 

PHT is 2nd (5%); the aim is to remain in the top 20% among our peers.  

CHART 3.2    NIHR PORTFOLIO RECRUITMENT BY WESSEX NHS ORGANISATIONS SET AGAINST GOAL  

                           
Source: Wessex CRN Board Report, October 2016 (Original Source: NIHR Open Data Platform). 

Please note: PHT’s total recruitment figure shown in chart 3.2 differs to the rest of the report as a result of the six week data upload period 

and the date the Wessex CRN Board Report data was pulled.  
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CHART 3.3 PHT POSITION ENGLAND BY 2016/2017 RECRUITMENT (LARGE ACUTE TRUSTS ONLY n= 44) 

  

Source: NIHR Open Data Platform 

CHART 3.4 Q3 RESEARCH RECRUITMENT BY ALL CLINICAL SERVICE CENTRES AGAINST ANNUAL RECRUITMENT 

GOALS 

 

Source: NIHR Open Data Platform. 

156



9 

TABLE 3.1 SUMMARY OF RESEARCH RECRUITMENT BY CSC & SPECIALITY  SET AGAINST MONTHLY & ANNUAL RECRUITMENT GOAL 

    

Source: NIHR Open Data Platform 
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TABLE 3.3 RESEARCH RECRUITMENT BY CSC & SPECIALITY - PHT RANKED AGAINST ALL LARGE ACUTE TRUSTS (n=44) IN ENGLAND 

 

Source: NIHR Open Data Platform
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SECTION 4:  FINANCE  

The majority of 2016/17 PHT Research and Innovation (R&I) income is received from the NIHR Clinical Research 
Network Wessex.  
 
TABLE 4.1 2016/17 RESEARCH & INNOVATION INCOME & EXPENDITURE  

 
Source: PHT Finance Department 
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SECTION 6: PERFORMANCE IN INITIATING & DELIVERING (PID) CLINICAL 
RESEARCH 

 
The Department of Health, via the National Institute for Health Research (NIHR) contracts, requires the quarterly 
publication of the 70-day benchmark for clinical trial initiation (Chart 6.1) and the recruitment to time and target for 
commercial contract clinical trials*(Chart 6.2). These reports must be published on the public NHS organisation 
website. The 70-day performance measures the date the NHS organisation receives a valid research application to 
the time the first patient is recruited into that study. If a benchmark has not been achieved the reason for not doing 
so must be published. Research funding will be conditional on meeting the national benchmarks and performance 
will now affect funding (TBC). 
 
CHART 6.1 PERFORMANCE IN INITIATING CLINICAL RESEARCH  

 
 
Source: Original Source:  PHT Performance in Initiating and Delivery Report December 2016 (n=53) (Original Source: Edge Research Management 
System). Clinical trial is defined as a: Clinical trial of an investigational medicinal product, Clinical investigation or other study of a medical device, 
Combined trial of an investigational medicinal product and an investigational medical device, Other clinical trial to study a novel intervention or 
randomised clinical trial to compare interventions in clinical practice.  

 
CHART 6.2 PERFORMANCE IN DELIVERING CLINICAL COMMERCIAL RESEARCH  

 
Please note:  As of Q4 15-16 NHS providers are only required to submit performance in delivery data regarding commercial studies that have closed to 
recruitment in the last twelve months.  
Source: PHT Performance in Initiating and Delivery Report, December 2016 (n=10) (Original Source: Edge Research Management System).  
Commercial' is defined as a study both sponsored and funded by a commercial funder                                                                                    
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TRUST BOARD PUBLIC - MAY 2017      Agenda Item Number: 73/17 
           Enclosure Number: (6) 

Subject: Board Assurance Framework (BAF) 

Prepared by / Sponsored by / 
Presented by: 

Peter Mellor, Director of Corporate Affairs 

Purpose of paper To provide the Trust Board with a monthly update of the Board 
Assurance Framework.  

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 

Trust Board are asked to note 

· Risk PE4 – Compliance with CQC regulations – score has 
increased to 16 

· Note all RED Risks scoring 15 and above  

 

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

· Review the Assurance Framework and consider requirement 
for further assurance on actions related to significant risks. 

· Determine any further assurance required on any aspect of 
the  Framework 

 

Next steps / future actions: 

Clearly identify what will follow the 
Trust Board’s discussion 

 

Any decisions with regard to the severity and/or removal of the 
risks will be actioned as appropriate and presented at Trust 
Board. 

Consideration of legal issues 
(including Equality Impact 
Assessment)?     

None 

Consideration of Public and 
Patient Involvement and 
Communications Implications? 

None 

 
 

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

Organisational Priorities All 

Board Assurance Framework/ 
Risk Register Reference 

N/A 

Risk Description N/A 

CQC Reference Well led, safe 

Committees/Meetings at which paper has been approved: Date 
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PORTSMOUTH HOSPITALS NHS TRUST ORGANISATIONAL PRIORITIES 
These priorities inform the Trust’s business objectives. The Board Assurance Framework identifies where there are risks to delivery of any of the 

annual priorities and provides assurance on risk mitigation. 
ORGANISATIONAL PRIORITY 1:  DELIVER SAFE, HIGH QUALITY PATIENT CENTERED CARE 

ANNUAL PRIORITY 
· Reducing level of Hospital Standardised Mortality Ratio (HSMR). 
· Increasing Safety Thermometer of harm-free care: 

Ø Improved timeliness of identification and treatment for sepsis in emergency departments and admission areas 
Ø Minimising the number of hospital acquired grade 3 and 4 pressure ulcers 
Ø Reducing level of medication incidents 

ORGANISATIONAL PRIORITY 2:  CONTINUALLY IMPROVE THE PATIENT EXPERIENCE  

ANNUAL PRIORITY 
· Ensure patient experience is not compromised through limited capacity (incl. ambulance holds and patient moves). 
· Achieve quality and safety metrics as outlined in the Urgent Care Improvement Plan. 
· Achieve positive patient experience through full engagement with families, carers and patients. 
· Maintenance of compliance with CQC regulations. 

ORGANISATIONAL PRIORITY 3:  ENSURE DELIVERY OF THE NATIONAL CONSTITUTIONAL STANDARDS 
ANNUAL PRIORITY 

· Achieve the A&E 4 hour performance target. 
· Meet the required Referral To Treatment waiting time. 
· Cancer Pathway targets are met. 
· Achieve the diagnostic procedure wait target. 
· Reduction in delayed transfers of care. 
· Meet the SAFER target for the percentage of patients discharged by midday seven days a week. 

ORGANISATIONAL PRIORITY 4:   CREATE A HEALTHY ORGANISATIONAL CULTURE WHERE STAFF REPORT THEY ARE WELL LED AND HAVE 
HIGH LEVELS OF SATISFACTION WORKING IN THE TRUST. 

ANNUAL PRIORITY 
· National Staff Survey results place the Trust in the top 20% for staff engagement. 
· National Staff Survey results show an improvement in the number of staff reporting bullying and harassment. 
· Achievement of the race equality standard. 
· Demonstrate an improvement in the CQC rating for the ‘well led’ domain for leadership and culture. 
· Develop strategies to ensure hard to recruit to roles are filled. 
· Deliver the workforce cost improvement programme. 

ORGANISATIONAL PRIORITY 5:  ACHIEVE FINANCIAL HEALTH AND SUSTAINABILITY.  
ANNUAL PRIORITY 

· Delivery of Income and Expenditure control total. 
· Delivery of Cost Improvement Programme. 
· Management of cash within agreed limits. 
· Management of capital resources within limits in line with business plan objectives. 162



 
Portsmouth Hospitals NHS Trust Board Assurance Framework 

Trust Risk Profile - November 2016 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

LIKELIHOOD 
(frequency) 

CONSEQUENCE (impact/severity) 

Insignificant  
(1) 

Minor  
(2) 

Moderate 
(3) 

Major  
(4) 

Extreme  
(5) 

Rare 
(1)   

  
 
 
 
 
 
 

 

Unlikely 
(2)  

    

Possible 
(3)  

PE3 - Engagement P1 – Staff engagement 
P3 – Race equality standard 

PS1 - Reduction in mortality rate 
PS2 - Increased harm free days  
P2 – Bullying & harassment 
S3 – Cancer targets 
S4 – 6 week wait for diagnostics 

 

Likely 
(4)  

  P4 – Managers and leaders skills 
P5 – Workforce sustainability 
PE4 –Compliance with CQC 
Regulations  
F1I - Income control 
S2 – RTT Target 
S5 – Reduction in Delayed Transfers 
of Care 
S6 – Achieving SAFER target 
 

S1 – A&E 4 hour target  
F3 – Cash management 

Highly Likely 
(5)   

PE2 – Quality and safety 
metrics 

PE1 – Limited capacity 
F1E – Expenditure control 
F2 – Achievement of CIP 
F4 – Capital resource management 
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ASSURANCE FRAMEWORK 2016/17 PROGRESS SUMMARY   

 

Organisational 
Priority 

Risk 
Reference 

 

Executive / 
Operational 

Leads 

R
ES

PO
N

SI
B

LE
 

C
O

M
M

IT
TE

E PRINCIPAL RISK 
(Obstacle to achievement of organisational priority) 

 

C
Q

C
 K

LO
E 

R
EF

ER
EN

C
E 

PROGRESS MONTH ON MONTH 

R
EV

IE
W

 D
A

TE
 

TA
R

G
ET

 D
A

TE
 T

O
 

A
C

H
IE

VE
 R

ES
ID

U
A

L 
R

IS
K

 S
C

O
R

E 

O
C

T 

N
O

V 

D
EC

 

JA
N

 

FE
B

 

M
A

R
 

A
PR

 

M
A

Y 

JU
N

 

JU
L 

A
U

G
 

SE
P 

Safety 
 
 PS1 SH PSSG / 

G&Q 

There is no reduction in mortality rates as recorded by 
Hospital Standardised Mortality Ratio (HSMR) and 
Summary Hospital-Level Mortality Indicator (SHMI) for 
2016/17. Resulting in significantly more deaths than 
expected. 

S 12 12 12 12 12 12       May 
17 

Apr  
17 

Safety 

PS2 SH  CEMSG 

Trust does not achieve increased Safety Thermometer 
of harm free days, impacting on the ability to deliver a 
reduction in avoidable harm. 
 

S/E 12 12 12 12 12 12       May 
17 

Apr  
17 

Patient 
Experience PE1 RH UCTC 

To  ensure that  patient experience is not  compromised 
through limited environmental and clinical  speciality  
capacity (inc ambulance holds and patient moves) 

All 20 20 20 20 20 20       Jun 
17 

Sept  
17 

Patient 
Experience PE2 RH 

UCTC To achieve the quality  and safety  metrics as  outlined  
in the urgent  care  improvement plan    All 20 20 20 15 15 15       Jun 

17 
Sept  
17 

Patient 
Experience PE3 CS 

PESG Achieve positive patient experience through full  
engagement  with  families, carers and patients All    6 6 6       May 

17 Oct 17 

Patient 
Experience PE4 CS 

G&Q Maintenance  of   compliance with CQC  regulations All 12 12 12 12 12 16       May 
17 

Sept  
17 

People 
P1 RK OB 

If members of staff are not engaged then patient 
satisfaction, patient mortality and infection rates have 
worse outcomes. 

S/WL 9 9 9 9 9 9       Sept 
17 

May 
18 

People 

P2 RK OB 

If the Trust does not reduce the rates of bullying and 
harassment as measured by the National Staff Survey, 
this could result in poor patient care, staff anxiety and 
disengagement. 

WL 12 12 12 12 12 9       Sept 
17 

May  
18 

People 

P3 RK OB 

The Trust does not reflect its local population as 
measured by the Race Equality Standard with staff 
treated as required, leading to compromised patient care 
and poor treatment of BME staff. 

WL 9 9 9 9 9 9       Sept 
17 

May 
18 

People 

P4 RK OB 

Managers and leaders of the Trust do not have the skills 
to create a supportive work environment to deliver an 
improvement in the CQC Rating for leadership and 
culture. This could impact on the standard of patient 
care, experience and patient outcomes. 

E/ 
WL 12 12 16 16 16 16       Sept 

17 
May 
18 

People 
P5 RK OB 

Insufficient staffing has a direct impact on the quality of 
patient care. 

S/E/
R 16 16 16 16 16 16       Apr 

17 
Apr 
18 

Delivery of 
Required 
Standards 

S1 RH EMT/ 
TB 

Required A&E maximum waiting time of 4 hours from 
arrival to admission/transfer/discharge is not delivered. S/E 20 20 20 20 20 20       May 

17 
Apr  
17 

Delivery of 
Required 
Constitutional 
Standards 

S2 MD EMT/ 
TB 

Maximum waiting time of 18 weeks from point of referral 
to treatment (RTT).  Resulting in longer than necessary 
waiting times for patients. 
 

S/E/
R 12 12 16 16 16 16       May 

17 

 
Mar 
17 164



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Delivery of 
Required 
Constitutional 
Standards 

S3 MD EMT/ 
TB 

Cancer – maximum 62 day wait for first definitive 
treatment from urgent GP referral for suspected cancer.  
Resulting in longer than necessary waiting times for 
patients. 
 

S/E/
R 12 12 12 12 12 12       May 

17 

 
Mar 
17 

Delivery of 
Required 
Constitutional 
Standards 

S4 MD EMT/ 
TB 

Trust does not achieve maximum 6 week wait for 
diagnostic standard. Resulting in longer than necessary 
RTT and Cancer wait times. 
 

S/E/
R 12 12 16 16 12 12       May 

17 

 
Mar 
17 

Delivery of 
Required 
Standards 

S5 RH EMT / 
TB 

Reduction in Delayed Transfers of Care. 
 S/E/

C/R 16 16 16 16 16 16       May 
17 Apr 17 

Delivery of 
Required 
Standards S6 RH EMT / 

TB 

Failure to achieve SAFER target for the % of patients 
discharged by midday seven days a week, impacts on 
flow, ED wait for beds, correct placement of specialty 
patients and deconditioning of patients, particularly frail 
elderly. 

SE/
C/R/
W 

12 12 16 16 16 16       May 
17 Apr 17 

Financial Health 
F1 - Income CA SMT/ 

FIC 
Income control total is not achieved. 
 S/WL 16 16 16 16 16 16       Apr 

17 
Mar 
17 

Financial Health F1 -  
Expenditure 

CA SMT/ 
FIC Expenditure control total is not achieved. S/WL 20 20 20 20 20 20       Apr 

17 
Mar 
17 

Financial Health 
F2 CA SMT/ 

FIC 

Failure to deliver the Cost Improvement Programme 
benefits. 
 

S/WL 20 20 20 20 20 20       2 
Wkly 

Mar  
17 

Financial Health 
F3 CA 

SMT/ 
FIC 

Trust does not manage cash within agreed limits. 
S/WL 20 20 20 20 20 20       Apr 

17 
Mar  
17 

Financial Health 
F4 CA SMT/ 

FIC 

Management of capital resources within limits in line with 
business plan objectives. 
 

S/WL 20 20 20 20 20 20       Qtr Mar 
17 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PS1 There is no 
reduction in 
mortality rates 
as recorded by 
Hospital 
Standardised 
Mortality Ratio 
(HSMR) and 
Summary 
Hospital-Level 
Mortality 
Indicator 
(SHMI) for 
2016/17, 
resulting in 
significantly 
more deaths 
than expected. 

· Mortality review 
panel 

· Clinical 
Effectiveness 
Steering Group 

· M & M meetings 
discuss cases. 

· All unexpected 
deaths are 
subject to 
investigation and 
where 
appropriate 
reported as 
SIRIs. 

· HSMR indicator 
within expected 
range. 

· SHMI indicator 
within official control 
limits 

12 
4x3 

12 
4x3 

8 
4x2 

1. Recent increase in 
HSMR 

2. Care Quality 
Commission alert 
in March regarding 
higher than 
expected mortality 
rates for acute 
cerebrovascular 
disease for the 
months April to 
September 2015. 

3. SHMI indicator 
above national 
average 

1) Medical Director 
2) Medical Director 
3) Clinical 

effectiveness and 
mortality steering 
group 

May  
2017 

April 
2017 

 
Safe & Effective 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-4     Introduce daily mortality review meetings Medical Director 
October 2016 

Underway  Update: Feb.2017: 
Continuing in Respiratory and 
soon to be rolled-out to MOPRS.  
No trends detected thus far. 

On-going 

1-4     Undertake review of palliative care coding 
Coding Group December 2016 

Not started – Sally Daniels will 
complete audit by end of 
February 2017 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PS2 Trust does not 
achieve 
increased 
Safety 
Thermometer 
of harm free 
days 
· Sepsis 
· Acute 

Kidney 
Injury (AKI) 

· Falls 
· Medication 

Errors 
· Pressure 

damage 
· Infection 

control 
targets 

Impacting on 
the ability to 
deliver a 
reduction in 
avoidable 
harm. 
 
 

· Sepsis pathway 
· AKI Nurse 

Specialist 
· Lead Nurse for 

Falls 
· TVN team 
· Infection control 

team 
· Patient Safety 

Steering Group 
established to 
oversee 
changes/improve
ments in safety 
culture 
throughout the 
organisation 
 

· SafetyThermometer 
· Monthly reports to 

Trust Board/CQRM 
· Quarterly Reports to 

G&Q 
· Infection control 

committee 
· Improving reporting 

culture 
 

 
 
 
 
 
 
 
 
 
 
 

12 
4x3 

12 
4x3 

8 
4x2 

Sepsis 
1. Not compliant with 

administration of 
antibiotic within 1 
hour of first triage. 

AKI 
2. Failure to reduce 

number of hospital 
acquired AKI when 
compared with 
2015/16. 
 

Medication 
3. Repetition of 

medication errors 
4   

  

4.   Trust initiative to 
increase reporting 
of Safety Learning 
Events in 
2016/17has not 
had sufficient time 
to establish a 
benchmark to 
measure reduction 
in severity of 
reported harm. 

5.   Lack of Electronic 
Prescribing and 
Medicines 
Administration 
(EPMA). 

 
 

1) Medical Director 
2) Patient Safety 

Lead 
3) Patient Safety 

steering group 
and G&Q 

May 
2017 

April 
2017 

 
Safe, Effective 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

Management through Governance & Quality Committee G&QC and PSSG On-going   

Review through Infection Control Committee DIPC On-going   
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE1 To  ensure that  
patient 
experience is 
not  
compromised 
through limited 
environmental 
and clinical  
speciality  
capacity (inc 
ambulance 
holds and 
patient moves) 

· CQC and ECIP 
agreement 
required for any 
deviation to the 
agreed plan, 
which is based 
on the national 
NHS A&E 
delivery plan 
best practice 

· UCTP clinically 
lead, with 
transformational 
changes 
planned across 
urgent care 
pathway 

· Frailty Interface 
Team in place to 
prevent 
unnecessary 
admissions and 
increase 
supported 
discharges  

· Short stay 
medical pathway 
to reduce length 
of stay and need 
for 
readmissions. 

· Agreed 
escalation policy 
between PHT 
and SCAS to 
prevent patients 
being held for 
more than 15 
minutes and 
limits waiting 
ambulances to a 
maximum of 4. 

· Agreed 
operational and 
escalation 

· CEO UCTP 
meeting weekly 
Monthly  UCTP 
Board 

· CQQ report noting 
improvements in 
AMU and ED obs 
ward 

· Urgent Care quality 
metrics 

· A&E Delivery 
Board 

· NHSI monthly 
scrutiny and 
assurance 
meetings (IDM) 

· CSC Performance 
reviews 

· F.I.T positive 
response data for 
ED 

· National In-patient 
survey 

· Healthwatch visit – 
positive feedback 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

20 
5x4 

20 
5x4 

10 
5x2 

1. Potential for 
attendance and 
admission demand to 
increase above 
agreed activity plan 

2. Lack of capacity in 
the community and 
domiciliary sectors for 
onward placement of 
patients in settings 
most appropriate to 
their clinical need 
 
  

3. Evidence of 
sufficient non 
acute capacity and 
understanding to 
deliver D2A  

4. Number of 
patients outlied 
and increased use 
of (unfunded) 
escalation 
capacity 

5. Delays in 
ambulance 
handover times 

6. Adequate clinical 
decision maker 
capacity at front 
door – specifically 
senior ED 
clinicians 
overnight 
consultant 
physician capacity 
OOHS, AMU 
nursing and junior 
medical staff 

 
 

1) Executive 
Director of 
Urgent Care 

2) EMT/Trust 
Board 

June 2017 September 
2017 

All 
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policies in place 
to safely 
manage GP 
referrals at all 
times 

· Discharge to 
assess and 
integrated 
discharge 
Transformation 
Lead appointed. 

· PHT and 
System project 
management in 
place. 

· CSC 
performance 
reviews. 

 
 
 
 
 
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Delivery of the Urgent Care Improvement Plan will address 1-6 Executive Director of 
Urgent Care 

Sept 17   

2. Active recruitment and internal (medical) workforce reconfiguration to minimise impact of junior doctor vacancies within AMU, and 
therefore effects on patient flow 

Executive Director of 
Urgent Care and Chief of 
Acute Medicine 

June 17 1. Active recruitment driver 
already implemented but JD 
recruitment remains challenging.  
2. Rota re-configuration planned, 
to reduce onerousness of AMU 
(JD) rota  

 

3. Whole system work programmes (led by A&E Delivery Board group) to reduce MFFD back log through new workforce recruitment 
(community Trusts) and nursing home capacity HCC/PCC) 

A&E Delivery Board, IDS 
and Solent C.O.O 

Sept 17 Recruitment underway of EOLC 
HCSW’s to release domiciliary 
care capacity for MFFD patients 
in PHT 

 

4. Developing a new model of care for the Emergency Medical Take Executive Director of 
Urgent Care and Chiefs of 
Acute Medicine and 
MOPRS 

May – June 2017 On call working arrangements 
for Consultant physicians being 
updated to optimally align senior 
decision maker capacity with 
profile of emergency 
medical/elderly care admissions.  
This will be job planned, 
enabling many more of today’s 
admissions to be reviewed in 
real time. 
Engagement work for clinical 
staff ongoing with improvement 
plan developed 

 

5. Daily AMU staffing status and operational report to CEO, COO and Executive Director of Emergency Care.  Exceptions reported on 
standardised template, fortnightly to CQC. 

AMU HON / Matron  March 2017 onwards Status report has been 
embedded in AMU process.  
Consistent reporting. 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE2 To achieve 
the quality  
and safety  
metrics as  
outlined  in 
the urgent  
care  
improvement 
plan    

· CQC and ECIP 
agreement 
required for any 
deviation to the 
agreed plan, 
which is based 
on the national 
NHS A&E 
delivery plan best 
practice 

· NHSI IDM 
meeting 

· UCTP clinically 
lead with key 
transformational 
changes planned 
across urgent 
care pathway 

· Frailty Interface 
Team in place to 
prevent 
unnecessary 
admissions and 
increase 
supported 
discharges  

· Short stay 
medical plan to 
reduce length of 
stay and need for 
readmissions. 

· Agreed 
escalation policy 
between PHT 
and SCAS to 
prevent patients 
being held for 
more than 15 
minutes and 
limits waiting 
ambulances to a 
maximum of 4. 

· Discharge to 
assess and 
integrated 
discharge 

· Improvement in 
weekly CQC 
metrics 

· Minimal 
complaints 

· FFT positive 
responses and 
recommendatio
n data 

20 15 12 

1       In consistent 
application of 
escalation policy 
leading to 
ambulance holding 
and inappropriate 
patient placement  

2      Potential for 
attendance and 
admission demand 
to increase above 
agreed activity plan 

3       Gaps in workforce, 
specifically at Junior 
Doctor and Senior 
level and in ED at 
nights and week-
ends 

4      Lack of capacity in 
the community to 
promote onward 
placement of 
patients in settings 
appropriate to their 
clinical need 
 
 

5 Sufficient 
community bed 
and domiciliary 
care capacity 
exists to deliver 
D2A pathways  

6 Failure to deliver 
on A&E 
performance 
standards 

7 Number of 
patients outlied 
from specialty 

8 Increasing 
number of 
ambulance 
holding 

 
 

1 Executive 
Director of 
Urgent Care 

2 EMT/Trust 
Board 

June 2017 September 
2017 

All 
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Transformation 
Lead appointed. 

· PHT and System 
project 
management in 
place. 

· CSC 
performance 
reviews. 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-9 Delivery of the Urgent Care Improvement Plan  Executive Director of 
Urgent Care 

Sept 17   

Revision of escalation thresholds  to ensure standardisation of escalation policy Chief Operating Officer May 17 Escalation threshold have been 
revised and final draft version of 
escalation policy has been 
circulated 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE3 Failure to 
achieve 
positive 
patient 
experience 
through full  
engagement  
with  Families 
carers and 
patients 

· Patient 
Engagement
Strategy 

· Carers 
Strategy 
(partners with 
local and 
county 
councils) 

· Patient, 
family and 
carer 
collaborative 

· Membership 
of community 
engagement 
committees 

· Compliance 
with 
Engagement 
Strategy 
delivery plan 

· Compliance 
with hospital 
requirements of 
Carers Strategy 

· Active 
involvement of 
PFCC 
members in 
quality 
monitoring 
processes 

· Minutes of 
community 
groups 
demonstrating 
partnership 
working 

· Output of 
workshops 
undertaken in 
partnership 
with patients, 
families, carers 
and other 
community 
stakeholders 

· FFT positive 
satisfaction 
score and 
response rate 

6 6 6 

1. Active participation of 
people from some 
minority groups e.g. 
BME, LGBGT 
communities 

 1) Director of 
Nursing 

2) Head of Patient 
Experience 

3) Patient 
Experience 
Steering Group 

May 2017 Oct 17 All 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Work with community groups to explore how the Trust can provide better opportunities for people from these groups to engage and 
provide feedback 

Head of Patient 
Experience 

Oct 17   
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

PE4 Maintenance  
of   
compliance 
with CQC  
regulations 

· Quality Care 
Reviews 

· Ward 
Accreditation 
Programme 

· Monthly and 
quarterly 
reporting of 
key quality 
metrics 

· Peer review 
· CQRM 
· G&Q 

Committee 
and quarterly 
CSC reports 

· Oversight of 
organisationa
l risks 
through Datix 

· Whistleblowin
g Policy 

· Latest CQC 
report 
demonstrating 
improvements 
in ED and 
removal of the 
enforcement 
notice 

· Ward 
accreditation 

· CCG clinical 
visits 

· Quarterly CSC 
governance 
reports 

12 16 6 

1 Variation across CSCs 
2 Follow through on 

audit/monitoring 
process that 
identifies areas of 
non- compliance 

3 Executive Performance 
reviews 

4 Latest CQC 
report and 
associated 
enforcement and 
requirement 
notices 

1) Director of 
Nursing 

2) Head of 
Governance 
and Quality 

3) G&Q 
Committee 

May 2017 Sept 2017 All 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1&4   Delivery of the CQC action plan once agreed Head of Governance and 
Quality 

December 2017   

2      Progress to be monitored through the Executive Performance Reviews Director of Nursing April 2017  
 

 

3      Performance reviews to be re-instated Director of Human 
Resources 

April 2017 Performance Reviews 
commenced April 2017 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
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D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P1 If members of 
staff are not 
engaged then 
patient 
satisfaction, 
patient 
mortality and 
infection rates 
have worse 
outcomes. 
 
Critical 
Success 
Factor/ 
Trust does 
improve the 
levels of staff 
engagement to 
achieve a staff 
satisfaction 
score in the 
top 20% as 
measured by 
the National 
Staff Survey 
Implications. 

· Listening into 
Action 
programme 
adopted. 

· Staff survey 
action plans 
developed across 
the organisation 
and within CSCs. 

· Health and well-
being programme 
established. 

· Employee 
recognition 
programmes in 
place. 

· Quarterly staff 
pulse survey 

· Development of 
appraisal quality 
framework linked 
to values. 

 

· Significantly 
Improved 
performance in 
2015 national 
staff survey 
results. 

· Lower than 
average levels of 
sick absence and 
staff turnover 
when compared 
to other acute 
organisations. 

· Integrated 
performance 
report to Board 
including staff 
feedback 

· Positive staff 
friends and family 
results which 
compare 
favourably with 
local trusts and 
the national 
England average  

 
 
 
 
 
 
 
 
 
 
 

9 
3X3 

 
 
 

 
 
 
 
 
 
 
 
 
 
 

9 
3X3 

 

 
 
 
 
 
 
 
 
 
 
 

6 
3x2 

 
 

1. Lack of engagement 
from clinical staff in 
delivering the change 
agenda specifically 
concerning urgent 
care. 

2. Unbalanced focus on 
operational delivery 
verse strategic 
planning 

 
 

3. Trust is positioned 
as above average 
for overall staff 
engagement when 
compared to other 
Trusts within the 
full 2016 staff 
opinion survey (no 
significant change 
from 2015) 

4. No clear approach 
to developing a 
culture of 
continuous 
improvement 

5. Only half the 
workforce feel 
involved in and 
able to make 
improvements 
happen in their 
area of work 
 
 
 
 

1) Director of 
Workforce and 
Organisational 
Development 

2) Head of 
Organisational 
Development 

3) Operational Board 

Sept 2017 May  
2018 

 
Safe, Well-led 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-2.    Engagement events to take place to improve staff involvement in the Urgent Care agenda UCIP programme leads July 16 and on-going Improved understanding, 
engagement and involvement of 
staff in the delivery of the UCIP 

Complete and 
on-going 

 
3-5.    Equip staff with the necessary skills to adopt LiA and the change model ‘PDSA’ 

Organisational 
Development  

January 2017 Evidence of tools being used in 
departments 
Numbers of staff trained 

Complete and 
on-going 

3-5.    Ensure key actions are identified and acted upon arising from the Quarterly staff pulse survey  CSC and corporate 
functions 

Every Quarter Staff feedback 
Departmental communications 
Improved FFT results 

 

1-5.   Trust wide actions to respond to the 2016 National Staff Survey result CSC and corporate 
functions 

March 2017 Action plans in place Complete 

1-5   Continuous Improvement Steering Group established to set out a strategy for quality improvement 
 

Director of Workforce and 
Head of OD 

March 2017 Group and terms of reference in 
place 

Complete and 
on-going 

1-5   Clear improvement methodology agreed Director of Workforce and 
Head of OD 

July 2017 Improvement skills methodology 
in place and tools being used to 
improve services 
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RISK 

DESCRIPTION 
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) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P2 If the Trust 
does not 
reduce the 
rates of 
bullying and 
harassment 
as measured 
by the 
National 
Staff Survey, 
this could 
result in poor 
patient care, 
staff anxiety 
and 
disengageme
nt. This 
could have a 
negative 
impact on 
staff 
experience 
and the 
creation of a 
positive 
culture. 
 
1 in 4 (25%) 
of staff report 
that they have 
experienced 
bullying, 
harassment or 
abuse from 
staff in the 
last 12 
months as 
reported by 
the 2015 
national staff 
survey 

1. Staff survey 
action plan in 
place at 
organisationa
l level and 
CSC level 

2. B&H 
campaign 
launched in 
July to 
promote 
positive 
behaviour 

3. Support line 
set up and 
manned by 
staff side 

4. Local survey 
undertaken to 
better 
understand 
what sits 
behind the 
data to drive 
positive 
action 

5. Compared to 
all acute 
Trusts, 
Portsmouth is 
not an outlier 

6. Trust Board 
supporting the 
B&H campaign 
through 
positive role 
modelling of 
behaviours 

7. Significantly 
low levels of 
reporting actual 
experience of 
B&H through 
the dedicated 
helpline and 
formal route 

8. 2016 staff 
survey results 
saw a 2% 
reduction in 
staff reporting 

 
 
 
 
 
 
 
 
 
 

12 
4x3 

9 
3x3 

6 
3x2 

1. Medical consultants 
identified in the local 
survey as main 
perpetrator. 

2. Higher levels of 
reporting from BME 
and disabled staff 

3. Variation across the 
organisation in dealing 
with inappropriate 
behaviour 

4. Leaders leading by 
example and 
making 
expectations 
explicit. 

5. Swift and 
appropriate action 
taken to address 
any inappropriate 
behaviour. 

6. Staff are not 
reporting all 
incidents of 
bullying and 
harassment 

 

1) Director of 
Workforce & OD. 

2) Head of OD. 
3) Operational 

Board 

Sept  
2017 

May  
2018 

 
Well-led 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-6       Launch positive action against B&H campaign Staff Side Chair (Steve 
Thomas) 

July 2016 Campaign has been discussed 
at Trust Board and is visible to 
all staff 

July 16 

1-6       Set clear expectations for behaviours Staff Side Chair (Steve July 2016 Contained within the campaign Aug 2016 175



Thomas) and Director of 
Workforce & OD 

and staff toolkit 

1-6       Ensure all staff are able to access support and know about to report inappropriate behaviours Staff Side Chair (Steve 
Thomas)/Head of OD 

September 2016 Staff reporting and seeking 
support from the respect me 
line/inbox 

Launched Aug 
2016 

1-6       Further develop staff training to ensure behaviours and expectations are explicit throughout Head of OD and Director 
of Education 

Immediately and on-
going 

Training available and staff 
trained 

Launched Aug 
2016 and on-
going 

1-6       Performance management training to include appropriate challenge and management versus B&H – how to effectively manage 
ambiguity 

Head of OD Sept 2016 Training package and feedback 
Improved quality of IPR 
discussions 

Sept 2016 

1-6      Work with specific services who have been identified as having higher levels of reported B&H as measured by the NSS Staff Side Chair (Steve 
Thomas) 

March 2017 Reduced number of reporting On-going 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P3 The Trust 
does not 
reflect its 
local 
population 
as measured 
by the Race 
Equality 
Standard 
with staff 
treated as 
required, 
leading to 
compromise
d patient 
care and 
poor 
treatment of 
BME staff. 
 

· Annual 
National Staff 
Survey 
results 
containing 
WRES 
metrics 

· Trust 
Diversity 
scorecard 
published  

 
 

· Equality 
Improvement 
Group 
established with 
membership for 
all CSCs and 
corporate 
functions. 

· The Equality 
Standard is fully 
embedded within 
clinical and 
corporate 
services 
achieving the 
Bronze award in 
2015 and working 
towards silver in 
2016. 

· WRES action 
plan in place 
focused on 3 
aims regarding i) 
values and 
behaviours, ii) 
responding to 
quality, safety 
and operational 
obligations, iii) 
recruit, develop 
and retain staff. 

9 
3x3 

9 
3x3 

6 
3x2 

1. 5% more BME than 
white staff in 2016 
reported that they felt 
they had experienced 
HBorA from patients, 
relatives or the 
public.(4% worse than 
2015) 

2. No more BME than 
white staff in 2016 
reported that they felt 
they had experienced 
HBorA from staff (4% 
improvement from 
2015) 

3. 13% fewer BME than 
white staff in 2016 
reported that there are 
equal opportunities for 
progression or 
promotion (2% 
improvement from 
2015) 

4. 7% more BME than 
white staff in 2016 
reported that they had 
personally experienced 
discrimination (1% 
worse than 2015) 

 

5. Full engagement 
at all levels with 
leaders leading by 
example to comply 
with the standards. 

6. Swift and 
appropriate action 
taken to address 
any inappropriate 
behaviour or 
breach of policy 
and procedure. 

7. Staff are not 
reporting all 
incidents of 
discrimination 

 

1) Director of 
Workforce & OD 

2) Head of OD 
3) Operational 

Board 

Sept  
2017 

May  
2018 

 
Well-led 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-7.      Staff awareness sessions to be cascaded via EIG members Equality Lead/Head of OD On-going Number of staff attending/EST  

1-7.      All services to reach silver standard accreditation EIG membership group 31st November  2016 · All Clinical and corporate 
services achieve silver 
standard 

· Improved results as measured 
by the 2016 NSS 

Completed 

1-7.     Ensure E&D website is up to date containing relevant and current information and support to staff and the public Equality Lead/Head of OD 31st January 2017 Website is up to date  

1-7   Key actions identified at CSC level as part of staff survey response CSC Management teams May 2017 Actions identified and monitored  
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P4 Managers and 
leaders of the 
Trust do not 
have the skills 
to create a 
supportive 
work 
environment 
to deliver an 
improvement 
in the CQC 
Rating for 
leadership and 
culture. This 
could impact 
on the 
standard of 
patient care, 
experience 
and patient 
outcomes. 

 
CQC well-led 
domain rating 
of requires 
improvement. 
 
There is 
significant 
evidence that 
good leadership 
has a positive 
effect on 
organisational 
performance; at 
a time of great 
pressure in the 
Trust, 
leadership is 
critically 
important.  
 

· Clear 
organisational 
structure in 
place 
supporting 
clinically led 
services. 

· Training needs 
analysis 
undertaken 
each year for 
CSCs and 
corporate 
functions to 
request 
development 
for skills gaps 
identified as 
part of personal 
development 
plan during 
appraisal and 
performance 
review process. 

· CSC 
performance 
reviews held 
monthly  

· Organisational 
Development 
strategy defined 
with a focus on 
developing 
leadership 
capability. 

· Leadership, 
culture and 
engagement a 
key component 
within our Quality 
Improvement 
Plan for 
unscheduled 
care. 

· Access available 
and supported to 
a range of 
management and 
leadership 
development 
programmes 
/skills 
development. 

· Bi-monthly staff 
story presented 
at Trust Board  
 
 
 
 
 

12 
4x3 

16 
4x4 

8 
4x2 

1. No clearly defined 
organisational strategy 
with underpinning key 
performance 
objectives. 

2. Training needs analysis 
not comprehensive. 

3. Personal development 
plans are not always 
identified. 

4. Training and 
development 
requested does not 
always relate to the 
organisational or 
service priorities. 

5. Governance 
arrangements at senior 
leadership level varies. 

6. Bespoke development 
programmes 
commissioned for 
managers and leaders 
do not have the level 
of engagement 
necessary to raise 
capability. 

7. Operational pressures 
take priority and 
dictate levels of 
engagement resulting 
in insufficient 
attendance/take up of 
development 
opportunities 

 

8. Reluctance to 
follow and apply 
policy and 
procedure 
consistently (e.g. 
appraisal 
compliance). 

9. Lack of discipline 
to follow rules and 
regulations and 
tendency to find 
‘work arounds’ 
(e.g. agency caps). 

10. Clarity of role and 
responsibilities 
within some 
departments are 
unclear leading to 
duplication of effort 
and inefficiencies 
in performance. 

11. Variation in 
individuals being 
held to account for 
delivery against 
clearly defined 
objectives 

 

1) .Director of 
Workforce & OD 

2) Head of OD 
3) Operational 

Board 

Sept  
2017 

May 
2018 

 
Effective, Well-
led 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-11        Organisational Strategy with underpinning objectives to be defined  Chief Executive 30 June 2017 Strategy clearly defined  

1-11        Organisational Priorities and objectives to be cascade to all staff Head of O.D. 31 Aug 2017 Staff communication is evident  178



1-11        Appraisals to be completed ensuring roles and responsibilities are clarified and clear objectives are set for the year ahead All line managers 30th October 16 Appraisal compliance rate On-going 

1-11        Appraisal audit undertaken with report on findings and recommendations shared Head of OD 31st Oct 16 
unscheduled care 
pathway 
31st December 16 
Sample of other areas 
(including corporate) 

Audit report Completed 

1-11        Personal and collective skills development defined from appraisals and appropriate training put in place Head of OD 31st December 16 Skills gaps identified 
Development programmes to 
provide skills in place 
Training Needs Analysis 
undertaken 

Completed 

1-11       Management competency programme to be introduced as mandatory linked to appraisal 
 

Head of OD 31st March 17 Competency framework in place Completed 

1-11       CSC collective performance review process reviewed and aligned to deliver organisational priorities  EMT 31st May 2017 Performance reviews happen in 
a structured way with clear 
actions and evidence of teams 
being held to account for 
delivery 

 

1-11 A well-led accreditation programme to be developed for CSC’s and corporate functions to provide a better understanding of gaps on  
governance and leadership capability  
 

Director of Workforce and 
Head of OD 

November 2017 An accreditation programme is 
launched 
All CSCs and corporate 
functions have self-assessed 
Gaps identified with 
development plans in place 
signed off by SMT 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

P5 Insufficient 
staffing has a 
direct impact 
on the quality 
of patient care. 
 
Ensure 
workforce 
sustainability by 
the creation of 
new roles, 
creative 
recruitment and 
the delivery of 
the Workforce 
Cost 
Improvement 
Programme. 
 
National skill 
shortages in 
nursing, 
scientific and 
other 
professions 
being reflected 
locally which is 
leading to an 
increasing 
expensive 
temporary 
workforce 
supply which 
may impact on 
patient care 
 
Workforce 
design has not 
kept pace with 
changing 
service 
delivery, for 
example, terms 
and conditions 
of service have 
not 
fundamentally 

· Corporate CIP 
plan developed 
to reduce 
temporary 
staffing levels. 
Managed via the 
Delivery Unit 
and 
Performance 
Reviews 

· Speciality 
specific 
attraction 
strategies  
developed for 
CSCs in difficult 
to recruit areas 

· Executive sign 
off required for 
temporary spend 

· Expansion of on-
going 
recruitment of 
nursing staff 
from overseas 

· Development of 
new roles to fill 
gaps 

· Fortnightly 
workforce 
controls 
meetings with 
each CSC 
 

· Business planning 
process has 
identified resource 
requirements for 
CSC service 
delivery 

· WSC process has 
been reviewed.  
All recruitment is 
scrutinised and 
approved by 
finance 

· Trust turnover is 
currently at 11.7% 
(annual rolling) 
which is lower 
than many Trusts  

· Budgeted 
Workforce 
establishment has 
increased by 489 
FTE since 31st 
March 2015 and a 
further 236 FTE 
since March 2016.   

 
16 
4x4 

 
 

 

16 
4x4 

 
 

12 
4x3 

 
 

1. Temporary workforce 
spend is high and is 
not sustainable.  This 
is recognised as a 
national problem and 
the NHS Improvement 
increasingly mandating 
actions to which the 
Trust is compliant. 

2. Reduction in Junior 
Doctors and difficulty 
in recruiting to Trust 
posts is on-going in 
many specialities and 
is the major area of 
temporary spend. 

3. The Trust has 
maintained many of its 
referral to treatment 
targets leading to an 
increased need for 
staff which resulted in 
a high level of 
premium payments 
including Waiting List 
Initiative payments 
staff. 

4.  Temporary workforce 
is used to fill local and 
national shortages in 
some key skill areas 
which may result in 
some critical skill gaps 
in clinical rotas, 
specifically nursing, 
junior doctors and 
some other specialist 
areas. 

5. High levels of 
substantive 
vacancies in some 
CSCs – Clinical 
Support, MOPRs 
and CHAT. 

6. Qualified N&M 
vacancies is 
currently 8.4% as 
of December 2016. 

7. Supply of newly 
qualified nursing 
workforce is 
insufficient for PHT 
required demand. 

 

1) Director of 
Workforce and 
Organisational 
Development 

2) Deputy Director of 
Human 
Resources 

3) Operational Board 

April  
2017 

April 
2018 

 
Safe, Effective, 
Responsive, 
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changed for 
many years, but 
increasingly we 
need staff to 
work 24/7 on an 
on-going basis  
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Eliminate premium work and repatriate outsourced work to improve productivity to ensure maximum optimisation of the workforce to 
realise increased income opportunities and minimise the need for further investment. 

CSC December 2016 Reduction in premium payments Completed for 
H&N,W&C 

1-8      Recruit to hard to fill posts to reduce need for temporary spend.  55 fte hard to recruit posts have been identified and specific HR 
resource allocated to support new recruitment initiatives. 

NS January 2017 Number of fte recruited Completed 

5-7      Recruit to fill  vacancies, abolition of WSC and a  deft recruitment process including: NHS jobs website, NHS Jobs 2, Linked-in, 
Careers Fairs, local Universities, Job Centre Plus and introduced a Sector Based Working Academy.  We have actively recruited 
overseas nursing, including Philippines, and medical staff to address vacancies and lack of supply of staff in the national labour 
market. 

NS Continuous Increase in substantive fte  

2, 4      CSC’s redesigning rotas and considering models with different roles to fill junior doctor vacancies on a permanent basis.  Model 
dependent on each CSC.  

CSC Continuous Reduction in Trust junior doctor 
positions on the establishment 

 

5 Establish new ways of working and new roles to maximise skills to ensure the workforce is equipped with the required skills to deliver 
patient care in the most efficient and effective manner.  This is being implemented but tends to be slow due to the need to ensure 
appropriate new staff are in place with the appropriate skills and training e.g. Clinicians Associates, Associate Practitioners, Advanced 
Clinical Practitioners in Histopathology, Critical Care Practitioners who are designed to replace junior doctors, First Assist etc. 

BH On-going We are now working with the 
Universities of Surrey, 
Portsmouth and Southampton to 
look at the feasibility of the 
Physicians Associate role.  Also 
with the advent of the new 
apprenticeship system t there 
are opportunities to create new 
roles and develop staff and new 
recruits into registered positions 
in ways that we have not been 
able to do to date.  This action is 
an ongoing process and we will 
be working with CSCs to support 
workforce development. 

 

1-7      Working with CSCs to develop thorough workforce plans LW April 2017 Workforce plan submitted to 
NHS Improvement 

Completed 

6, 7      With the advent of the removal of commissioned numbers for adult nurse students from Sept 2017 we will work closely with 
Universities of Southampton and Portsmouth to provide placements for students.  This will support Universities to plan cohort sizes for 
the future and zone student placements.   We will monitor planned cohort sizes as this will impact on Trust income via the nonmedical 
tariff as well as impact on the future workforce numbers.  Shortfalls will be identified and communicated to the Lead Nurse for 
Workforce to inform workforce change and recruitment decisions. 

DK On-going The University of Portsmouth 
have commenced adult nurse 
education and will recruit 2 
cohorts per year this will help 
mitigate against reduced student 
numbers from University of 
Southampton. 

 

1-4      All NHS Improvement mandates have or are being implemented by the Trust which should reduce the cost of temporary staffing. RK July 2017 Reduction in breaches over 
capped rate and temporary 
agency spend 

 

2         Increase recruitment to clinical fellowships as part of acute alliance with UHS and IOW 
 

NS Aug 2017 Number of clinical fellows 
appointed 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S1 Failure to 
instigate all 
elements of 
the Urgent 
Care 
Transformatio
n Plan and 
achieve 
required 
performance 
in A & E. 
Ø 77.7% March 

17 

· CQC and ECIP 
agreement 
required for any 
deviation to the 
agreed plan, 
which is based 
on the national 
NHS A&E 
delivery plan 
best practice 

· UCTP clinically 
lead with key 
transformational 
changes in 
progress across 
urgent care 
pathway 

· Frailty Interface 
Team preventing 
avoidable 
admissions of 
elderly patients 
and increasing 
supported 
discharge 

· Short stay 
medical ward in 
place and SOP 
being augmented 
to incorporate 
24-72 hrs frailty 
pathway 

· Agreed cohort 
(escalation) 
policy between 
PHT and SCAS 
to prevent 
patients being 
held for more 
than 15 minutes 
and limit waiting 
ambulances to a 
maximum of 4. 

· Discharge to 
assess and 

· UCTP meeting 
weekly 

· Fortnightly  UCTP 
Board 

· CQQ action plan 
report monthly. 

· Monthly A&E 
Operational Group 
and A&E Delivery 
Board meeting and 
reporting. 

· NHS Improvement 
reports monthly 

· CSC Performance 
reviews 

· GGC Quality 
Improvement 
Steering Board  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

20 
5x4 

20 
5x4 

10 
5x2 

1. Urgent Care 
Transformation 
Programme 
benefits delayed 
because of 
increased 
unscheduled care 
inpatient burden 
specifically high 
numbers of MFFD 
patients  

2. Inconsistent 
delivery of required 
numbers of simple 
discharges, causing 
high levels of bed 
occupancy 

3. Admission demand 
increased above 
agreed activity plan 
for 16/17. 

4. Gaps in ED Medical 
workforce, 
specifically at nights 
and week-ends and 
in overall AMU 
junior staff 
workforce 

5. D2A capacity in the 
community currently 
insufficient to meet 
discharge demands 
of PHT causing 
significant increase 
in MOPRS length of 
stay; in turn, 
resulting in high 
number of frail 
elderly patients in 
AMU impacting on 
ED flow in the rest 
of the hospital.  
  

7. Evidence of 
insufficient 
community and 
domiciliary 
capacity exists to 
deliver D2A  

 
 

1) Executive 
Director of 
Urgent Care 
 

2) Deputy Chief 
Operating 
Officer 

 
3) Urgent Care 

Transformation 
Board, EMT 
and Trust 
Board 

May 
2017 

March 
2017 

S1, S2, S3, S4, 
S5 
E1, E2, E3, E4, 
E5, E6 
R1, R3 
W5 
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integrated 
discharge 
service 
introduced 
September 2016. 

· PHT and System 
project 
management in 
place. 

· CSC 
performance 
reviews. 
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom 
 

By When KPI - Progress Date 
Completed 

1. Programme management methodology and rapid improvement cycles through establishment of Urgent Care Transformation  Team, 
supported by ECIP and led by the Executive Director of Emergency Care 

Exec Director 
Emergency Care 

Aug 2016 UCIP roll out and delivery of 
KPIs 

March 2017 

2. Implementation of FIT to reduce frail/elderly admissions 
Work stream in place to integrate pathway for <72 hours patients in both General and Elderly Care Medicine - using existing 
resources on D2 and D3 wards. 

MOPRS CSC May 2016 3 less admissions per day from 
agreed baseline of 2015/16 – 
achieved 
Task and finish group in place 
and scheduled to deliver SSU 
pathway changes by 1/4/17  
 

October 2016 
 
 
 
 
April 2017 

3.  Agree and implement strategic and short term investment plan to modernise workforce in ED Emergency Medicine 
CSC 

January 2017 < 5% of patients waiting >15 
minutes for first assessment by 
suitable clinician. Business Case 
for phased ED workforce 
expansion agreed in principle 
Jan 2017.  Recruitment 
opportunities being tactically 
targeted to expand senior 
workforce during 2017/18. 

August 2017 

4. D2A business case, KPIs and funding mechanisms that incentivise discharges at pace and scale 
Aim is for DTOC to be reduced from 6.2% to 2% and MFFD occupied bed days from 3,700 to <1,000 

Solent, Southern, HCC, 
PCC and PHT – led by 
IDS Lead  

October 2016 D2A dashboard currently 
demonstrates 70-75% 
performance against agreed 
trajectory 
New IDS lead started, working 
with whole system to increase 
this and to reduce MFFD 

July 2017 

5. Review of community capacity and its efficient use (see also 55) A&E delivery board/ ECIP March 2017 D2A KPIs remain inconclusive July 2017 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 
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) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S2 Trust does not 
achieve 
Referral to 
Treatment 18 
week 
standard. 
Resulting in 
longer than 
necessary 
waiting times 
for patients. 

· Speciality 
specific recovery 
plans in place 
agreed and 
implemented 

· Weekly 
monitoring of 
delivery at SAAM 

· Clinical review 
process in place 
for long waiting 
patients to 
ensure no harm 
results as a 
consequence of 
the wait 

· Scheduled care 
improvement 
plan 
implemented 

· Reports to SMT, 
Finance & 
Performance 
Committee and 
Trust Board monthly 

· CSC Performance 
reviews 

· Reports to NHS 
Improvement 
monthly 
 

12 
4x3 

16 
4x4 

8 
4x2 

1. Medical workforce 
vacancies in 
colorectal. 

2. Workforce vacancies 
in Clinical Support 
Services impacting on 
diagnostic element 

3. Lack of sufficient 
capacity across 
theatres, beds and 
outpatients to deliver 
demand 

4. Increasing urgent 
referrals from GPs 
above plan agreed 
with CCG 

5. Adverse impact of 
unscheduled care 
pressures on available 
bed base 

 
  

1. Intermittent IT 
system failures 
resulting in reporting 
inaccuracies/delays 

1) Deputy Chief 
Operating 
Officer 

2) Head of 
Performance/Le
ad for 
Scheduled Care 

3) EMT/Trust 
Board 

May 2017 March 
2017 

E1, E2,  
R1, R3,  
W5 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1.     Permanent adverts to recruit to vacant consultant posts.  Interest in posts has been historically poor.  Recent improvement interest and 
confidence in recruitment.  However, lead time can be up to 6 months. 

Surgery and Cancer CSC On-going Recruitment to consultant 
establishment 

 

2.     Recruitment to locum posts Clinical Support CSC February 2017 Recruitment to vacancies Delays with 
recruitment 

3 Outsourcing to ISTC in Portsmouth and Southampton plus Spire in Portsmouth plus demand management with CCGs Deputy COO and CCG 
lead via relevant CSCs 

On-going RTT wait trajectories achieved to 
timescale 

 

3 Outsource scoping work to Spire and Medinet plus demand management with CCGs Deputy COO and CCG 
lead via relevant CSCs 

On-going RTT wait trajectories achieved to 
timescale 

 

3-4   Demand management with CCGs via agreed QIPP or additional outsourcing by CCGs Deputy COO with CCG 
lead 

On-going RTT wait trajectories achieved to 
timescale and sustained 
throughout 2017/18 

 

5    Delivery of the Urgent Care Transformation Programme/plan Exec Director of Urgent 
Care 

On-going RTT wait trajectories achieved to 
timescale and sustained 
throughout 2017/18 
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RISK 

DESCRIPTION 

 
KEY CONTROLS 
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) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S3 Trust does 
not achieve 
62 day 
urgent 
referral to 
first 
definitive 
treatment 
cancer 
standard. 
Resulting in 
longer than 
necessary 
waiting times 
for patients. 

· Speciality 
specific recovery 
plans in place 
agreed and 
implemented 

· Weekly 
monitoring of 
delivery at SAAM 

· Clinical review 
process in place 
for long waiting 
patients to 
ensure no harm 
results as a 
consequence of 
the wait 

· Weekly PTL 
monitoring with 
clinical lead 
presence 
 

· Reports to SMT, 
Finance & 
Performance 
Committee and 
Trust Board 
monthly 

· CSC Performance 
reviews 

· Reports to NHS 
Improvement 
monthly 

· Reports to Cancer 
Steering Group 
monthly 

· RCAs conducted 
for all breaches of 
standard and key 
learning shared at 
monthly SAAM 

 
 
 
 
 
 
 
 
 
 
 
 

12 
4x3 

12 
4x3 

8 
4x2 

1. Medical 
workforce vacancies in 
colorectal. 
2. Workforce 
vacancies in Clinical 
Support Services 
impacting on 
diagnostic element and 
reporting delays 
3. Lack of 
sufficient capacity 
across theatres, beds 
and outpatients to 
deliver demand 
4. Increasing 
urgent referrals from 
GPs above plan 
agreed with CCG 
 

 

1.  Routine visibility of 
cancer waiting lists by 
tumour sites 

1) Deputy Chief 
Operating Officer 

2) Head of 
Performance/Sc
heduled Care 
Lead 

3) EMT/Trust Board 

May 2017 March 
2017 

E1, E2,  
R1, R3,  
W5 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Permanent advert to recruit to vacant consultant colorectal posts.  Interest in posts has been historically poor.  Recent improvement 
interest and confidence in recruitment.  However, lead time can be up to 6 months. 

Surgery and Cancer CSC On-going Recruitment to establishment  

2. Permanent recruitment to vacant radiology and histopathology posts.  National challenge to recruit to posts. Locum adverts on-going. CSS CSC On-going Recruitment to establishment  

3. Outsourcing to ISTC in Portsmouth and Southampton plus Spire in Portsmouth plus demand management with CCGs Outsource 
scoping work to Spire and Medinet plus demand management with CCGs 

Deputy COO and CCG 
lead via relevant CSCs 

On-going Diagnostic and cancer wait 
trajectories achieved to 
timescale and sustained 

 

4. Demand management with CCGs and effective use of urgent 2WW proforma management with GPs Deputy COO and CCG 
lead via relevant CSCs 
and GP practices 

On-going Diagnostic and cancer wait 
trajectories achieved to 
timescale and sustained 
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5. Establishment of waiting list module for cancer patients by tumour site Head of Information 
Services 

October 2016 Cancer waiting list visibility at 
SAAM 

November 2016 

6. Establishment of teledermatology service to assist demand management of service Medicine CSC with CCG 
lead 

February 2017 Delivery of appropriate element 
of service via tele service 

Delayed to April 
2017 

7. Transfer of dermatology service to Head and Neck CSC to benefit from synergies in services Medicine and H&N CSC February 2017 Cancer wait trajectories 
achieved to timescale and 
sustained 

February 2017 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S4 Trust does not 
achieve 
maximum 6 
week wait for 
diagnostic 
standard. 
Resulting in 
longer than 
necessary RTT 
and Cancer 
waiting times 
for patients. 

· Speciality 
specific recovery 
plans in place 
agreed and 
implemented 

· Weekly 
monitoring of 
delivery at SAAM 

· Clinical review 
process in place 
for long waiting 
patients to 
ensure no harm 
results as a 
consequence of 
the wait 

 

· Reports to SMT, 
Finance & 
Performance 
Committee and 
Trust Board monthly 

· CSC Performance 
reviews 

· Reports to NHS 
Improvement 
monthly 
 12 

4x3 
12 
4x3 

8 
4x2 

1. Workforce vacancies 
in radiology and 
histopathology services 
2. Workforce vacancies 
in gastroenterology 
3.  Capacity issues in 
endoscopy 
4. Increase in urgent 
referrals from GPs above 
plan agreed with CCG 
5.  Imaging capacity 
down-time higher than 
plan 
6.  Endoscopy capacity 
used as escalation area 
for periods of high 
unscheduled care 
pressures 
7.  Scope replacement 
programme delays due 
to capital funding gaps 
8.  Availability of cardiac 
technical staff for 
additional activity 
  

1. Intermittent IT 
system failures 
resulting in reporting 
inaccuracies/delays 

4) Deputy Chief 
Operating 
Officer 

5) Head of 
Performance/Le
ad for 
Scheduled Care 

6) EMT/Trust 
Board 

May 2017 March 
2017 

E1, E2,  
R1, R3,  
W5 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1.     Permanent adverts to recruit to vacant consultant, scientific and technical posts. Locum appointments being sought pending substantive 
appointments 

CSS CSC On-going Recruitment to establishment  

2-3     Recruitment to locum posts and substantive posts.  Locum posts secured medium term.  Substantive appointments challenging as 
national issue. 

Medicine CSC On-going Recruitment to establishment  

2 -4       Outsourcing to ISTC in Portsmouth and Southampton plus Spire in Portsmouth plus demand management with CCGs. Outsource 
scoping work to Spire and Medinet. 

Deputy COO and CCG 
lead via relevant CSCs 

On-going Diagnostic, RTT and cancer wait 
trajectories achieved to 
timescale and sustained 

 

5   Contract management of GE Healthcare to deliver minimal downtime   Medical Director with CSS 
CSC 

September 2016 – 
initial meeting 
completed contract 
management being 
monitored.  For further 
review Feb 2017 

Diagnostic, RTT and cancer wait 
trajectories achieved to 
timescale and sustained 

 

6   Delivery of the Urgent Care Transformation programme/plan to close escalation areas at times of peak demand Exec Director of Urgent 
Care 

Feb 2017 Diagnostic, RTT and cancer wait 
trajectories achieved to 
timescale and sustained 
throughout 2017/18 

Escalation 
areas remain 

7   Delivery of capital programme Director of Finance March 2017 Scope replacement programme 
fully implemented 
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8.  Agreement of NHSP rates to enable additional activity to progress.  Supported by bid for NHSi funds Deputy COO and 
medicine CSC 

March 2017 Echo investigations delivered 
within 6 week standard.  Trust 
diagnostic and RTT standards 
achieved and sustained. 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S5 Reduction in 
Delayed 
Transfers of 
Care (DToC) 

Weekly review of 
Stranded Patients 
Ward Discharges 
inc. SAFER 
Workstream within 
Urgent Care 
Transformation 
Programme 
(UCTP) 
 
Ability within 
Bedview to ‘code’ 
delayed patients 
daily to agreed 
(national) 
definitions 
 
Senior PHT rep 
attends weekly 
DToC sitrep 
meeting 
 
Integrated 
Discharge Service 
(IDS) implemented 
from 26th Sept 
2016 onwards 
 
New Integrated 
Discharge Lead 
appointed 
February 2017 
 
Agreement across 
Health and Social 
Care Partners and 
CCG to fund and 
implement 
Discharge to 
Assess (D2A) 
model 

DToC sitrep 
completed and 
submitted weekly 
 
CEO UCTP meeting 
weekly 
 
UCTP Board meets 
fortnightly 
 
A&E Delivery Board 
reports monthly and 
A&E Delivery Board 
Ops Group reports 
fortnightly 
 
Integration of health 
and social care IDS 
teams following co-
location 

 

16 
4x4 

16 
4x4 

8 
4x2 

D2A capacity in the 
community insufficient to 
meet daily discharge 
demands from PHT. 
Specifically P1/P3 D2A 
capacity 
 
Workforce gaps leading 
to reduced Social Care 
assessment capacity and 
sufficient domiciliary care 
capacity to meet P1 
demands 
 
Insufficient Care Home 
capacity to meet timely 
demands of PHT acute 
discharges (P3), notably 
for patients with advance 
cognitive impairment  
 
CHC processes not fully 
aligned to D2A model 
 
 

Evidence that 
sufficient community 
capacity exists to 
deliver full D2A 
benefits with pace – 
notably for P1, P3 
 
 
 
 

Executive Director of 
Urgent Care 
 
Deputy Chief 
Operating Officer 
 
EMT/Trust Board 

May 2017 April 2017 S3, E1, E4, C2, 
R1 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

D2A business case, KPIs and funding mechanism that incentivises discharges at pace and scale Agreed by A&E 
Delivery Board  
Implementation across 
Solent, Southern, 

Nov 2016 DTOc reduces from 6.2% to 2% 
and MFFD occupied bed days 
from 3,700 to <1,000 

July 2017 
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HCC, PCC and PHT – 
led by Integrated 
Discharge 
Transformation Lead, 
A&E Delivery Board & 
ECIP 

Review of the overall productivity/efficiency and admission criteria for community beds A&E Delivery Board/ 
ECIP 

March 2017 D2A KPIs achieved August 2017 

 Business case for implementation of FIT to reduce unnecessary frail, elderly admissions to QAH MOPRS CSC May 2016 3 less admissions per day from 
agreed baseline of 2015/16 - 
achieved 

October 2016 

Review of CHC processes, supported by NHSE drive to reduce CHC delays  A&E Delivery Board/ 
ECIP 

Dec 2016 DTOc reduces from 6.2% to 2% 
and MFFD occupied bed days 
from 3,700 to <1,000 

April 2017 

ECIP led review of community capacity and its most efficient use  
Now completed; Report currently being drafted 

A&E Delivery Board/ 
ECIP 

May 2017 D2A KPIs achieved July 2017 
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GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

S6 Failure to 
deliver SAFER 
target for 
simple 
discharges 
causing 
suboptimal 
flow, prolonged 
waits within the 
ED and in 
ability to place 
the right 
specialty 
patient in the 
right beds. 
 
Increased risk 
of ambulance 
holding at front 
of ED.  
 
Physiological 
deconditioning 
especially in 
frail elderly 
patients from 
above. 
 
Increased risk. 

Ward Discharges 
inc. SAFER and 
Stranded Patients 
Workstream 
within Urgent 
Care 
Transformation 
Programme 
(UCTP) 
 
PHT SAFER 
programme 
robustly 
supported by 
ECIP 
 
Dedicated UCTP 
Project Manager 
supporting CSC 
teams 
 
Consultant 
SAFER 
Champion 
identified for each 
CSC 
 
Daily SAFER 
Dashboard 
populated by 
PAS 
 
IDS ward link 
attending daily 
Board Round 
 
Programme of 
Communication 
to support 
SAFER roll out 
 
Exec and 
Associate 
Medical Director 
commitment to 
monitor 
compliance 

CEO UCTP meeting 
assurance board 
reports weekly 
 
Weekly SMT 
 
Fortnightly UCTP 
Board 
 
A&E Delivery Ops 
Group reports 
fortnightly 
 
CSC Performance 
reviews 
 
Monthly SAFER 
Champions Meeting 
Chaired by Medical 
Director 
 
Standing Agenda 
item at weekly Heads 
of Nursing Meeting 
Chaired by Director 
of Nursing 
 

12 
4x3 

16 
4x4 

6 
2x3 

Necessary reactive 
actions of Site Ops Team 
outlying early ward 
discharges overnight 
 
Lack of bedded and side 
room capacity within 
Discharge Lounge 
 
Variation in effectiveness 
of daily Board Round 
 
Only 1 UCTP Project 
Manager supporting 4 
ward Teams 
 
Non electronic Patient 
Status Boards supporting 
daily board rounds 
 
 
 
 
 
  

SAFER Dashboard 
collated daily providing 
performance at Trust, 
CSC, Ward and 
Specialty Level 
 
Fortnightly Ward 
Discharges inc. 
SAFER and Stranded 
Patients exception 
report submitted to the 
Urgent Care 
Transformation 
Programme Manager  

Executive Director of 
Urgent Care 
 
Deputy Chief 
Operating Officer 
 
EMT/Trust Board 
 

May 2017 April 2017 S3, E1, E4, C2, 
R2, W3 
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Support of Site 
Operations and 
Discharge 
Lounge teams to 
implement 
actions enabling 
wards to achieve 
agreed targets 
 
Agreed 
standardised 
approach to 
cohorting within 
ED footprint, to 
minimise risk of 
prolonged 
ambulance holds 
 

ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1. Review of function and form of Site Ops Team including refreshed SOP being undertaken by new COO Site Ops GM Nov 2016 No patent due for early 
discharge outlied overnight 

Jan 2016 

2. Addition care spaces created within Discharge Lounge foot print  Site Ops GM Nov 2016 33% of discharges achieved by 
1200 

March 2017 

3. Business Case for electronic white boards to be included in Business Planning for 2017/18 UCTP Manager Jan 2017 Installation of electronic white 
boards in all key ward areas 

August 2017 

4. Education, engagement and performance of daily Board Rounds continue. Refreshed programme of SAFER accountability and 
auditing of feedback/performance.  Engagement and training workshop (for clinical and operational leaders) scheduled end of June 
2017 

CSC SMTs/Medical 
Director/Dir of Nursing 
and UCTP Team 

Jan 2017 To date 65 senior nursing, 
medical and therapy staff plus 
35 junior doctors have attended 
“PHT – a compelling story” 
workshops 
During “Perfect Week” 28% 
discharges achieved by 12:00 

March 2017 
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GAPS IN CONTROL 

 
GAPS IN ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F1 CSF – Delivery 
of I&E control 
total 

 
Income: 
 
1.Delivery of 
the activity 
 
2. Recording 
the activity 
properly 
 
3. Recovery of 
income through 
the Contract 
 
4. Delivery of 
CQUINs 
 
5. Achievement 
of the 
conditions of 
the STF 

· Monthly Income 
and contract 
management 
report to 
Finance 
Committee 

· Monthly review 
of income and 
activity 
performance 
with CSCs 

· CSC activity 
and income 
forecasts 

· Monthly LHE 
Contract 
Management 
Review, 
Executive CRM 
meetings 

· Monthly LHE 
income and 
activity 
reconciliation 
processes 

· STP internal 
balances 
review process 

· Coding audits 
and CIP Coding 
Improvement 
Programme 

· Monthly and 
quarterly 
forecast review 
and risk and 
opportunities 
management 
processes 

 
 
 
 
 
 
 

· Actual delivery of 
monthly and 
quarterly income 
and activity plan 

· Forecast in line 
with plan 
plus/minus 
adjustments for 
expenditure 
variance and 
CIPs 

· Agreement of 
balances with 
main 
commissioners 
on a 
monthly/quarterly 
and forecast year 
end basis 

· Sign off by 
Commissioners 
of performance 
against CQUIN 

· Positive 
assurance 
through external 
coding audit. 

· CIP plan 
demonstrated to 
be on track YTD 
and forecast. 

· Achievement of 
financial and 
performance 
trajectories in line 
with conditions of 
the STF 
 

12 
4x3 

16 
4x4 

12 
4x3 

1.  Absence of proactive 
production plans for 
delivery of activity and 
income through 
defined and identified 
capacity 

2. Lack of 
consolidated/organised 
oversight forum, focus 
internally and 
accountability 
arrangements for 
delivery of CQUIN – 
update 24/11/16: the 
Trust has submitted its 
Q2 CQUIN return 
demonstrating delivery  
and is awaiting 
comment from 
commissioners. 

3. Lack of robust winter 
plan to protect/secure 
elective and non-
elective income 
streams in line with 
plan. 

4. Underlying contractual 
and forecast gap on 
main CCG contracts – 
CCG affordability. 

5. Lack of validated and 
affordable 
recovery/delivery plans 
to secure STF funding. 

6. Variability of quality of 
medical records and 
coding outputs across 
the Trust 

7. Variability and timeliness 
of income and activity 
reporting. 

8. Veracity of income and 
activity forecasting. 

9. Complexity of CQUINs 
and subjectivity 
component of sign off 
processes. 

10. Competing and conflicting 
LHE delivery 
requirements and 
financial constraints 
resulting in complexity of 
concluding agreements. 

11. Poor track record on 
coding audits - update 
24/11/16: An external 
audit of coding will 
commence 9 Jan 17.  

12. Failure to delivery STF 
performance trajectories 
in Q2 and non-recurrent 
nature of financial delivery 
– update 24/11/16: the 
most material risk of 
failure to achieve the 
financial & operational 
performance 
requirements of the STF 
is not currently mitigated. 
Detail appears in the 
Trust Board report, the 
Recovery Plan 
documentation & Month 7 
forecast review 
presentation.7  

 

1) Director of 
Finance 

2) Ian Howe & 
Eddie Tuke 

3) SMT and 
Finance 
Committee 

Apr  
2017 

March 2017  
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-12.    Complete detailed activity and performance recovery plans linking capacity, demand and delivery arrangements fully costed for sign 
off at SMT/Finance Committee. 

Ed Donald End October Update: 23/03/17 
 
Initial action complete as 
reported previously in terms 
of signed off RTT recovery 
plans. 
Action to be updated for the 
new financial year to 
consider the risks against the 
finalised annual plan for 
2017/18 by 27 April 2017 
 

 

1-12.    Detailed assessment of factors contributing to accuracy and timeliness of income reporting and forecasting and recommendations to 
address the issues identified. 

 
 
 
 
 
 
 
 

Kevin Nederpel End November Update 23/03/17 
Progress in relation to this 
risk item previously reported 
and on-going process of 
improvement. 
 
Next stage improvements to 
be achieved through 
structural and capacity 
changes within the finance 
and planning functions of the 
Trust, and supported by the 
revised contractual 
arrangements currently being 
negotiated and the standard 
data sets to be developed for 
use across the ACS.  A 
detailed plan is being 
prepared to take these 
developments into account 
with initial proposals to be 
set out at the finance 
committee meeting on 27 
April 2017 
 

 

1-12     Develop and implement effective production planning and monitoring processes building on work to develop recovery plans above. Simon Jupp End December Update 23/03/17 
 
A production planning 
system and process was not 
established in 16/17.  
Significant work has gone 
into the alignment of demand 
and capacity planning for the 
17/18 and this will form the 
basis of production plans to 
be operated in the new 
financial year as a key part of 
maintaining the plan as a live 
document to be updated 
quarterly, for measuring 
performance against the 
plans and to provide 
assurance and a basis for 
the Trust’s operational and 
financial forecasting 
processes. 
This process will be 
developed and refined during 
Q1 and is expected to be 
fully operational no later than 
1 July 2017.  
 
Executive responsibility for 
this item has now switched to 
the Director of Finance and 
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this will be reflected in the 
new risk assessed BAF for 
17/18 based on the final 
planning and contracting 
round. 
 

1-12     Incorporate CQUIN planning and delivery/accountability arrangements into the Delivery Unit – for 16/17 and 17/18 (thus timescale 
linked to end of contracting process). 

Eddie Tuke/DU End December Update 23/03/17 
Complete. 
For the remainder of 16/17 
CQUIN monitoring will be led 
through the contracts team 
with accountabilities as 
currently defined. 
 
As reported previously the 
key risk in relation to this 
item is the format and 
establishment of a robust 
and experienced DU function 
internally. Recruitment 
processes have now 
commenced and handover 
from the existing team to 
internal interim solutions and 
a restructured finance and 
planning function is 
underway. 
 

 

1-12     Complete detailed, risk assessed and costed winter plan within context of delivery of I&E objectives. Ed Donald/Rob Haigh End October Update 23/03/17 
An advance and costed 
winter plan for 17/18 is a key 
component of the Aligned 
Incentives contract the Trust 
is currently negotiating with 
commissioners and will be 
underwritten by a system risk 
reserve.   The final format for 
the contractual agreement is 
expected to be in place by 
the end of April with a draft 
version available from the 
start of the new financial 
year.  The process for 
advance agreement of the 
winter plan and the triggers 
to mobilise this plan will be 
discussed and agreed as 
part of the system-wide 
unscheduled care agenda. 
 
The Trust is seeking to agree 
a timetable and process for 
concluding this process by 
the end of April 17. 
 

 

1-12     Agree process to identify all outstanding contractual and affordability issues with CCGs and agree a process for 
quantification/action/resolution. 

Chris Adcock End November Update 23/03/17 
Complete in terms of process 
and engagement. 
 
The Trust and 
Commissioners are seeking 
to operate within the context 
of the new contractual form 
and system working 
commitments for 17/18 as 
we conclude the 16/17 
financial year.  All parties are 
working together on an open 
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book basis to conclude these 
items although at this stage 
there is an affordability gap 
between the Trust’s required 
levels of income and CCG 
resources available. 
 
PHT and CCG Directors of 
Finance are meeting to 
finalise this position w/c 27 
March 2017. 
 

1-12     Agree programme of work to enhance/reinforce coding and medical records improvement work – incorporate into a formal delivery 
plan. 

Chris Adcock/Simon Holmes End of October Update 23/03/17 
On-going 
Proposals have been 
received which collectively 
seek to enhance 
arrangements in relation to 
this agenda. Proposers have 
been asked to restate the 
case for investment within 
the context of an Aligned 
Incentives contract which is 
being negotiated for 2017/18 
and when these have been 
received the risks relating to 
this item will be reassessed. 
This position will be reported 
in the updated BAF to the 
Finance Committee on 27 
April 2017.  
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 196



 
Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
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3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F1 CSF – Delivery 
of I&E Control 
Total 

 
Expenditure: 

 
1.Management 
of delegated 
budgets 
 
2. Control over 
workforce costs 
– especially 
premium rates 
 
3. Delivery of 
Urgent Care 
Improvement 
Plan benefits 
 
4. Sufficiency, 
maintenance 
and adherence 
to governance 
processes 
 
5. Impact of 
wider system 
performance/del
ivery issues 
 

· Trust annual 
business plan. 

· Monthly 
Finance Board 
report. 

· Monthly and 
quarterly 
forecasting 
reports and risk 
and 
opportunities 
management 
process. 

· Delivery Unit 
and Corporate 
CIP 
workstream 
reports. 

· Standing 
Financial 
Instructions and 
Standing 
orders. 

· Systems 
Resilience 
Group (SRG). 

· Weekly CEO 
UCIP Steering 
Group. 

· Business case 
process for 
approval of 
investments 

 

· CSC 
performance in 
line with 
delegated 
budgets. 

· Monthly, YTD 
and forecast 
expenditure 
within planned 
limits (subject to 
recognised 
activity 
variances). 

· SFI breach 
reports to Audit 
Committee and 
audit programme. 

· UCIP financial 
benefits report 
through DU 

 
 
 
 
 
 
 
 
 

 
 
 

 
 

 
 
 
 
 
 

12 
4x3 

20 
4x5 

16 
4x4 

1. Clarity and application 
of accountability 
arrangements and 
revised scheme of 
delegation. 

2. Compliance and 
adherence with 
SFIs/SOs in decision 
making. 

3. Poor performance in 
relation to the timely 
development and 
quality of business 
cases supporting 
investment. 

4. Shortcomings in the 
feedback processes 
and management of 
delivery of benefits set 
out in investment 
proposals. 

5. System wide failure to 
deliver agreed targets 
associated with the 
effective management 
of the unscheduled 
care system 

 
 

6. Poor track record 
of CSC 
performance 
against delegated 
budgets. 

7. Adverse CSC 
financial 
forecastings/fluctu
ating forecasts. 

8. Confirmation of 
skills, capability 
and capacity 
alignment of 
scheme of 
delegation with 
Trust objectives. 

9. Failure to deliver 
the articulated 
financial benefits 
of investment in 
the UCIP business 
case 

 

1) Director of 
Finance. 

2) Kevin Nederpel. 
3) SMT and 

Finance 
Committee 

Apr 
2017 

March 2017 
 

 
Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-9    Review objectives vs. scheme of delegation and re-clarify as necessary.  Set out revised accountability and performance 
arrangements. 

tbc End December Update: 23/03/17 
Incomplete 
Scheme of delegation review not 
started. 
Revised performance 
management arrangements are 
currently being implemented and 
will need to reflect the objectives 
and accountabilities required to 
deliver the 17/18 Annual Plan. 
 
This work will be presented to 
the Finance Committee on 27 
April 2017. 
 
Proposals to progress the 
governance component of the 
recovery plan are due to be 
presented to the CEO and the 
Executive Team will consider the 
second phase of the recovery 
programme ahead of the 
conclusion of the first phase at 
the beginning of April. 
 

 

1-9    Further enhancements to SFI breach report to Audit Committee to cover all potential issues and also to detail how the breaches came 
about and steps taken as a result. 

Chris Adcock End November Update 23/03/17 
Complete 
 

 

1-9    Revised recovery plans relating to UCIP and other performance trajectories along with winter plan are crucial in order to forecast 
effectively. 

Ed Donald/Rob Haigh End October Update 23/03/17 
 
At the end of the current 
financial year, the risk and focus 
in relation to this item needs to 
be reassessed based on the 
quality of the Annual Plan and 
the improvement agenda 
internally and connection to and 
the effectiveness of the system 
wide Unscheduled Care 
improvement plan. 
 
In addition the management of 
risk associated with the success 
or failure of these plans and the 
financial implications of these 
will also need to be reconsidered 
in the context of the anticipated 
Aligned Incentives contract. 
 
The Trust is investing in its 
financial management, 
performance, and operational 
and financial planning 
capabilities to ensure that the 
forecasting and planning 
processes are better aligned 
alongside these other 
developments. 
 
The timetable for the negotiation 
of the revised contractual form 
and the completion of the annual 
plan taking account of the 
Accountable Care System 
workstreams will result in work 
continuing during Quarter 1 in 
relation to this item and progress 
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updates in relation to this will be 
taken to the Finance Committee 
each month until this work is 
concluded. 
 

1-9    Revise Trust Business case process including format and guidance for completion, timelines and requirements for alignment with 
Trust annual business plan.  Revised process to specify clear accountability and feedback arrangements post approval. 

Chris Adcock End December Update 23/03/17 
Following completion of the 
annual plan the business case 
process will need to be updated 
to reflect the requirements of a 
revised contractual form, the 
outputs of the planning round 
and the requirements of the 
Accountable Care System in 
relation to joined up decision 
making. 
 
In addition the investment in the 
planning capacity and 
capabilities across the Trust to 
be co-ordinated through a 
revised Senior Finance team 
structure will further enhance the 
process and assurance 
arrangements in this regard. 
 
Revised deadline to take 
account of these developments 
31 May 2017 
 

 

1-9    Pursue different way of working and enhanced delivery structures across the local health system aligned to the objectives of the STP. tbc End December Update 23/03/17 
On-going – initial draft system 
MOU achieved by the original 
deadline. 
 
A revised Memorandum of 
Understanding is due to be 
produced by the central ACS 
team and shared with all 
organisations for agreement.  A 
timeline for this is not currently 
known. 
 
In addition to this the Aligned 
Incentives contract negotiations 
sets out a revised set of values 
and behaviours which underpin 
the new contract form and a 
financial framework and strategy 
is due to be produced which will 
set out both how the contract will 
be operated and the system 
financial model will operate. 
 
Timelines for completion of this 
are to be determined but will not 
be later than the end of Q1 
17/18. 
 

 

1-9    Monthly review of quality of forecasting processes based on retrospective comparison to actuals and incorporation into a rolling 
forecast and budgetary management learning and improvement action plan. 

Kevin Nederpel End December Update 17/01/17 
Complete and on-going 
This review has been 
progressed through the forecast 
comparison work and focus at 
the financial recovery plan 
meetings.  Output files from 
each of the monthly forecasts 
included in position on a page 
for months 6,7,8 have been 
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produced with movements in 
forecast documented with a 
covering narrative.  Forecasts 
are better understand and 
connected to action plans and 
ownership of the numbers has 
increased as part of this 
process.  This has not yet 
translated into an improved 
financial position but has 
increased transparency, enabled 
work and prioritisation of focus to 
be better targeted, and will also 
provide a more robust basis to 
planning processes. 
 

1-9    Undertake a detailed scheme of delegation review against reclarified version (see above) and build into Trust OD programme. tbc tbc This action is now incorporated 
into the objectives and scheme 
of delegation action at the top of 
this section.  
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1. Exec Owner 
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3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F2 CSF – Delivery 
of Cost 
Improvement 
Programme 
 
1.Development of 
an owned and 
deliverable plan to 
exceed the target 
 
2. over-reliance 
on income based 
CIPs 
 
3. Complexity and 
delivery of cost 
reduction within 
the context of 
PHT (i.e. UCIP, 
Winter and back 
ended profile) 
 
4. Over-reliance 
on traditional 
turnaround/cost 
slicing rather than 
transformational 
or productivity 
gains 
 
5. Lack of 
management 
capacity and 
capability 
 
6. Abilty to 
influence the 
factors impacting 
on organisational 
productivity 
 
7.Organisational 
commitment to 
the changes 
required to 
achieve the 
target. 
 
 
 
 
 
 
 

Detailed 
organisational CIP 
plan 
 
Standard and 
regular DU CIP 
planning and 
delivery reports 
 
Standard DU action 
tracking and 
progress 
monitoring systems 
 
Executive Steering 
Group 

 

CIP plan on target 
monthly, quarterly and 
in forecast throughout 
the year. 
All CIPs transacted 
through delegated 
budgets/ budget 
reserves as 
appropriate. 
All plans signed off by 
workstream and 
executive leads 
QIAs signed off for all 
plans. 
Fully completed 
documentation setting 
out delivery 
arrangements and 
resourcing 
requirements 

 

12 
4x3 

20 
4x5 

16 
4x4 

Plans exist to deliver the 
target in full but forecasts are 
short of plan. 
All plans are not owned by all 
parts of the organisation – 
this has been a particular 
issue in relation to workforce 
CIPs. 
Inconsistent delivery against 
actions agreed through DU 
process. 
Actions identified are not 
sufficient to bridge the 
gap/address the issue. 

 
 

Adverse projected 
performance increases 
reliance on non-
recurrent/technical (non-
cash releasing) benefits 
Continuing reliance on 
external support for the 
ongoing development and 
delivery of schemes 
Under-delivery on UCIP 
along with winter planning 
issues undermine the CIP 
programme (UCIP actions 
documented under 
expenditure risk section) 
CIPs seen as a lesser 
priority alongside other 
service pressures 
Variance in delivery and 
robust management and 
oversight potential 
compromises the basis of 
the QIA 
Actions taken do not 
always reflect those 
articulated in the 
documentation. 

1.Chris Adcock 
2.Delivery Unit 
3.Executive Steering 
Group/Finance 
Committee 

Fortnightly 
(ESG), 
Monthly 
(Finance 

Committee) 

March 2017  
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

Detailed assessment of rationale for all adverse performance to plan and production of recommendations/lessons learned to incorporate in 
onward planning and delivery assessments. Report on justification/rationale for adverse performance as part of this. 

Chris Adcock End November Update 23/03/17 
The information collected as part 
of this exercise has resulted in 
the redesign of a number of 
areas of the CIP programme for 
17/18, and is being used to 
inform the establishment and 
scope of the Trust’s internal 
delivery unit. In addition the 
approach to identification of the 
conditions necessary to achieve 
the control total and the 
development of plans to achieve 
those conditions is a 
fundamental part of the annual 
planning and budget setting 
process operated by the Trust 
for 17/18. 
 

 

Clear exception reporting on non-delivery of actions in line with plan escalated to the Executive Lead/ESG as appropriate Chris Adcock Immediate In place October 

Default non-recurrent actions to recurrent unless unavoidable or replaced by recurrent actions.  Set up process to conclude this. Chris Adcock End November Update: 23/03//17 
This forms a specific component 
of the finalisation of the 
normalised position which is 
factored into the Annual 
Planning timetable.  This is also 
now to be supplemented by an 
Historical Due Diligence exercise 
to establish the normalised start 
point for the PSEH system.  A 
draft specification for this work 
has been submitted to the ACS 
and will be commissioned to 
start in April 17. 
 

 

Produce a business case for final phase of KPMG support and proposals for internally led DU integrating the improvement and 
transformation agenda explicitly with the financial improvement and sustainability agenda. 

Chris Adcock End November Update – 23/03/17 
Posts agreed at Workforce 
control panel and recruitment 
underway.  Additional interim 
resource identified and will be in 
place from the start of the new 
financial year. 
 

 

Reinforce priority of financial performance through accountability and delivery structures of the organisation and sign off the SMT response 
and commitment to this. 

tbc End October Update 23/03/17 
Responsibility and accountability 
for financial control and 
management is set out in the 
sign off/agreement of annual 
plans and budget setting and 
incorporates the 
recommendations in this regard 
which have been made through 
phase 1 of the Trusts Recovery 
programme. 
This will be complete by the end 
of April 2017. 
 

 

Ensure QIA review and monitoring systems and processes are robust and sufficient to pick up the identified risks associated with variation 
of action taken and delivery set out in the QIA documentation 

Delivery Unit End October Update – 24/11/16: Process for 
new CIP schemes has been 
signed off by Governance & 
Quality ctte.  Variation to 
identified risks are discussed in 
the Delivery Unit meeting & 
escalated to Dir.of Nursing 
/Medical Director as required. 
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Review output of Trust work on Carter agenda to inform further saving plans/opportunities Alan Hoskins End November Update 24/11/16 
Initial report on this work 
presented to Finance committee 
in October and a further report 
will be discussed at the 
December meeting. 
 
Update 17/01/17 
Complete and ongoing 
 

 

Review Acute Alliance CIP sharing process, forward agenda and STP process for further CIP opportunities Steve Smith End November Update  23/03/17 
Action taken to replace the co-
ordinating lead for the Acute 
Alliance with PHT has been 
taken following the departure of 
the Director of Strategy.   
 
The on-going development of 
plans through the Acute Alliance 
STP workstream will be 
coordinated through the Trust’s 
lead and fed into the revised 
delivery unit from the start of the 
new financial year. 
 
This will be further 
supplemented by a direct link to 
a new system PMO tasked with 
progressing the system wide 
savings agenda articulated 
through the ACS workstreams.  
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1. Exec Owner 
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3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F3 CSF – 
Management 
of Cash within 
agreed limits 

 
1.Failure to 
deliver the 
Trust I&E target 
for 2016/17 
through cash 
releasing 
actions 
 
2.Cash flow risk 
associated with 
commissioner 
affordability 
 
3.failure to 
deliver STF 
requirements or 
secure 
approved 
mitigation case 
submissions 
 
4. uncertainty 
around national 
processes and 
cash support 
arrangements 
 
5. lack of 
flexibility in the 
capital 
programme 
 
 
 
 
 
 
 
 
 
 
 

· Cash flow 
management 
report to 
Finance and 
Investment 
Committee. 

· Detailed cash 
flow 
submissions to 
NHSI and DH 
associated with 
use of working 
capital facilities 
and loan 
applications. 

· Weekly and 
daily oversight 
and 
management of 
cash flow. 

· Monthly and 
quarterly 
financial 
reconciliation 
processes with 
commissioners 

 

· Minimum cash 
balance of £5.1m 
is maintained at 
all times (s.t. 
agreed 
exceptional 
circumstances) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

15 
5x3 

20 
5x4 

12 
4x3 

1. Ability to provide 
certainty associated 
with processes to 
secure, and the 
availability of, cash 
support for Trusts, 
including the ability to 
gain cash support for 
lost or delayed STF 
payments. 

2. Accuracy of cash flow 
forecasting based on 
I&E forecasts and 
detailed understanding 
of cashflow impact and 
timing associated with 
this. 

3. Potential for escalating 
cash flow issues based 
on increased levels of 
contractual disputes 
which will materialise 
in a financially 
challenged system. 

4. Enhanced capital 
programme 
management 
arrangements to plan 
for the potential of 
capital restrictions to 
support the cash 
position. 

5. Enhanced processes to 
support sustainable 
financial performance 
and delivery to provide 
a robust basis for a 
medium term liquidity 
strategy. 
 
 
 

6.  Implications of 
maintaining 
minimum cash 
balance on 
operational plans, 
capital programme 
and supply chain 
management and 
CIP delivery 

 

1) Director of 
Finance. 

2) Lee Williams. 
3) Finance and 

Investment 
Committee 

Apr 
2017 

March 
 2017 

 
Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

Detailed review of the latest I&E and CIP forecast to provide a detailed assessment of the cash and non-cash items contained within that, 
likely phasing of delivery, and scenario plan for potential cost pressures and adverse performance in order to establish detailed scenario 
plans for cash management in advance. 

Lee Williams End October Update 17/01/17 
On-going 
The cash flow forecast has now 
been updated to reflect the 
revised forecast outturn position 
presented to the Board at the 
workshop on 5 January 2017. 
This forms the basis of scenario 
modelling going forward.  In 
order to complete these we 
continue to seek advice from 
NHSI in terms of potential cash 
support solutions as the revised 
forecast has confirmed 
previously identified cash 
shortfalls in March resulting from 
non-receipt of STF funding and 
overall I&E performance. 
 
The capital programme is being 
continually reviewed to ensure 
that the Trust can meet any 
obligations entered into and the 
range of options resulting from 
this will be incorporated into 
scenario models in due course. 
 
Further enhancements to the 
Trust’s cash management 
arrangements are integral to the 
formal recovery programme 
work being established which 
will materially add to the control 
applied through the BAF and this 
document will be fully updated to 
reflect this for the February 
Finance Committee. 
 
Update: 16/02/17 
The Grip section of the recovery 
programme commenced on 
15.02.17 with the first cash 
update to the Recovery Board 
on 16.02.17.  This information is 
contained within Committee 
papers.  A weekly oversight 
group has been established and 
through this a further verbal 
update will be provided on the 
latest position to the Committee.  
 
Update 22/03/17 
Cash Committee established in 
February, the agenda for which 
includes review of forecast cash 
flow against actual.  The cash 
forecast is being refreshed for 
2017/18. 
 

 

1-6    On-going engagement with NHSI cash team and local finance leads to establish clarity of national cash support arrangements – 
including maximising working capital facilities and securing a conclusion to last year’s cash support loan application. 

Chris Adcock/Lee 
Williams 

On-going Update 17/01/17 
On-going 
Whilst the Trust was forecasting 
a year end surplus there was no 
route available to secure cash 
for the current run rate of 
expenditure.  In addition, 
delivery of the control total would 
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have secured £7.3m of cash 
backed income through the 
Sustainability and 
Transformation fund. 
Having now moved the year end 
forecast NHSI working with the 
Trust to resolve the cash issues 
which become acute in Quarter 
4 of the current financial year.  
The YTD position is underpinned 
by £9m of cash support through 
the IRWCF, capital slippage and 
reduced creditor payment runs.  
The latest update will be 
provided to the Finance 
Committee on 26 January 2017. 
 
Update: 16/02/17 
Agreed conclusion to 16/17 cash 
support documented in the cash 
report to the F&P Committee.  
 
Update 22/03/17 
NHSI and DH have stated that 
the Trust must carry forward the 
cash associated with the £4.1m 
deferred capital expenditure.  In 
order to maintain this balance 
the Trust has had to increase it’s 
uncommitted loan facility 
drawdown in Marchj from £3.5m 
to £7.6m. 
 

1-6    Submission of application for short term cash requirements whilst these issues (and STF agreements) are concluded Lee Williams 18 October Complete October 

1-6    Seek agreements on management of contractual issues and cash processes associated with them between now and the end of the 
financial year with Commissioners. 

Chris Adcock End November Update 17/01/17 
On-going and related to 
conclusion of the year end 
income agreements with 
commissioners.  Local 
commissioners are fully engaged 
with the Trust on this issue and 
have been flexible within the 
rules to minimise cash related 
risk through the contract to date. 
Due to the link with the year end 
income agreement the target 
date of November was not 
achievable and cash flow 
matters will now be concluded in 
line with the income agreement 
timelines which have a target not 
to exceed the end of February 
2017.  
 
Update: 16/02/17 
Meetings scheduled for 16.02.17 
with further discussions planned 
for w/c 20.02.17 following CCG 
DoF annual leave. 

 
Update 22/03/17 
While final contractual 
settlement discussions are 
ongoing, the CCG’s have agreed 
to pay up to the level of the 
current offer.  This will be a cash 
receipt of £0.8m in the last week 
of March. 
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1-6    Detailed review of working capital arrangements to identify cash benefit opportunities within the current working balances. Lee Williams On-going Update 17/01/17 
This item is a business as usual 
issue and therefore an on-going 
part of the cash management 
process reported separately to 
Finance Committee.  Working 
balances are reviewed as part of 
the weekly and monthly cash 
review cycle with specific focus 
on un-invoiced debt and 
subsequent recovery actions. 
 
This action will be replaced to 
reflect the enhanced cash 
management arrangements 
which will form part of the Trust’s 
recovery programme – to be in 
place by 28 February 2017. 
 
Update 22/03/17 
This action is now covered by 
the terms of reference of the 
newly established Cash 
Committee 
 

 

1-6    Establish revised and robust capital management, planning and oversight arrangements to support the management of cash Andy Burrows End November Update 17/01/17 
On-going 
A regularly cycle of meetings 
between the finance and capital 
programme leads has been 
instituted with review sessions 
with the Director of Finance 
happening at least fortnightly. 
 
A revised Capital Investment 
Group is being established to 
oversee the management of the 
capital programme as part of 
revised management and 
governance processes and draft 
Terms of Reference are 
currently being reviewed. 

 

1-6    Revised plan for the DU to be prepared aligning improvement and transformation agendas with financial sustainability and 
improvement plans 

Chris Adcock End November Update 17/01/17 
This action has now been 
superseded by the development 
of a formal organisational 
recovery programme which is 
due to be discussed at the Board 
workshop on 26 January 2017. 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY 
CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
IT

IA
L 

R
A

TI
N

G
 (C

XL
) 

C
U

R
R

EN
T 

R
A

TI
N

G
 (C

XL
) 

PR
ED

IC
TE

D
 (R

ES
ID

U
A

L 
R

IS
K

) 

 
GAPS IN CONTROL 

 
GAPS IN 

ASSURANCE 

 
1. Exec Owner 
2. Manager 
3. Responsible 
Committee 
 
 

 
REVIEW 
DATE 

 
TARGET 
DATE 
(for 
mitigation 
of risk) 

 
LINK TO CQC 
STANDARDS 
 
 

On target 
Minor Obstacle to 
achieving target 

Inability to achieve 
predicted target 

F4 CSF – 
Management of 
Capital 
Resources 
within limits and 
in line with 
business 
objectives 

 
1. Insufficient 
capital available 
for highest priority 
items exacerbated 
by restrictions in 
15/16. 
 
2.lack of 
resources 
available for 
service 
developments 
 
3. additional 
demands placed 
on the programme 
over and above 
those set out in 
the capital 
programme 
 
4.management of 
clinical risk 
associated with 
capital availability 
 
5.Potential additional 
restrictions due to 
cash constraints 
resulting from 
adverse I&E 
performance 
 
 
 
 
 
 
 
 
 

· Approved 
capital plan 
for 2016/17. 

· Quarterly 
capital 
programme 
updates to 
SMT and 
Finance and 
Investment 
Committee. 

· Exceptional 
reporting as 
required. 

· Finance 
Board report 
and Monthly 
forecasting 
reports 

· Capital plan 
managed and 
delivered in line 
with the profile 
and priorities as 
set out in the 
agreed capital 
programme for 
2016/17 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

16 
4x4 

20 
4x5 

16 
4x4 

1. Inadequately defined 
management, 
processes, 
responsibility and 
accountability 
arrangements in place 
for the effective, clear 
and transparent 
management of the 
capital programme. 

2. Clearly defined 
processes for 
prioritisation and risk 
assessment 
underpinning the 
capital planning 
process and 
recommendations 

 
 

3. Clear articulation 
of capital plans for 
the next 5 years 
including a 
detailed risk 
assessment and 
the identification of 
all funding options 
with a clear set of 
recommendations 
for approval 
connected to the 
Trust IBP and 
clear outputs of the 
annual business 
planning process. 

 

1) Director of 
Finance. 

2) Andy Burrows. 
3) SMT and 

Finance and 
Investment 
Committee. 

Quarterly 
(Nov) 

March 2017  
Safe, Well-led 
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ACTIONS AGAINST GAPS IN CONTROL/ASSURANCE By Whom By When KPI - Progress Date 
Completed 

1-3    Resolve cashflow risks per the actions contained in that section of the BAF to protect the resources required for the extant capital plan Chris Adcock/Lee 
Williams 

End November Update 17/01/17 
Please see cash section for 
detailed update.  The resolution 
of cash related risks for Q4 of 
the current financial year is 
being pursued as a matter of 
urgency with NHSI and a further 
update on progress will be 
provided to the Finance 
Committee on 26 January 2017. 
 
Update: 16/02/17 
Update provided under the 
cashflow report and cash section 
of this document.  
 

 

1-3    Establish revised capital programme management, reporting, planning and governance arrangements and present for approval to 
SMT and Finance and Investment committee.  Recommendations to set out the prioritisation processes to be adopted in plans. 

Andy Burrows End November Update 17/01/17 
Incomplete 
In terms of a revised capital 
management process steps 
have been taken to correct this 
to ensure this does not slip 
beyond the date of the next 
Finance Committee.  The Trust 
has a prioritisation process in 
place for the capital programme 
which is being operated at this 
time and this process will 
produce a set of 
recommendations for sign off as 
the capital plan for 17/18 in 
March 2017.  A further risk in 
relation to the Trust’s authorised 
CRL for 17/18 was identified 
through the submission of plans 
which would materially change 
the availability of capital 
resources from that currently 
planned.  The Trust is in 
dialogue with NHSI in this regard 
and this will be formalised within 
the BAF presented in February 
as required. 
 
Update 22/03/17 
The Trust will be re-submitting 
it’s plan documents by 30th 
March, and as part of this, NHSI 
have stated they still do not 
agree that the CRL calculation is 
incorrect.  The Trust is working 
through how to show the impact 
of the PFI Lifecycle prepayment 
on the forms which could reduce 
the scale of the issue. 
 

 

1-3    Carry out a detailed review of all financial options available to the Trust in the effective and economic management of the associated 
risks 

Andy Burrows / Kevin 
Nederpel 

End January Update 17/01/17 
This principle was applied to the 
procurement of scopes (paper 
contained with Finance 
Committee papers 26/01/17) and 
continues to form part of the 
assessment of options relating to 
the capital programme referred 
to above.  For the completion of 
the capital plan for 17/18 due at 
the end of March specific 
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consideration of this issue will be 
documented with the plan 
presented to the Finance 
Committee and the Board for 
approval. 
 

1-3    Produce a 5 year Integrated Business Plan to provide the basis for capital planning in the medium to long terms Simon Jupp tbc Update 17/01/17 
Incomplete 
A proposal for taking this forward 
will be made as part of the 
Trust’s formal recovery 
programme by the end of 
February 2017. 
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Care Quality Commission – Key Lines of Enquiry 
 
Safe 
S1  What is the track record on safety? 
S2 Are lessons learned and improvements made when things go wrong? 
S3 Are there reliable systems, processes and practices in place to keep people safe and safeguarded from abuse? 
S4 How are risks to people who use services assessed, and their safety monitored and maintained? 
S5 How well are potential risks to the service anticipated and planned for in advance? 
 
Effective 
E1 Are people’s needs assessed and care and treatment delivered in line with legislation, standards and evidence-based guidance? 
E2 How are people’s care and treatment outcomes monitored and how do they compare with other services? 
E3 Do staff have the skills, knowledge and experience to deliver effective care and treatment? 
E4 How well do staff, teams and services work together to deliver effective care and treatment? 
E5 Do staff have all the information they need to deliver effective care and treatment to people who use services? 
E6 Is people’s consent to care and treatment always sought in line with legislation and guidance? 
 
Caring 
C1 Are people treated with kindness, dignity, respect and compassion while they receive care and treatment? 
C2 Are people who use services and those close to them involved as partners in their care? 
C3 Do people who use services and those close to them receive the support they need to cope emotionally with their care, treatment or condition? 
 
Responsive 
R1 Are services planned and delivered to meet the needs of people? 
R2 Do services take account of the needs of different people, including those in vulnerable circumstances? 
R3 Can people access care and treatment in a timely way? 
R4 How are people’s concerns and complaints listened and responded to and used to improve the quality of care? 
 
Well Led 
W1 Is there a clear vision and a credible strategy to deliver good quality? 
W2 Does the governance framework ensure that responsibilities are clear and that quality, performance and risks are understood and managed?  
W3 How does the leadership and culture reflect the vision and values, encourage openness and transparency and promote good quality care? 
W4 How are people who use the service, the public and staff engaged and involved?  
W5 How are services continuously improved and sustainability ensured?     
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LEADS  COMMITTEE/GROUP ABBREVIATIONS  OTHER ABBREVIATIONS 

CA Chris Adcock 
 

CEMSG Clinical Effectiveness and Mortality Steering 
Group 

 
CQC Care Quality Commission 

AB Andy Burrows  EMT Executive Management Team  CSC Clinical Service Centre 
ED Ed Donald  FIC Finance & Investment Committee  DoH Department of Health 
MD Michelle Dixon  G&Q Governance & Quality Committee  KPI Key Performance Indicator 
IH Ian Howe  OB Operational Board    
RH Rob Haigh  PSSG Patient Safety Steering Group    
SH Simon Holmes  TB Trust Board    
SJ Simon Jupp  SMT Senior Management Team    
RK Rebecca Kopecek  UCTB Urgent Care Transformation Board    
KN Kevin Nederpal       

MP Maria Purse       

ET Eddie Tuke       
LW Lee Williams       
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TRUST BOARD PUBLIC – MAY 2017     Agenda Item Number: 74/17 
        Enclosure Number: (7) 

Subject: Charitable Funds Activity 

Prepared by: 
Sponsored & Presented by: 

Sabeena Shetty, Accountancy Technician 

Peter Mellor, Director of Corporate Affairs 

Purpose of paper To update the Trust Board, in their capacity as Trustee, on recent 
charity activity. 

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

The report provides information on total funds, income, and 
expenditure for the period up to March 2017. 

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

To note and receive the report. 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

To be reported monthly 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

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 N/A 

Board Assurance Framework/ 
Risk Register Reference N/A 

Risk Description N/A 

CQC Reference N/A 

 

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

Charitable Funds Committee 9th March 2017 
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PORTSMOUTH HOSPITALS NHS TRUST GENERAL CHARITABLE FUND 
REPORT TO TRUST BOARD – April 2017 
 
Issue for consideration: 
To update the Trust Board, in their capacity as Trustee, on recent charity activity. 
 
 
1. Total Funds 

 
Portsmouth Hospitals NHS Trust General Charitable Fund has a fund balance 
of £1,304,000 as at 31th March, 2017.  

  
2. Charitable Income 

During the month, the charity received donations, legacy and fundraising 
income of £63,000, including the following items of note:  

· ICU Charitable fund and the Renal Charitable fund both received 
donations of £8,000 each 

· The Rocky Appeal raised nearly £18,000 through private donations 
and Just Giving donations 

 
3. Charitable Expenditure 

 
During the month, expenditure of £431,000 was processed, including the 
following items of note: 

· The fourth lease instalment for the Robot of £371,000 was processed 
through The Rocky Appeal 

 
4. The Rocky Appeal 

Net funds of £1,581,000 have been raised for the Robot appeal. The appeal 
has funded the first three years of the robot lease and associated equipment.  
 

5. Investments 
The only investment held is with CCLA £119,000. 
 

6. Fundraising 
The Charity is pleased to announce that it has exceeded its target for the 
financial year of 2016/17 and came in on budget. 

 
March saw 10 press releases being publish for the charity, in the following 
publications:  

· 6 in The Portsmouth News – 37,257 print readers 
· 1 in Team Locals – 90 – 150,000 online readers 
· 3 in About My Area – 15 – 35,000 online readers 
 

Social media support is currently standing at:  
· Facebook followers: 1,161  
· Twitter followers: 1,051 
· LinkedIn: 65 

 
7. Coming up events:  

· Rocky Appeal Sponsored Walk- Eastney to Spice Island -7th May 
· WardWalk, Staunton Country Park– 21st May £2 registration and 

£15 min sponsorship     
· 10,000ft Skydive, Salisbury -10th June  

 
 
 
Sabeena Shetty 
Accountancy Technician 214



Trust Board – Rolling Annual Work Plan 2017 
 

 

Trust Board 
Date 

PUBLIC PRIVATE 
Item Item 

February 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 

 
§ Quality Report (SUI’s) 
§ Papers for noting 
§ Contract Negotiations 
§ Example of Incident 
§ Q3 forecast review 
§ Quarterly Legal Services Report 
§ Summary of Governors Business 
§ Urgent Care Transformation 

Programme 
 

March 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Contract Negotiations 
§ Equality & Diversity Annual Report 
§ Quarterly Complaints Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Urgent Care Transformation 

Programme 

April 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ National Staff Survey 
§ Annual Education, Learning & Development 

Report 
§ Audit Committee Report 
§ Audit Committee Forward Planner 
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research & Innovation Report 
§ Research & Development Strategy 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Draft Quality Account Priorities 
§ Quarterly Legal Services Report 
§ Summary of Governors Business 
§ Urgent Care Transformation 

Programme 

May 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Junior Doctor Contracts 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Draft Quality Account 
§ Urgent Care Transformation 

Programme 

June 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update 
§ Final Quality Account 
§ Annual Paediatric Safeguarding Report  
§ Quarterly Complaint Report 
§ Safer Staffing Report Nursing & Midwifery 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Summary of Governor Business 
§ Annual Governance Statement 
§ Annual Accounts 
§ Annual Report 
§ Urgent Care Transformation 

Programme 
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July 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research and Innovation Report 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Quarterly Legal Services Report 
§ Urgent Care Transformation 

Programme 

September 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Audit Committee Report 
§ Annual Complaints Report 
§ DIPC Annual Report 
§ Revalidation 
§ Qtr 1 delivery against Business Plan 
§ Annual Adult Safeguarding Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Junior Doctor Contracts 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q1 forecast review 
§ Summary of Governor Business 
§ Urgent Care Transformation 

Programme 
 

October 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Winter Plan 
§ Information Risk SIRO Annual Report 
§ Annual Staff Health and Well-being Report 
§ Quarterly Complaint Report 
§ CQC Improvement Notice and Urgent Care  
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Quarterly Legal Services Report 
§ Urgent Care Transformation 

Programme 

November 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Safer Staffing Report Nursing & Midwifery 
§ CQC Improvement Notice and Urgent Care 
§ Quarterly Research and Innovation Report 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Q2 forecast review 
§ Summary of Governor Business 
§ Urgent Care Transformation 

Programme 

December 

§ Patient Story  
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Charitable Funds Report and Accounts 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Junior Doctor Contracts 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Urgent Care Transformation 

Programme 

 

216



05-M
ay-16

02-Jun-16

07-Jul-16

01-Sep-16

06-O
ct-16

03-N
ov-16

01-D
ec-16

02-Feb-17

02-M
ar-17

06-A
pr-17

Directors

Ursula Ward X
Tim Powell ü ü ü ü ü ü ü ü ü X
Peter Mellor ü ü X ü ü ü ü ü ü ü
Simon Holmes ü ü ü ü ü ü ü ü ü ü
Simon Jupp t ü ü ü ü ü ü
Cathy Stone ü ü ü ü X ü ü ü ü
Ed Donald ü X ü ü ü X ü ü ü ü
Chris Adcock ü ü ü ü ü ü ü ü ü ü
Rebecca Kopecek X ü ü ü ü ü ü ü ü
Rob Haigh X ü ü ü ü X ü
Sheila Roberts ü ü

Non-Executive Directors

Sir Ian Carruthers ü ü ü ü ü ü ü X ü ü
Elizabeth Conway ü ü ü ü ü ü ü X ü ü
Mark Nellthorp X ü ü ü ü ü ü ü ü ü
Steve Erskine ü ü ü ü ü ü ü ü ü
Dr John Smith ü ü X X X ü ü X X
Michael Attenborough-Cox ü ü ü ü ü X X ü ü X

ü

X

t

Attended

Apologies given

Absent on Trust Business

TRUST BOARD ATTENDANCE RECORD
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