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Present: Sir Ian Carruthers Chairman 
Steve Erskine      Deputy Chairman 
Mark Nellthorp  Non-Executive Director 
Mike Attenborough-Cox Non-Executive Director 
Liz Conway  Non-Executive Director 

Tim Powell  Chief Executive 
Simon Holmes  Medical Director 
Rebecca Kopecek Interim Director of Workforce 
Ed Donald Executive Director 
Sheila Roberts Interim Chief Operating Officer 
Cathy Stone  Director of Nursing 

In Attendance: Peter Mellor  Director of Corporate Affairs 
Teresa Cunningham PA to Trust Board (minutes) 
Kevin Nederpel Deputy Director of Finance 
Carol Moore  Matron for NICU 
Huw Jones  Consultant Neonatologist 

Item 
No 

Minute 

22/17 Apologies: 
Rob Haigh, Director for Emergency Care 
John Smith, Non-Executive Director 
Chris Adcock, Director of Finance 
Michelle Dixon, Deputy Chief Operating Officer 

Declaration of Interests: 
There were no declarations of interest. 

The Chairman welcomed Sheila Roberts, Interim Chief Operating Officer, to the Trust. 

23/17 Platinum Ward Accreditation – NICU 

Carol Moore, Matron for NICU and Huw Jones, Consultant Neonatologist, were in 
attendance to give a presentation on the Platinum Ward Accreditation of the Neonatal 
Intensive Care Unit.  Please see the attached presentation for full details. 

Board Presentation 
Ward Accreditation Final.pptx

Liz Conway asked about the number of births that require support from NICU and whether 
this was in line with the National position. Carol Moore replied that the national average was 
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10% and that Portsmouth Hospitals NHS Trust admits less, between 8-9%. She confirmed 
that there is to be a CQUIN in relation to this. 

The Medical Director commended the NICU team for volunteering to join the Vermont 
Oxford Network (VON).  

Steve Erskine thanked Carol, Huw and their colleagues for the superb work that they do. 
Carol and Huw were most appreciative that the unit is able to work flexibly so that it can 
provide the environment that best suits the baby’s needs. 

The Director of Nursing added that the Platinum award was rarely given but that it was well 
deserved because the attention to care on the unit is outstanding. 

The Chairman thanked Carol and Huw for their presentation. 

24/17 Minutes of the Last Meeting – 2 February 2017 

The minutes were agreed as a true and accurate record, expect for the following: 
 Steve Erskine added more detail to item 15/17 Non-Executive Directors’ Report – He

and his colleagues are looking for opportunities to observe the current governance
and operational review processes that are in place. The Director of Nursing has
provided a list of possible opportunities.

25/17 Matters Arising/Summary of Agreed Actions 

All complete. 

26/17 Notification of Any Other Business 

No notifications. 

27/17 Chairman’s Opening Remarks 

The Chairman reflected that February had been another very busy month for the Trust. 
Whilst the NHS nationally is under immense pressure, this Trust in particular has much 
more to do in terms of moving its performance to the next level. Our staff are working hard 
to improve overall performance but we were not achieving the same rate of improvement as 
other trusts. 

The Chairman confirmed that the Trust was currently digesting the results of the recent CQC 
visits. He thanked everyone for all they were trying to do to make improvements. 

The Chairman reminded that the Sustainability and Transformation Plan (STP) that had 
been produced for Hampshire and Isle of Wight had split the system into five local delivery 
systems: the Isle of Wight, South West Hampshire, North Hampshire, Frimley and 
Portsmouth and South East Hampshire. The organisations within our local system had met 
on the 16th February and had agreed that the initial focus will be on the recovery of 
constitutional standards and financial health. There will be £1bn available to the system as a 
whole. 

The Chairman announced that Steve Erskine would be leaving the Trust at the end of March 
to take up the Chairmanship of Poole Hospital NHS Foundation Trust. The Chairman and 
the Board thanked Steve for his outstanding contribution to Portsmouth Hospitals NHS 
Trust. It was agreed that Mark Nellthorp would take on the role of Deputy Chairman. 

The Chairman also announced that this was the last meeting for Cathy Stone, Director of 
Nursing, who is due to retire at the end of March. The Chairman and Board thanked Cathy 
for her contribution, particularly during the recent difficult times. 

The Chairman thanked all members of staff for their on-going efforts and for their 
commitment to the Trust and gave special thanks to the Simon Holmes for agreeing to 
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remain as Medical Director in the interim. 

28/17 Chief Executive’s Report 

The Chief Executive drew attention to key areas of his report: 
 New regulations – eligibility for free NHS treatment
 Cap on negligence cases
 Financial improvement programme (FIP) wave 2
 Trusts will miss their financial targets for 2016/17
 NHS struggling to cope with sustained surge in pressure
 Care quality commission and NHS improvement engagement event – 1st February

2017

The Chief Executive commented on the new regulations that will require Trusts to check ‘up-
front’ whether a patient is eligible for free NHS treatment.  It is not a particular issue for this 
Trust; we have a small, dedicated team working on the financial recovery of overseas 
patient debts. 

Local News: 
 National Institute for Health Research Awards – Portsmouth Hospitals NHS Trust

has been shortlisted for four awards in this year’s Clinical Research Network Wessex
Awards. The winners will be announced at the awards ceremony on 14th March.

 A copy of February’s team brief is attached for your information.

28.17 Team Brief - 
Feb 17.pdf

The Chief Executive recommended a story on the Research and Innovation page of the 
Team Brief around the use of a ‘poo bank’ as a possible ‘good news’ Trust Board agenda 
item. 

Steve Erskine encouraged staff to look at the Trusts Facebook and Twitter pages for an 
uplifting insight into how our patients and staff feel about the Trust. 

29/17 Integrated Performance Report 

Quality 

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

 Pressure Ulcers – There had been 1 avoidable grade 3 and 0 (zero) grade 4
pressure ulcers in January within MOPRS. This compares to 2 grade 3 pressure
ulcer reported in December. 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

 Dementia/VTE – there had been a continued non-compliance with Dementia
Screening; although it had improved to 70.3%, compared to 63.4% recorded in
December. Compliance with VTE risk assessments had improved in the majority of
areas; support has been offered to improve processes leading to achievement of the
required 95% in January

 Falls – 2 serious falls incidents had occurred in January, 1 resulting in death and 1
resulting in severe harm, both of which had been reported as SIRIs.

 Safety Thermometer – The Trust achieved 100% data collection for January
 Patient Moves – there had been an increase in the number of reported non-clinical

moves between 2100 and midnight (209, average of 6.7 per day compared to 144;
average of 4.6 per day in December) and between 0001 and 0700 (112, average of
3.6 per day compared to 79, average of 2.5 per day in December)

 Friends and Family – The total number of responses for both ED and Inpatients
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decreased slightly from 4,395 in December to 4,001 in January 
 Infection Control:

o The Trust reported 3 patients with MRSA bacteraemia in January. All 3 cases
involved patients who had presented unwell and their samples were taken in
the Emergency Department. Therefore, the cases were provisionally
assigned to the CCGs (Portsmouth CCG x2; West Hants CCG x1) pending
Post Infection Review (PIR) panels. Following PIR meetings, all 3 cases have
been referred to NHS England for arbitration and attribution to Third Parties
has been requested. The Trust’s year to date position is 1 unavoidable and 0
(zero) avoidable cases, against an objective of 0 (zero) avoidable cases

o C.Difficile - The Trust reported 6 patients with C.Difficile attributed to the Trust
in January against a monthly objective of 4. The cases had occurred in the
following CSCs; Surgery x3, Women and Children x2 and MOPRS x1

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

 HSMR – Trust HSMR for the 12 months to October 2016 has increased to 110.11
(12 months to August 2016 rate of 109.77). It is noted that factors affecting mortality
rates include pressures on the unscheduled care pathway (through ED), bed
occupancy, the number of medically fit for discharge patients and the number of
patients being outlied. All of which have seen an increase as a result of pressures
within the hospital. The Trust HSMR is now classed as high as the lower confidence
interval is above 100

 Mortality – all deaths that occur within Respiratory and MOPRS are reviewed on a
daily basis and it is intended to role this out across the Trust

 Stroke – The Trust has provisionally achieved 8 of the 13 key measures for
December based on 71 admissions (clock starts). The Trust continues to improve
and in February achieved level B, a significant improvement from level E.

 Sepsis – compliance with the Sepsis CQUIN has been low over the last few months.
This is an important clinical indicator and the Trust is looking at this very carefully.
The Medical Director will look at how other Trusts achieve their Sepsis compliance
and will report back at a future meeting.
Action: Medical Director

Mark Nellthorp questioned why Sepsis and Dementia compliance had declined over the past 
three months from what had been a strong position. The Medical Director did not think that 
there was a specific reason affecting both targets but they do relate to similar areas of the 
hospital and will be thoroughly investigated. He expressed doubt at the accuracy of the 
recording of the data. 

Steve Erskine congratulated the Medical Director and his teams for achieving level B for 
Stroke. 

The Chairman expressed his concern around the increase in HSMR and asked what 
needed to happen operationally to improve the situation. The Medical Director confirmed 
that investigations into the related processes were being conducted to try and identify any 
specific trends and any appropriate learning.  Reviews, thus far, had not revealed any 
instances of inadequate care. Mortality rate data is available for all areas and the majority 
take place within the unscheduled care pathway.  He was not confident that everyone is fully 
aware of the impact of poor flow on mortality rates. 

Mark Nellthorp raised his concern about patients being admitted to hospital on end of life 
pathways and felt strongly that this was not an appropriate place for them. The Medical 
Director agreed and assured the Board that this was something that was being picked up by 
the Mortality Board. 

Operations 

The following areas of the report were highlighted: 
 RTT - The Trust had achieved 89.06% against the 92% standard for January, but did

not achieve the revised improvement trajectory of 90.1% at aggregate level with
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speciality fails due to continued capacity issues. There had been 2 breaches of the 0 
tolerance 52 wk. maximum wait standard 

 Diagnostic Waits - The maximum 6 week waiting time standard for diagnostics was
not achieved, performance had been 98.37% against the improvement trajectory of
99.1% (national standard 99%)

 A&E - Performance was 73.66% against the 95% standard and improvement
trajectory of 85%. Total attendances in January had averaged 365 per day. There
had been 44 breaches of the 12 hour trolley wait standard

 Cancer - 4 of the 8 national standards had been achieved, 62 day and 31 day first
definitive treatment, 62 day screening and 31 day subsequent surgery were currently
not being achieved.  The validation and capture of all treatments is expected to
improve performance. Provisionally, there were 2 patients who had waited more than
104 days for treatment

 Delayed Transfers of Care - 5.1% of patients were officially delayed in their transfer
of care compared to 1.6% in January last year, with the majority of patients waiting
for social care assessment. The average number of medically fit for discharge
patients was 244 compared to 175 in January last year, and was a deterioration from
221 last month.

Liz Conway raised concern that there seemed to be no shared definitive view of what 
constituted a delayed transfer of care between the Trust and the local Councils and asked 
that delayed transfer of care metrics be brought back for further discussion at a future 
meeting. The Board agreed. The Interim Chief Operating Officer suggested that the A&E 
Delivery Board also discuss the issue. 
Action: Interim Chief Operating Officer 

The Chairman strongly agreed, asking that the A&E Delivery Board identify a single version 
for all to use. 

Steve Erskine queried the efficiency of the Integrated Discharge Service (IDS). The Interim 
Chief Operating Officer replied that the IDS was unable to function as intended because we 
were failing to create the necessary capacity. 

The Chairman asked if the Trust was likely to achieve its RTT target at year end. The Chief 
Executive confirmed that the Trust is committed to achieving 92% by the end of March. 

Finance 

The Deputy Director of Finance drew attention to the following areas of the report: 
 The Trust's Income and Expenditure position at the end of January 2017 is a deficit

of £17.24m. This is £14.8m behind the planned deficit position of £2.4m. The deficit
position includes a partial loss of allocated STF funding because of lower than
required levels of both operational and financial performance.  A mitigation case for
some of the loss has been submitted to NHSi. There are on-going conversations with
our local CCGs around the deficit position

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

 The Trust undertook a Quarter 3 review of the forecast year end position which
identified that the realistic case was a £16.1m deficit. The loss of potential STF
funding was recognised as being £7.3m of this projection. The Trust continues to
identify mitigations in order to improve upon this figure

 The Trust has spent £6.9m of capital against a programme for the year to date of
£10.7m. The Trust had a cash balance of £1.0m at the end of January

The Chief Executive was concerned at the volatility of our income position and asked, if we 
deliver our activity as planned for month 12, would we deliver our year-end forecast. He also 
referenced that we would be reliant on over activity or an agreement with Commissioners 
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regarding our year-end income position. The Deputy Director of Finance said 
Commissioners fully recognised why we have not be able to deliver on our activity and that 
agreement with them was expected within the next couple of weeks. 

The Chief Executive considered the year-end out turn to be a big test of the effectiveness of 
the accountable care system and how it might work in the future. 

Workforce 

The Interim Director of Workforce drew attention to the following areas of the report: 
 Pay is over budget because of the level of temporary workforce. The temporary

workforce capacity had increased to 472 FTE in January and comprises 6.8% of the
total workforce capacity. This is a 0.5% increase from December

 The total workforce capacity increased by 36 FTE to 6949 FTE in January and is 146
FTE over the new funded establishment

 Appraisal compliance had decreased and stands at 82.2% in January which is below
the 85% target. The appraisal compliance has been below target since the beginning
of the financial year

 Flu – The Trust has met the first CQUIN target of 65% and compliance is at 66.5%.
73.2% of front-line staff have been recorded as either having had or having declined
the vaccine

 Well Led – ‘Passport to Manage’ – this is a management development programme
designed to increase the capability of those who manage staff and to reduce
variation in management practices and it launches during February 2017.

Liz Conway asked if there were any particular reasons why staff declined to have the flu 
vaccination. The Medical Director felt that people think that the vaccine will make them ill. 
Interestingly, medical staff are less likely to have the vaccination than back office staff. The 
Interim Director of Workforce added that the uptake had increased by 12% over last year. 

The Chairman asked if the Trust was over establishment for substantive staffing levels. The 
Interim Director of Workforce assured the Board that the Trust was not over establishment 
on substantive staff but that we currently have substantive vacancies that are being covered 
with temporary staff. Our temporary staffing level is too high, most of which is as a 
consequence of the additional capacity being open. 

30/17 CQC Improvement Notice and Urgent Care Quality Improvement Plan (CQC) 

The Director of Nursing presented this report which comprised 2 parts: 
 Part A – compliance with the CQC improvement notice
 Part B – compliance with the Urgent Care Improvement Plan

The Director of Nursing drew attention to the following highlights. This document responds 
to the improvement notice that had been served on the Trust after their visit in September. 

 Regulation 10:
2 November actions not closed

o Single Sex Policy is on the agenda for the March Governance and Quality
Committee for ratification. In the interim, local guidance remains in place in all
escalation areas; with no breaches being reported

o The escalation policy has been circulated for consultation (including the
CCG); the deadline for responses being the 17th February after which the
policy will be updated and publication is expected in mid-March

 Regulation 12:
1 November action not closed

o AMU is under intensive support to ensure actions are taken to achieve and
maintain compliance. As a result, AMU has developed a comprehensive
action plan which includes actions around clinical rounding and
documentation audits.

 The Trust formally received the final published CQC report into the organisation on
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01/02/2017 
 The report has been circulated to all members of the Trust Board. The formal

response is required by the CQC in a prescribed template for submission on
27/02/2017.

The Director of Nursing highlighted the current issues identified by the CQC concerning 
Deprivation of Liberty (DoLS).  A policy review is being undertaken. 

The Chairman asked how actions regarding the mixed sex policy will be monitored. The 
Director of Nursing assured that Matrons will report to her twice daily to assure the Trust is 
compliant with the mixed sex policy. Escalation is in place for other areas of the action plan. 

The Chairman also raised a concern around DoLS applications. The Director Nursing stated 
that the number of DoLS applications has risen from 50 per month to around 50 per day; this 
massive increase is being looked into. The Trust has taken advice and has responded to the 
CQC. 

The Chief Executive asked how we ensure that our patients are given the right care if there 
were such delays with DoLS applications. The Director of Nursing assured the Board that all 
patients are given an initial clinical assessment. 

31/17 Quarterly Complaints Report 

The Director of Nursing presented the report and highlighted the following points: 
 162 formal complaints received (same number as previous quarter and similar to

Quarter 3 of previous year (160)
 100% acknowledged within the national standard of 3 working days.
 1,669 contacts received by PALS, 91% resolved within 5 working days
 2,422 compliments/plaudits received

Liz Conway thanked the Director of Nursing and her teams and highlighted the need to 
recognise the number of contacts received by the PALS department. 

Steve Erskine also commended the work of the PALS volunteers and the work undertaken 
to monitor the Trusts Facebook and Twitter pages to pick up any potential complaints. 

32/17 Board Assurance Framework 

The Director of Corporate Affairs reminded that members should satisfy themselves that the 
risks within the BAF were indeed those that threatened the Organisational priorities and that 
they assure themselves that the proposed actions would mitigate the particular risk. 

During the last month, the Director of Corporate Affairs had met with each Executive 
Director who leads on a particular risk for full updates. Risks PE1, 2, 3 and 4 had been re-
written/described to better reflect the risks to the organisational priority of ‘Continually 
Improve the Patient Experience’. Risk PE2 scoring had reduced from 20 to 15.  

Liz Conway commented that the Risk Assurance Committee had queried whether a risk 
around clinical strategy should be included in the BAF. This is going to EMT for discussion. 
Liz also informed the Board that the Risk Assurance Committee was actively using the Datix 
system to enable an holistic view of the Trust risks and a more detailed discussion of each 
risk. The Director of Corporate Affairs reminded that the Board would get an opportunity to 
see the Datix system in action when it reviews the Trust-wide Risk Register. 

Mike Attenborough-Cox asked if there should be a risk regarding staff not adhering fully to 
agreed, proper processes.  The Chief Executive replied that he fully expected staff to adhere 
to policies and procedures. Steve Erskine agreed with Mike, saying that there were 
continuous comments from the CQC regarding compliance of staff and he thought that that 
should be articulated into a risk of some description. The Interim Director of Workforce 
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responded again to say that some areas are covered in the staff engagement and well-led 
agenda. The Director of Corporate Affairs took note of all the comments made. 

33/17 Charitable Funds Update 

The Director of Corporate Affairs presented this report and highlighted that January had 
been a good month for the charity. 

The Director of Corporate Affairs made the Board aware that Mick Lyons was off sick and 
could be for some time. The Director of Corporate Affairs to pass on the Board’s best wishes 
to Mick. 

34/17 Non-Executive Directors’ Report 

Steve Erskine informed the Board that he had recently had an informal discussion with 
representatives from the Board of Governors as an opportunity for them to raise issues etc. 
and asked the Board if this was something that it would like to continue. The Board was 
happy for the current arrangement to continue. 

Liz Conway reminded that prior to Christmas some of the Non-Executives had met with their 
counterparts from SCAS, they had found this extremely useful and she asked if a follow-up 
meeting could be scheduled. The PA to Trust Board to arrange a follow up meeting between 
our Non-Executive Directors and those of SCAS. 
Action: PA to Trust Board 

The Director of Corporate Affairs informed the Board that the Governors from SCAS had 
invited a group of our Governors to their full Council of Governors meeting in Newbury on 
the 3rd April 2017. 

35/17 Annual Work plan 

The annual work plan was noted. 

36/17 Record of Attendance 

The record of attendance was noted. 

37/17 Opportunity for the Public to ask questions relating to today’s Board meeting 

Roland Howes commented that it was sad to see that the appraisal rate had declined during 
January, but was reassured that the Trust was addressing this. 

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

38/17 Any Other Business 

No further business. 

The meeting closed at 12:35pm. 

39/17 Date of Next  Meeting: 

Thursday 6 April 2017 
Venue: Lecture Theatre, Queen Alexandra Hospital 
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 ROLLING ACTION POINTS FROM: Trust Board Meeting in Public Thursday 2 March 2017 

2017 
Minute Agenda Topic Summary of Action required Responsibility for Action 

is with Due Date 

29/17 
Integrated 
Performance Report - 
Quality 

The Interim Medical Director to look at how other Trusts 
achieve their Sepsis compliance and will feedback to 
the Board 

Interim Medical Director April 

29/17 
Integrated 
Performance Report - 
Operations 

Liz Conway requested Delayed Transfer of Care 
metrics be brought back for further discussion on the 
April agenda, to understand the Councils definitions 
and our own recording. The Board agree 

Interim Chief Operating 
Officer April 

33/17 Board Assurance 
Framework 

The Director of Corporate Affairs asked the Executives 
to reflect on the risks to ensure they are accurate and 
current and assure themselves that any actions taken 
will mitigate the risk 

All April 

35/17 Non-Executive 
Directors’ Report 

The PA to Trust Board to arrange a follow up meeting 
with the Non-Executive Directors and SCAS PA to Trust Board April 
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TRUST BOARD PUBLIC – APRIL 2017 Agenda Item Number: 46/17 
Enclosure Number: (1) 

Subject: Report from the Chief Executive 

Prepared by: 
Presented by: 

Tim Powell, Chief Executive 

Chris Adcock, Director of Finance 

Purpose of paper To updated 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 
Board members should focus 
on including conclusions and 
proposals 

Note the contents of the report 

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

None required, for information 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

None 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

None 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

None 

Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
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 – 6 April 2017 
 

1. NHS Staff Survey 
 
The 2016 NHS Staff Survey has been published, showing another year of improvements 
with NHS staff engagement scores at their highest level in five years.  The survey was 
carried out between September and December 2016 across 316 NHS organisations 
garnering 423,000 staff responses, an increase of 124,000 more people participating than 
last year.  This takes in views from about a third of the NHS workforce and is the biggest 
response achieved in the survey’s 14-year history. 

 
I am delighted that despite a very challenging year for our hospital, the continuous effort 
and energy that we place in staff engagement is reflected in positive staff survey results.  
Knowing how staff feel and responding to any concerns they have is an essential ingredient 
to developing a culture where everyone goes the extra mile to make a real difference in 
delivering safe and effective care to patients.   

 
It is a further demonstration of how professional and committed the teams who work in this 
hospital are, and how proud my Board is in each and every one of you.  Together, we will 
continue to make this a great place to work and in doing so make it a great place for 
patients to receive care. 

 
We are pleased that our staff have responded so positively within the survey.  In more than 
half of the 32 Key Findings in the report, Portsmouth Hospitals NHS Trust is rated as being 
in the top 20 per cent or better than average when compared with other acute Trusts.  
Some of the Key Findings where our Trust was rated in the top 20 per cent are: 

 
· The quality of appraisals 
· Equal opportunities for career progression 
· Staff confidence and security in reporting unsafe clinical practice 
· Organisational and management interest in, and action on, health and wellbeing 
· Staff satisfaction with level of responsibility and involvement 
· Good communication between senior management and staff 
· Support from immediate managers 

 
However, we should never stand still and there are areas within the survey that show we 
still have work to do, it is the small improvements that we can make every day that will 
ultimately improve yours and your patients experience of Portsmouth Hospitals.  Some of 
the Key Findings that are opportunities for improvement by each and every one of us are: 

 
· Staff experiencing physical violence, bullying or harassment or abuse from patients, 

relatives/public 
· Staff witnessing potentially harmful errors, near misses or incidents  
· Staff attending work despite feeling unwell because they felt pressure from their 

manager, colleague or themselves 
· Staff reporting harassment, bullying or abuse or staff experiencing physical violence 

from staff 
 

2. Budget Announcement is ‘Good News’ for Health and Social Care 
 

Chancellor of the Exchequer Philip Hammond has announced a series of measures to 
support better integration of health and social care.  The move has been welcomed by the 
NHS Confederation as news that the Government has ‘finally woken up’ to the struggles 
faced by hospitals and community services.  The announcements included: 
 
· An extra £2 billion in funding for social care across the next three years, with £1 billion 

available in the next year to allow local authorities to act now to commission new care 
packages. This funding will act as a bridge to the Better Care Fund which becomes 
available towards the end of this parliament 
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· A Green Paper to be published in the autumn setting out the options for the future 
funding of social care 

· £325 million investment in a small number of Sustainability Transformation Programmes 
(STPs) that are ready ahead of schedule, to allow the plans to proceed 

· Further investment where necessary for other STPs, with a further announcement in the 
Autumn Budget around a multi-year capital investment programme for the 
implementation of STPs across England 

 
3. NHS Mandate Confirms Additional commitments for NHS 

 
The Department of Health has published the Government’s Mandate to NHS England for 
2017/18.  The mandate to NHS England sets out the Government’s objectives for NHS 
England, as well as its budget.  The mandate for the next year seeks to reach a 95% A&E 
target by the end of 2018.  However NHS Providers question, under current demand and 
financial pressures, whether this target can be met. 
 

4. NHS Trusts Cannot Deliver in 2017/18 without More Realism, Flexibility and Support 
 

A detailed analysis by NHS Providers shows that what is currently being asked of NHS 
Trusts in the coming financial year is well beyond reach.  The report sets out how greater 
realism, flexibility and support are needed if Trusts are to deliver in 2017/18. 

 
The Report – ‘Mission Impossible? The Task for NHS Providers in 2017/18’, presents a 
detailed assessment of the demands that are being placed on NHS Trusts through the NHS 
planning guidance.  These are compared against next year’s significantly lower funding 
increases, revealing a currently unbridgeable gap.  The report sets out, in detail, the 
challenges facing the NHS in 2017/18. These include: 
 
· Absorb a projected 3.1% increase in overall demand from patients and 2.1% increase in 

costs including pay, buildings and laboratories 
· Recover key performance targets, such as for A&E and routine operations.  The 

estimated extra cost of delivering these targets across the year is £2.4–3.1 billion 
· Deliver new commitments on cancer and mental health with an estimated cost of £150-

£200 million 
· Trusts to collectively balance their books with an estimated financial performance 

improvement of £800-900 million required 
· All of this is set against sharply reduced NHS England funding, with funding increases 

dropping from 3.6% this year to 1.3% in 2017/18. 
 

The report sets out three ways on how the 2017/18 NHS Trust task could be made more 
deliverable: 
 
· NHS leaders setting more realistic performance trajectories against the key targets, as 

they have already started to do 
· Building on work already started, review whether more of the £5 billion currently spent 

on commissioning and the Department of Health and its arm’s length bodies can be 
redirected to front line care 

· Providing more support to NHS Trusts to enable them to improve performance and 
eliminate unwarranted variation more rapidly. 

 
The report points out the patient impact in 2017/18 of continuing on the current 
performance trajectory: 
 
· 1.8 million people in A & E will fall outside the target to deal with 95% of patients in four 

hours. That is half a million more than this year, and an increase of nearly 40% 
· On average 100,000 more patients than expected will wait longer than 18 weeks for 

routine surgery, 150% more than this year’s figure of 40,000 
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The report points to the increasing patient safety risk over the winter period with record 
levels of demand leading to potentially unsafe bed occupancy levels and rising numbers of 
long ambulance handover times and 12 hour trolley waits. It also highlights the increasing 
burden on NHS staff of trying to deliver impossible targets without adequate funding. 

 
5. New Patient Care Test for Hospital Bed Closures 

 
NHS England Chief Executive Simon Stevens will today announce that hospital bed 
closures, arising from proposed major service reconfigurations, will in future only be 
supported where a new test is met that ensures patients will continue to receive high quality 
care. 

 
From 1 April, local NHS organisations will have to show that significant hospital bed 
closures, subject to the current formal public consultation tests, can meet one of three new 
conditions before NHS England will approve them to go ahead: 
 
· Demonstrate that sufficient alternative provision, such as increased GP or community 

services, is being put in place alongside or ahead of bed closures and that the new 
workforce will be there to deliver it, and/or 

· Show that specific new treatments or therapies, such as new anti-coagulation drugs 
used to treat strokes, will reduce specific categories of admissions, or 

· Where a hospital has been using beds less efficiently than the national average, that it 
has a credible plan to improve performance without affecting patient care (for example in 
line with the Getting it Right First Time programme) 

 
6. Funding Must Reach Front Line for Suicide Prevention Strategy to Succeed 

 
The Health Select Committee in its final report on suicide prevention has said that the 
prevention strategy needs a greater focus on implementation.  It also highlights the 
workforce shortfall as a key barrier to successful implementation of the prevention strategy. 

 
7. Ed Smith leaves valuable legacy as he announces NHS Improvement exit 

 
Ed Smith has 2 March) announced that he will be retiring from his role as chair of NHS 
Improvement in the summer. 

 
Ed was appointed in July 2015 to oversee the creation of NHS Improvement, which was 
officially launched on 1 April 2016. 
 

8. Local News 
 
A copy of Team Brief is attached for your information. 
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Patient Safety Report 

Cathy Stone 
Director of Nursing 

Simon Holmes 
Medical Director 

Psychiatric Liaison 
• Welcome to Tade Thompson, Consultant Psychiatrist, who forms part of the Adult Mental 

Health Liaison Team 
• Single point of access now for adult mental health and older persons mental health 

liaison teams.  Please see the Mental Health intranet webpage for all contact numbers 
• The service has been extended from 8am-8pm to 8-midnight from 27 February 
 
Medication Safety 
• Covert administration – disguising medication in food/drink 
• Please always refer to section 6.7.16 of the Medicines Management Policy 
 
Information Governance 
• For external transfer of patient / staff identifiable data (PID), the secure electronic method 

is nhs.net to nhs.net, be extra vigilant when sending PID outside the organisation 
 
Datix 
• From 1 March the complaints module will be fully implemented.  CSCs will be able to 

review, investigate and respond to complaints through the Datix system  
• Also on 1 March the patient and staff experience modules will go live enabling staff to 

report low level concerns from patients, plaudits and staff excellence  
 
Do not Attempt Cardiopulmonary Resuscitation  (DNACPR) 
• Staff should continue to follow the current DNACPR policy and processes until further 

notice following the Resuscitation Council (UK) launch of the Recommended Summary 
Plan for Emergency Care and Treatment (ReSPECT) documents on Monday 27 February 
2017 15



Quality Care Review 

Quality Care Review – getting PHT to outstanding together 
 
• 24 Staff from all over the Trust supported the Quality Care Review for February  
• MSK wards were visited, this included D1, 4, 5 and  6. D4, 5 and 6 were rated as 

good with elements requiring improvement and D1 was rated as requiring 
improvement with good elements 

 
Areas of good practice noted 
 
• Good privacy and dignity reported from patients and reviewers 
• Hot boards up and working well.  
• Nil pressure ulcers for over 4 years (D4) 
 
Learning points 
 
• Feedback from patients that there are not enough Nurses 
• Patients not aware who their Nurse or Doctor was on many wards 
• Noise at night, not always from staff  
 

Next Quality Care Review – 22 March, 10.00 – 12.00 

Cathy Stone 
Director of Nursing 

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 how we can reduce noise at ward level 
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Urgent Care Transformation Programme 

Discharge 
Currently there are fewer discharges than admissions each day and 
the number of patients discharged before 09.00 is falling.  This 
prolongs the time patients wait  in the ED  and assessment units.  
What can you do to support the 1B49 initiative  increasing the 
number of patients leaving before 0900? 
 
SAFER 
We continue to relentlessly focus on the SAFER care bundle 
because this unequivocally improves flow through.  Ask and act on 
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 the ward board and on Bedview? 
• What are they waiting for and what can I do now to accelerate 

their progress towards discharge? 
 
Perfect Week 
The perfect week will take place from 18 April through to 24 April.  It 
is a week when all staff will focus on achieving the best operational 
performance and providing the best standard of care for our patients.  
Ask your Line Manager how you can support the perfect week doing 
your bit to improve the standard of care we provide 
 
Emergency Department (ED) 
The ED  team  continuously work hard to ensure  that  patients  are 
seen within 15 minutes of arriving in the department.  Currently 84% 
are seen within 15 minutes ensuring safe and timely referrals for 
admission are made within 2 hrs.  ED  need beds for admission 
throughout the day, not just in the afternoon and evening! 
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Chief Operating Officer’s Report 

Sheila Roberts 
Interim Chief  

Operating Officer 

Headlines Key Performance Standards 

Standard Target Improvement 
Trajectory 

January 
Actual Key issues and risks 

U
ns

ch
ed

ul
ed

 
ca

re
 

A&E 4 hr standard 95% 85.1% 73.7% Slight improvement on December performance of 73%. Increase of MFFD to average of 244 (221 in 
December) 

A&E 12 hr trolley wait 0 n/a 44 Highest number of breaches reported (101 yr. to date against total of 21 last yr.) 88 breaches 
confirmed for February  

Ambulance delays >60 
mins 0 n/a 485 Worsening position (349 last month) 

C
an

ce
r s

ta
nd

ar
ds

 

Cancer 2 week wait 93% n/a 96.8% Provisional position and achieved in every month year to date 

Cancer 2 week wait 
Breast Symptomatic 93% n/a 96.3% Provisional position and achieved  every month since July 

31 day FDT 96% n/a 97.7% Provisional position and achieved, standard has been achieved in every month yr. to date 

31 day Subsequent 
Chemotherapy 98% n/a 100% Provisional position, standard has been achieved in every month yr. to date 

31 day subsequent 
surgery 94% n/a 94.9% Provisional position, standard 

achieved       

62 day FDT 85% 85.2% 85.8% 

Provisional position, standard achieved 
Urology and lower GI clinical capacity and diagnostic constraints key drivers 
Additional clinical workforce secured but demand increasing 

Action plan in place, including diagnostic pathway review and sequential diagnostics, straight to test 
in place, outsourcing of routine work under way to create capacity for cancer patients. 

62 day screening 90% n/a 87.5% 
Provisional position, standard achieved in 5 months. Average of 20 patients treated against this 
standard each month so breach tolerance is only 2, any patient delays can result in failure of 
standard. 

31 day subsequent 
radiotherapy 94% n/a 94.6% Provisional position, standard achieved in every month yr. to date. 

104 day maximum wait 0 n/a 2 Both patient choice 

R
TT

 &
 D

ia
gn

os
tic

s RTT Incomplete 
Standard 92% 90.0% 89.1% Improving position supported by detailed recovery plan progress monitored weekly at assurance 

meeting 

RTT 52 wk. maximum 
wait 0 0 2 

Breaches due to admin errors.  

Additional training has been provided regarding compliance to access policy and RTT rules 
undertaken. 

Diagnostic 6 wk. 
Standard 99% 99.1% 98.4% Increased demand and clinical shortfall key contributors, particularly in MRI & CT. Significant impact 

on cancer pathways and RTT due to delays in reporting. 
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Finance Director’s Report 

Chris Adcock 
Finance Director 

How you can help 
• Familiarise yourself with your CSC/Departments plans to deliver their current best case position 
• Scrutinise all expenditure decisions in this context 
• Let us have all your ideas that could make a difference 

Year to date financial position to the end of January (Month 10) 
To recap: 
• Successful delivery of the financial control total for Quarter 1 and Quarter 2, but, expenditure run rate was higher than 

it needed to be 
Month 10 position: 
• The year to date financial position to end of January is £17.2m deficit (£14.8m adverse variance) 
• Pay expenditure is still considerably higher than plan (£7.6m adverse to plan year-to-date) (YTD) 
• The Month 10 YTD position overall was an £14.8m adverse variance to plan 
• £5.2m of this variance relates to non-achievement of Sustainability and Transformation Funding (STF) though this in 

part may still recoverable 
Year end plan was to achieve a £1.2m surplus 
• The Trust is now reporting a forecast outturn of £16.1m deficit and the Trust is progressing all items on its recovery 

plan 
2017/18 Contract and Financial Plan 
• The Trust and Commissioners are exploring the potential for an Aligned Incentives Contract (AIC) 
• Specifically designed to remove the barriers to service redesign which characterises other contract forms 
• Links to local system and Sustainability and  Transformation Plan (STP) workstreams and objectives 
• Fundamentally driven by shared values, behaviours, and objectives based on transparency, trust                             

and confidence 
• Seeks to support patient focussed innovation in the services we provide 
Next Steps 
• The Trust and Commissioners are working together on the practicalities so we can jointly launch 

this and present to all our teams 
• We are aligning our plans around this concept and we will support teams to make the changes 

these developments enable 
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Director of Workforce and OD Report 

Organisational Development 
• The Passport to Manage Competency Framework launched on 22 February, with the first of the Management 

Induction days being hailed as a great success; initial feedback has been extremely positive.  As a reminder 
this will be mandatory for all staff in line management positions.  Further information is available here or email 
O.D@porthosp.nhs.uk for more information 

• Thank you to all those who attended the fantastic Organisational Development Open Day in February.  Over 
300 staff attended and browsed stands, networked and listened to inspirational speakers.  Follow this link for 
the slides and photographs from the day.  If you have any questions about Organisational Development, or 
would like to know more about any of the subjects mentioned in the slides, please email 
O.D@porthosp.nhs.uk 

 
Occupational Health 
• Weight Watchers – All NHS staff are able to take advantage of 12 weeks FREE weight watchers membership, 

including ‘weigh ins’ at the Oasis Wellness Centre on the hospital grounds, the weight watchers app and full 
online facilities.  Call 0345 6027068 to complete the next step quoting WWRS080.  Weigh Ins start from 9 
March 2017 6pm-8pm in Oasis 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
• Remember to book yourself onto Essential Skills Training 
• Get involved with the IT Clinical Applications Workshop 
• There is still time to get yourself vaccinated against the Flu 
• Familiarise yourself with the Passport to Manage Competency Framework 

• Flu - 70.8% of frontline PHT staff have been vaccinated against flu the highest uptake ever. 
Thank you for ensuring you protect yourselves, your families and our patients. Thank you to 
all the Occupational Health team and the 57 workplace vaccinators who have worked really 
hard to ensure staff were able to access the flu vaccine in their workplace.  Debbie Hill 
(Maternity), Ashleigh Clarke (ED) Di Scott (theatres) and Nicola Lamb (Critical Care) 
vaccinated 100 or more staff against flu this season 
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Director of Workforce and OD Report 

IT 
• The Trust’s Patient Administration System (PAS) application is being upgraded week commencing 17 July, this is 

necessary due to the current version no longer being supported or developed by the supplier.  Not upgrading would 
leave the Trust vulnerable to application failures whilst being unable to meet Industry Standard Notifications (ISN's) 

• IT Clinical Applications will be commencing workshops, details of which will be sent out in due course, this early 
notification is to make you aware and to ask for cooperation in releasing staff as and when training dates are 
advertised.  For more information please contact the PAS Team externally on 02392 43 2343 or internally on 7700 
2343   
 

Learning and Development 
• It is National Apprenticeship week (6-10 March), Theresa Farmiloe and volunteers from Pathology staff will be taking 

part in a STEM (Science, Technology, Engineering & Mathematics) event from 8-10 March for 700 local schoolchildren 
to promote careers in Science and Technology at CEMAST college Lee-on-the-Solent 

• Basic Life Support compliance is at 75.4% for Jan 2017.  There is good availability for Basic Life Support training and 
course places can be booked via ESR, see ESR/Resus intranet page or contact Ext: 6110 for further info 

• Congratulations to Lisa Toft who is joining the team in the Simulation Centre on the 6 Marc as the Senior Clinical 
Educator in Simulation 

Rebecca Kopecek 
Interim Director of 
Workforce and OD 

How you can help 
• Remember to book yourself onto Essential Skills Training 
• Get involved with the IT Clinical Applications Workshop 
• There is still time to get yourself vaccinated against the Flu 
• Familiarise yourself with the Passport to Manage Competency Framework 

• Happy Retirement to Barry Hodgson, Head of Education, Training and Development for 
Healthcare Scientists and Allied Health Professionals.  Barry has worked in the NHS for 38 years, 
13 years as part of the senior team in L&D.  He spearheaded the introduction of the technical 
apprenticeship programmes here at PHT and has lead our organisation to become one of the 
major NHS NVQ provider centres here in the South.  Barry will be greatly missed, both for his 
sense of  humour and dedication to his role 
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Staff-Led Change 
 Results of the 2016  

National NHS Staff Survey 

3949 staff took the opportunity to complete and return a survey, 
representing a 58% response rate which is in the highest 20% for acute 
trusts in England and compares with 59% in 2015.     

Our overall engagement score moved from the worst 20% of all acute 
trusts in England in 2012 to above average in 2016, maintaining this 

position since the 2015 survey. 

Of the 32 Key Findings (KFs) when measured against all acute trusts in 
England: 
• 12 are in the Best 20%  
• 7 are above average 
• 7 are average 
• 3 are below average and 3 are in the worst 20%.  
 
Top ranking scores: 
 

• More staff are satisfied with flexible working opportunities 
• There is good communication between senior management and staff 
• There is recognition and value of staff by managers and the organisation 
• The percentage of staff working extra hours is low 
• There is support from immediate managers  
• There is organisation and management interest in and action on health 

and wellbeing 
 

 

Bottom ranking scores: 
• Staff recommendation as a place to work or receive treatment  
• Staff experiencing bullying or harassment or abuse from patients, 

relatives/public 
• Staff experiencing physical violence from patients, relatives or the 

public 
• Staff witnessing potentially harmful errors, near misses or incidents  
• Staff attending work despite feeling unwell because they felt pressure 

from their manager, colleague or themselves 
• Staff reporting most recent experience of harassment, bullying or abuse 
• Staff experiencing physical violence from staff Click here for the full report 

What happens now?  A full report will go to Trust Board in March, 
Trust wide actions will be  disseminated once approved.  CSC’s will 

develop their own actions plans with staff engagement. 

Detailed survey data will be available on the SOLAR system.  This can report 
by survey question down to department level.  CSC’s are encouraged to use 
this data when engaging with staff and developing action plans. 
Login information and instructions will be emailed to CSC management 
teams. 
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Employee of the Month 

The Employee of the Month was the Information Team. 
  
The information Services Team went above and beyond their call of duty when they responded to a national 
directive to produce weekend situation reports to help alleviate the pressures on the Emergency Services a 
few days before Christmas.  This team responded quickly and put together a rota of trained volunteers who 
came into the hospital and produced reports each day over the festive period in addition to their normal 
working week, necessitating short notice changes to their weekends.  Special thanks to Graham Taylor and 
Beth Williams who provided the majority of the cover over this period.  Nominator, Michelle Dixon feels that 
the team have gone the extra mile for the organisation and deserve recognition of our appreciation. 
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Research & Innovation Report 

Prof Anoop 
Chauhan 

Director of Research 

Dr Greta Westwood 
Deputy Director of 

Research 

Register now for the Research and Innovation 
Conference on 10 May 2017 

Coming soon …. 
 

PHT staff shortlisted for CRN Wessex Awards – 14 March 2017  
Dr Paul Kalra - Outstanding Chief Investigator 
Professor Pradeep Bhandari - Outstanding Chief Investigator 
Mary Wands - Support Excellence 
Amanda Hungate - Outstanding Clinical Trials Assistant 
Sophie Henderson - Excellence in Patient and Public Engagement 

Visit from NHSE Genomics 

New Consultant Forum  
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Communications 

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

As well as ongoing media 
enquiries and projects the 
Communications team have 
supported various Trust-wide 
campaigns over the last month, 
these include: 
 
• Supported MIU closure 

warning via local press, social 
media and engaging with 
community groups 

• Facebook ambassadors – 
please encourage your teams 
to nominate a colleague 

• The News’ “Great NHS 
Gamble” feature with an 
interview by Dr Sophie Gough 

• Patient case studies to 
support awareness events 
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Defence Medical South Report 

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

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

Commanding Officer  

 

 
   STTT Sierra Leone        Ex Tiger Annapurna Serpent 
 
 
 
 
 
 
 
 
Promotion for Laura Abraham,  
Operating Department Practioner (ODP) 
from Petty Officer to Chief Petty Officer 
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Fundraising Report 

PortsmouthHospitalsCharity 

@PorthospCharity 

Thanks from The Jarvis Family 
‘A year ago we finally took our son home.  He was delivered by an amazing 
team at 24 weeks and spent 17 weeks in the care of Neonatal Intensive 
Care.  We cannot thank everybody involved enough, what a superb team at 
QA who are full of love and support.  Without you, parents of babies born 
too early would crumble under the stress and anxieties that become part of 
premature life.’ 
 
Funky Glove Day raises £624.00 
Rheumatology linked in with the national ‘Funky Glove Day’ in February and 
got volunteers to knit colourful  gloves to sell in the Atrium and within their 
department to raise funds for their charitable fund 
 
Events coming up: 
23 March – Birthday Bake Off, Atrium, QAH 
23 March –  Crabtree & Evelyn Pamper and Shopping Evening, 
Gunwharf Quays 
9 April – Brighton Marathon ONLY 2 places left 

7 May Rocky Appeal Sponsored Walk –  Eastney to Spice Island 
21 May – WardWalk, Staunton Country Park    
23 April –  Southampton Marathon ONLY 5 places left 
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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 

29

mailto:allison.stratford@porthosp.nhs.uk?subject=Feedback for Team Brief


 
 

TRUST BOARD PUBLIC – APRIL 2017     Agenda Item Number: 47/17 
        Enclosure Number: (2) 

Subject: Integrated Performance Report (s) – February 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 February 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 February 
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 

 

Committees/Meetings at which paper has been approved: N/A Date 
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QAH Hospital Portsmouth Hospitals NHS Trust 29/03/2017 

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

Integrated Performance Outcomes – February 2017 
• Despite activity the Quality Metrics have remained within national parameters; with no significant deterioration noted.
• Type 1 attendances (mean)  were 282/day during February (320 in February 2016). Overall A&E performance 75.32% against the 85%

improvement trajectory. Type 1 conversion rate was 31.0%.
• 4,064 non-elective patients were treated in February, -4.89% (-209) less than in February last year which did include one extra day in the

month. The average number of MFFD patients occupying acute beds increased to 246/day; average occupancy was 96.9% (peaking at
98.8%)

• Escalation beds – average of 73 escalation beds open (maximum 89).
• 12 hour standard – 88 breaches of the standard.
• 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 5,683 (4%) more new outpatients than in the same period last year
• Elective patients –  year to date an increase of 4,091 (7%) more elective patients than in same period last year.
• RTT standard not achieved in February due to continuing pressure in unscheduled care. The Trust is delivering planned improvements in

line with the agreed RTT recovery trajectory, which has led to improvements in performance, a reduction in waiting list size and the number
of long waiting patients. This is supported by continued outsourcing, weekend outpatient clinics and demand management. RTT incomplete
position for February was  90.49%, just below the recovery trajectory of 90.9%.

• 7 urgent operations were cancelled in February but careful management meant that none were cancelled for a second time and there were
no breaches of  the 28 day guarantee.

• Diagnostic performance against the diagnostic 6 wk standard was  99.00%.
• The Trust is currently achieving 5 of the 8 national cancer standards, 62 day first definitive treatment, 62 day screening and 31 day

subsequent surgery are currently not being achieved, though  expected to improve once validation and capture of all treatments is
completed. Provisionally 4 patients were treated outside the 104 day maximum wait standard.

• Despite the continued unscheduled care pressures the Trust achieved 9 of the 13 key stroke measures, this included 86.8% of stroke
patients spending more than 90% of their hospital stay on a stroke unit and 71.4% of eligible patients receiving thrombolysis within an hour
of arrival.

• February recorded an actual deficit of £20.3m, this is £19.4m adverse to plan year to date. The February 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 £22.1m have been recorded for the year to date against a plan level of £27.9m. The Trust has spent £7.8m of capital
against a programme plan year to date of £10.7m. The Trust had a cash balance of £4.9m at the end of February which was within the
minimum level of cash holding expected of £1.0m. Currently the Trust has drawn down £40.9m of its working capital facility.

29/03/2017 
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QAH Hospital Portsmouth Hospitals NHS Trust 

Quality of Care Key Exceptions 

29/03/2017 

Q
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Su
m

m
ar

y February performance 
Exceptions in performance to note 

Indicator Dec. Jan. Feb. Comment 

Sa
fe

 

CQC: State of 
Care Report n/a • To note findings of the CQC report.

CQC: Learning, 
Candour and 
Accountability 

n/a 

• The Trust is implementing actions to meet the recommendations.
• Daily Mortality Review Panels to review all deaths within Respiratory commenced in November 2016, with roll-

out to MOPRS in February.  Plan to roll out Trust-wide over the coming year.
• Referring all deaths of patients with a learning disability to the National LeDeR programme for review.
• The Trust has received the letter from NHS Improvement regarding the requirement for improved data

collection and reporting and is working through the detail.  A further paper in relation to this is an agenda item
for the Committee part of the Board.

C.Diff 2 6 2 
• 2 patients reported with C.Diff in January against a monthly objective of 3.
• Current year-to-date position is 32 cases against an objective of 37 (annual target of 40 cases).

SIRIs 16 40 94 • Increase in SIRIs attributable to the increase in breaches of the Decision to Admit (DTA) target.

Ef
fe

ct
iv

e 

HSMR 
109.77 
(Oct.’15 –
Sept. ’16) 

110.11 
(Nov.’15 – 
Oct. ’16) 

109.82 
(Dec.’15 – 
Nov. ’16) 

• 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.

C
ar

in
g 

Dementia 
screening 63.4% 70.3% 74.8% 

• Continued improvement with Dementia Screening.
• Compliance for January and February equates to 72.55% with a quarter 4 target of 90%.

Single sex 
accommodation 0 4 0 • One non-clinically justified single sex accommodation breach confirmed for 30th January 2017 when recovery

was opened as an escalation area.  The breach affected four patients and lasted seven hours.

R
es

po
ns

iv
e 

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

79 
(2.5) 

112 
(3.6) 

120 
(4.2) 

• 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).

• There are over 50 escalation beds open to accommodate the 250+ patients medically fit to leave the hospital.
The non achievement of daily discharge targets as well as only 21% of discharges leaving before 1200 creates
delays in the early transfer of patients and the need to outlie patients which in turn increases overnight moves.

• There remains relentless focus on the implementation of the Urgent Care Transformation Programme, which in
turn will reduce the number of non-clinical moves experienced by patients.

W
el

l-l
ed

 

FFT  
ED response rate 

21% 18.1% 14.4% 
• Decrease in ED response rate to 14.4 which although below the 15% target remains above the national

average.
• Reductions noted in patients who would recommend ED both positively and negatively.
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Referral to Treatment (RTT) Incomplete standard 
• 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 service quality standards 
• Performance was 75.32% against the 95% standard and improvement

trajectory of 85%  Total attendances in February averaged 361 per
day , -39 less per day than in February last year.

• There were 88 breaches of the 12 hr trolley wait standard.
Cancer standards - Provisional
• 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 waited more than 104 days for
treatment.

Cancelled operations 
• There were no breaches of the 0 tolerance 28 day guarantee.
• 7 urgent operations were cancelled but none of these for a second

time and all 7 patients have now been treated.
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.

• Average number of medically fit for discharge patients in Trust beds
was 246 compared to 181 in February last year, and a deterioration
from 244 last month. 38
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The Trust has 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 requires 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 
recorded has been proposed to NHSi.

The year to date deficit also includes the loss of the quarter 3 STF allocation to PHT of £3.65m, and a 
further amounts of £1.217m for both January and February 2017. These sums cover both financial and 
operational performance. Overall the total STF funding not achieved year to date is £6.4m. 

The Trust continues to see high use of temporary staff to maintain urgent care services and additional 
capacity that has continued to be open due to the volume of patients that remain 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 undertook a Quarter 3 review of the forecast year end position with a view to consider recovering, 
in the remainder of the financial year, the existing deficit in addition to achieving planned levels of financial 
performance.  The financial out-turn identified under a realistic case is a £16.1m deficit. The loss of potential 
STF funding recognised as a part of this deficit projection is £7.3m. The Trust continues to consider 
mitigations in order to improve upon this figure. The forecast deficit assumes achieving an income 
agreement with Commissioners that recognises Q3 forecast outturn levels of performance. 

The Trust has spent £7.8m of capital against a programme for the year to date of £10.7m. The Trust has a 
cash balance of £4.9m at the end of February. 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 £40.9m 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.  Financing to support the forecast deficit position is being 
purused with NHSI.
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Finance and Use of Resources Metric R (Surplus)/Deficit £k R Cash £k A

Liquidity Capital  
Servicing

Overall Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date 4 4 4 Year to Date £k 888 20,276 (19,388) Year to Date £k 2,500 4,864 (2,364)
Year End Forecast 4 4 4 Year End Forecast £k (1,200) 16,118 (17,318) Year End Forecast £k 2,500 5,100 (2,600)

Income £k R Operating Expenditure £k R Capital £k A

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k 498,680 483,850 14,830 Year to Date £k 465,918 470,946 5,028 Year to Date £k 10,676 7,762 2,914
Year End Forecast £k 547,103 533,862 13,240 Year End Forecast £k 509,089 514,813 5,725 Year End Forecast £k 16,944 12,844 4,100

Cost Improvement Plans £k A Agency Cap £k A Key Risks:

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k 27,939 22,063 5,876 Year to Date £k 11,904 15,394 (3,490)
Year End Forecast £k 32,200 25,036 7,164 Year End Forecast £k 13,884 16,393 (2,509)

To date potential opportunities have been identified of 
£34.9m. Savings requirements escalate within the plan in the 
course of the year. There remain material risks associated 
with the full delivery of CIP targets. The savings figure 
reported of £22.063m year to date is gross of investments.

The trust has spent £7.8m of capital YTD, this is less than 
plan due to a linear capital profile being included in the 
original plan.

NHSI have approved carry forward of unspent CRL into 
2017/18.  This is due to nationl pressures on capital financing 
in 2016/17.

The forecast PFI capital expenditure has been reduced from 
£6.4m to £4.8m which has resulted in a reduction to the 
Capital Resource Limit (CRL) and the YTD charge against 
CRL.

The Finance and Use of Resources Metric came into effect from 
November 2016 and adds 3 further metrics to Monitor's 
Continuity of Services Risk Rating. The Trust’s overall rating at 
the end of January is a ‘4’, as is the end of year forecast (1 is the 
best on a scale of 1 to 4).  These metrics reflect the current 
liquidity issues the Trust is facing.

NB  - the best overall use of resources score that a Trust scoring 
4 on any individual metric can obtain is a 3.

The Trust is reporting a £20.276m year to date deficit at the 
end of February. This is £19.388m adverse to the Financial 
Plan submitted to NHS Improvement. The Trust continues to 
review its forecast position and CSC's have all completed 
forecast scenarios, highlighting the risk and opportunities to 
improve financial performance.  On the basis of the review 
undertaken the assessment of a financial outturn position is 
a deficit of £16.1m. The Trust is seeking ways to improve 
upon this forecast including working with Commissioners 
and the Regulator.

The plan reflects the Janaury 2017 NHSI submission and 
assumes no repayment of interim financing accessed in 
2016/17 (£21.3m).  The Trust continues to work with NHSI 
colleagues on the long term financing of the Trust and has 
escalated the lack of resolution of the long term financing 
issue.  The year end balance has been increased to £5.1m to 
reflect the capital expenditure carried forward to 2017/18.

The Trust is reporting an adverse variance on its income plan year to 
date of £14.83m.  As a part of this, the Trust SLA income has an 
under performance of £8.0m. The adverse variance against STF 
funding allocations year to date are £6.4m. Dicussions with the 
CCGs on perfomance issues are on-going relating to the treatment of 
CQUINs and payment  for activity and this carries a risk. The Trust's 
estimate of activity related income for 2016/17 is higher than 
Commissioners. Therefore, there is a risk of securing the levels of 
planned income. The Trust continues to work with Commissioners to 
find effective plans to mitigate these risks and find a joint position in 
relation to this.The financial  position reflects the Trusts assessment 
of activity and income levels delivered for the year to date position. 
The Trust had agreed Payment by Results (PbR) contracts with both 
Local Clinical Commissioning Groups and NHS England.

At the end of February the Trust is reporting a £5.0m 
overspend against operating expenditure. Pay is £8.3m 
adverse to plan year to date. The pay overspend against 
profiled budget year to date links to a continued reliance on 
premium rate staff costs to both unscheduled and scheduled 
care to maintain capacity. In addition, the on-going costs of 
additional capacity assumed to be closed as part of the 
Trusts Unscheduled Care Improvement Plan have further 
impacted on the expenditure trends against pay budgets. 
Non-pay has a favourable variance overall of £3.3m. An 
adverse postion on clinical supplies of £1.5m is offset by a 
favourable variance on drugs of £0.8m. There are 
outsourcing commitments to Non NHS Providers of £2.7m 
year to date. 

The key financial risk relates to controlling the financial 
pressures encountered in the first three quarters of the year 
and tranforming these into a financial improvement during the 
last quarter. The difficulties related to this action have 
contributed to the adverse affect cash flow resulting in debtor 
and creditor management, and potential revisions to the 
capital plan.  The key risks are: (a) Maintaining the 
performance of the budgetary control enviroment when 
encounteriing severe operational pressures (b) Achieving 
income targets (c) The identification and delivery of a full 
financial improvement plan (d) The delivery of performance 
trajectories.  

The Trusts external reporting includes the monitoring of 
agency staffing as temporary workforce costs. This covers 
in month costs and performance against agency caps. The 
rules require compliance against a ceiling set for total 
agency expenditure, the use of approved frameworks to 
procure all agency staff at rates set at or below the gradually 
reducing price caps, and introduces a maximum hourly 
wage rates for agency workers from 1 July 2016. The Trust 
is working with NHSP to pursue compliance with this issue.40
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Previous Month

Contract Group Individual Contract Plan Actual Variance Variance

NHS FAREHAM AND GOSPORT CCG 89,457 90,720 1,263 1,132

NHS PORTSMOUTH CCG 94,596 96,958 2,362 2,104

NHS SOUTH EASTERN HAMPSHIRE CCG 80,338 82,406 2,068 1,773

264,391 270,084 5,694 5,010

NHS COASTAL WEST SUSSEX CCG 7,336 7,653 317 285

NHS DORSET CCG 434 323 (110) (124)

NHS GUILDFORD AND WAVERLEY CCG 175 185 10 9

NHS ISLE OF WIGHT CCG 3,299 3,775 476 439

NHS NORTH EAST HAMPSHIRE AND 

FARNHAM CCG 168 158 (11) (14)

NHS NORTH HAMPSHIRE CCG 837 902 65 67

NHS SOUTHAMPTON CCG 1,561 1,475 (86) (51)

NHS WEST HANTS CCG 7,913 8,038 124 126

NHS WILTSHIRE CCG 535 519 (16) (15)

22,258 23,028 770 723
Wessex Area Team 

Specialised WESSEX AREA TEAM_Specialised 70,162 74,203 4,042 3,056

70,162 74,203 4,042 3,056

AREA TEAM - MILITARY 1,922 2,141 219 181

SURREY AND SUSSEX AREA 

TEAM_DENTAL 166 258 91 80

WESSEX AREA TEAM_DENTAL 5,827 6,391 563 551

WESSEX AREA TEAM_PUBLIC HEALTH 4,273 3,951 (322) (326)

12,189 12,740 552 486

Audiology any 

qualified Provider

NHS COASTAL WEST SUSSEX 

CCG_AUDIOLOGY 227 80 (147) (138)

227 80 (147) (138)

369,226 380,136 10,910 9,136

Cancer Drug Fund/Individual Funding 

Request 5,787 5,989 202 471

TRUST PLAN 14,515 49 (14,466) (12,665)

NON CONTRACT ACTIVITY 3,258 2,776 (482) (196)

23,560 8,813 (14,747) (12,390)

392,786 388,949 (3,837) (3,254)

Subtotal:

COMMISSIONERS Financial Value (£000's)

3 CCG's

Subtotal:

Other CCG's

INCOME WITHOUT CONTRACTS TOTAL:

TRUST PLAN TOTAL:

Subtotal:

Other Local Area Team

Subtotal:

Subtotal:

SIGNED CONTRACTS TOTAL:
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Performance Theme 
• The total workforce capacity increased by 30 FTE to 6979 FTE in February 17 and  is 175 FTE over the new funded establishment.

• The temporary workforce capacity increased to 494 FTE in February 17 and comprises 7.1% of the total workforce capacity. This is a
0.3% increase compared to January 17.

• The number of shifts that have breached the capped rates or are off-framework have decreased by 427 shifts to 1773 shifts in
February 17.

• The evidence collected for February 17 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 M11. The evidence collected for February 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 records at  81.9% in February 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 February 17 from 89.5% to 89.6% and continues to record above the 85% target.

• Fire Safety (face to face training) increased to 70.7% in February 17.

• Information Governance Training has increased to 91.3%. This is below the Information Governance Training target.

• 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.
 

• No whistleblowing, Safe Guarding and Professional Registration referrals were received and reported in February.
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Integrated Performance Outcomes – February 2017 
• Despite activity the Quality Metrics have remained within national parameters; with no significant deterioration noted. 
• Type 1 attendances (mean)  were 282/day during February (320 in February 2016). Overall A&E performance 75.32% against the 85% 

improvement trajectory. Type 1 conversion rate was 31.0%. 
• 4,064 non-elective patients were treated in February, -4.89% (-209) less than in February last year which did include one extra day in the 

month. The average number of MFFD patients occupying acute beds increased to 246/day; average occupancy was 96.9% (peaking at 
98.8%) 

• Escalation beds – average of 73 escalation beds open (maximum 89).  
• 12 hour standard – 88 breaches of the standard.  
•  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 5,683 (4%) more new outpatients than in the same period last year 
• Elective patients –  year to date an increase of 4,091 (7%) more elective patients than in same period last year.  
• RTT standard not achieved in February due to continuing pressure in unscheduled care. The Trust is delivering planned improvements in 

line with the agreed RTT recovery trajectory, which has led to improvements in performance, a reduction in waiting list size and the number 
of long waiting patients. This is supported by continued outsourcing, weekend outpatient clinics and demand management. RTT incomplete 
position for February was  90.49%, just below the recovery trajectory of 90.9%. 

• 7 urgent operations were cancelled in February but careful management meant that none were cancelled for a second time and there were 
no breaches of  the 28 day guarantee.  

• Diagnostic performance against the diagnostic 6 wk standard was  99.00%. 
• The Trust is currently achieving 5 of the 8 national cancer standards, 62 day first definitive treatment, 62 day screening and 31 day 

subsequent surgery are currently not being achieved, though  expected to improve once validation and capture of all treatments is 
completed. Provisionally 4 patients were treated outside the 104 day maximum wait standard. 

• Despite the continued unscheduled care pressures the Trust achieved 9 of the 13 key stroke measures, this included 86.8% of stroke 
patients spending more than 90% of their hospital stay on a stroke unit and 71.4% of eligible patients receiving thrombolysis within an hour 
of arrival. 

• February recorded an actual deficit of £20.3m, this is £19.4m adverse to plan year to date. The February 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 £22.1m have been recorded for the year to date against a plan level of £27.9m. The Trust has spent £7.8m of capital 
against a programme plan year to date of £10.7m. The Trust had a cash balance of £4.9m at the end of February which was within the 
minimum level of cash holding expected of £1.0m. Currently the Trust has drawn down £40.9m of its working capital facility. 
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Exceptions in performance to note 

Indicator Dec. Jan. Feb. Comment 

Sa
fe

 

CQC: State of 
Care Report n/a • To note findings of the CQC report. 

CQC: Learning, 
Candour and 
Accountability 

n/a 

• The Trust is implementing actions to meet the recommendations. 
• Daily Mortality Review Panels to review all deaths within Respiratory commenced in November 2016, with roll-

out to MOPRS in February.  Plan to roll out Trust-wide over the coming year. 
• Referring all deaths of patients with a learning disability to the National LeDeR programme for review. 
• The Trust has received the letter from NHS Improvement regarding the requirement for improved data 

collection and reporting and is working through the detail.  A further paper in relation to this is an agenda item 
for the Committee part of the Board. 

C.Diff 2 6 2 
• 2 patients reported with C.Diff in January against a monthly objective of 3.  
• Current year-to-date position is 32 cases against an objective of 37 (annual target of 40 cases). 

SIRIs 16 40 94 • Increase in SIRIs attributable to the increase in breaches of the Decision to Admit (DTA) target. 

Ef
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HSMR 
109.77 
(Oct.’15 –
Sept. ’16) 

110.11 
(Nov.’15 – 
Oct. ’16) 

109.82 
(Dec.’15 – 
Nov. ’16) 

• 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. 

C
ar

in
g 

Dementia 
screening 63.4% 70.3% 74.8% 

• Continued improvement with Dementia Screening.  
• Compliance for January and February equates to 72.55% with a quarter 4 target of 90%. 

Single sex 
accommodation 0 4 0 • One non-clinically justified single sex accommodation breach confirmed for 30th January 2017 when recovery 

was opened as an escalation area.  The breach affected four patients and lasted seven hours. 
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Patient moves 
(non-clinical) 
between 
0001:0700 
(average per day) 

79 
(2.5) 

112 
(3.6) 

120 
(4.2) 

• 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). 

• There are over 50 escalation beds open to accommodate the 250+ patients medically fit to leave the hospital.  
The non achievement of daily discharge targets as well as only 21% of discharges leaving before 1200 creates 
delays in the early transfer of patients and the need to outlie patients which in turn increases overnight moves.  

• There remains relentless focus on the implementation of the Urgent Care Transformation Programme, which in 
turn will reduce the number of non-clinical moves experienced by patients. 
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FFT  
ED response rate 

21% 18.1% 14.4% 
• Decrease in ED response rate to 14.4 which although below the 15% target remains above the national 

average. 
• Reductions noted in patients who would recommend ED both positively and negatively. 
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• Between September 2013 and June 2016 the CQC 
completed inspections of all 136 NHS acute non-specialist 
trusts and all 17 specialist trusts. Following the completion 
of these inspections the CQC have published their report 
‘The state of care in NHS acute hospitals 2014 to 2016’. 

 
Summary: 
 

• Most hospitals are delivering good quality care and looking 
after patients well. Their inspection reports highlighted 
many examples of how hospitals are improving and 
continuing to improve the quality of care they offer, even 
though there are constraints.  
 

• Found that some trusts have ‘blind spots’ about the quality 
of care they are delivering in a particular core service, 
even in some trusts rated good overall.  For example, 
trusts are rated good across all core services apart from 
one or two that need to improve. 
 

• All hospitals had informed the CQC that patient safety was 
their top priority, but too often organisations did not have 
an effective safety culture or reliable systems to ensure 
this. Many of the inefficiencies seen by the CQC could be 
avoided, such as hospital acquired infections, or are 
caused by poorly coordinated care. 
 

• The overarching message from the inspections is that 
effective leadership delivers high-quality care. In hospitals 
rated good or outstanding, the trust boards had worked 
hard to create a culture where staff felt valued and 
empowered to suggest improvements and question poor 
practice. Where the culture was based around the needs 
and safety of patients, staff at all levels understood their 
role in making sure that patients were always put first. 
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• Following the NHS England 
commissioned review into the failings 
at Southern Health Foundation Trust, 
the CQC undertook a review to look 
at how acute, community and mental 
health NHS trusts across the country 
investigate and learn from deaths. 

 

• To gather evidence the CQC carried 
out a national survey of all NHS trusts 
and visited 12 acute, community 
healthcare and mental health trusts, 
engaged with over 100 families and 
consulted with charities and NHS 
professionals. 

 

• There was no trust that demonstrated 
good practice across all aspects of 
identifying, reviewing and 
investigating deaths, and ensuring 
that learning is implemented. But the 
CQC found some trusts were able to  
demonstrate promising practice at 
individual steps. 

 

• The seven recommendations are set 
out in detail in the published report; 
this also includes recommended 
actions and which national body 
should lead on.   

 

• In summary the need for 
improvement was identified in the 
following areas: 

 

Areas for improvement: 
• Learning from deaths needs much greater priority within the NHS to avoid missing 

opportunities to improve care. 
• Bereaved relatives and carers must receive an honest and caring response from 

health and social care providers and the NHS should support their right to be 
meaningfully involved. 

• Healthcare providers should have a consistent approach to identifying and reporting 
the deaths of people using their services and share this information with other services 
involved in a patient's care. 

• There needs to be a clear approach to support healthcare professionals' decisions to 
review and/or investigate a death, informed by timely access to information. 

• Reviews and investigations need to be high quality and focus on system analysis 
rather than individual errors. Staff should have specialist training and protected time to 
undertake investigations. 

• Greater clarity is needed to support agencies working together to investigate deaths 
and to identify improvements needed across services and commissioning. 

• Learning from reviews and investigations needs to be better disseminated across 
trusts and other health and social care agencies, ensuring that appropriate actions are 
implemented and reviewed. 

• More work is needed to ensure the deaths of people with a mental health or learning 
disability diagnosis receive the attention they need. 
 

Trust actions 
• Daily Mortality Review Panels to review all deaths within Respiratory commenced in 

November 2016, with roll-out to MOPRS in February.  Plan to roll out Trust-wide over 
the coming year. 

• Specialty Mortality and Morbidity Meetings. 
• Referring all deaths of patients with a learning disability to the National LeDeR 

programme for review. 
• The Trust has received the letter from NHS Improvement regarding the requirement 

for improved data collection and reporting and is working through the detail.  A further 
paper in relation to this is an agenda item for the Committee part of the Board. 
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CQC review into deaths and Learning Disability Mortality Review (LeDeR) programme 
 
• Following the CQC publication ‘Learning, candour and accountability: A review of the way NHS trusts review and investigate deaths 

of patients in England’ the CQC and NHS Improvement (NHSI) have written to Medical Directors of acute, mental health and 
community Trusts outlining the governance arrangements and processes to accommodate the review and reporting of deaths. 
 

• NHS England are supporting the roll out of the LeDeR (Learning disabilities mortality review) Programme which will deliver the 
mortality reviews for people with a learning disability as outlined by CQC and NHSI and help meet the governance arrangements. 
 

• The Trust has been actively participating in the Wessex LeDeR pilot since 1st August 2016.  
 

• The Trust made a notification of the death of a patient with learning disabilities on 14th December 2016 and is awaiting feedback from 
the programme. 
 

• Solent NHS Trust have made two notifications. The Trust has provided chronology reviews to Solent for these two patients as part of 
the review as they were both inpatients at the Trust prior to their deaths in the community. 
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Changes to Statutory Midwifery Supervision 
 
• Following the issues at Morecambe Bay a review of 

Midwifery supervision (SOM) has led to a change in the law 
that removes supervision from statute on 31st March 2017. 
 

• The accountability for the safety of midwifery practice; 
therefore, moves from the Local Supervising Authority to 
the Trust accountable midwife (Director of Midwifery). 
 

• The new model is now in place and further guidance will be 
issued when the pilot sites report back in April. 
 

• The SOMs will become Professional Midwifery Advocates 
(PMA); supported by a new model A-EQUIP (Advocating for 
education and quality improvement – please see diagram). 
 

• The biggest change is that SOMs will not be conducting  
investigations into midwifery practice or supporting women 
with complex needs. 
 

• SOMs will not be providing 24 hour on call support to 
midwives and mothers. This function is now going to be 
piloted for 3 months by the team of band 7 midwives. 
 

• The Trust recently presented the internal processes to the 
NHS Improvement Director of Nursing and was 
commended for the pro-active approach taken. 

 

52



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 

Pressure Ulcers (reporting only) 

29/03/2017 

Sa
fe

 –
 P

re
ss

ur
e 

U
lc

er
s 

February position  
Avoidable hospital acquired grade 3 and 4 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. 

 

Unavoidable hospital acquired pressure ulcers 
• The Trust confirmed 3 unavoidable grade 3 pressure ulcers in February. This is a decrease on the 4 

unavoidable grade 3 pressure ulcers reported in January. 
 

Grade 1 and 2 pressure ulcers 
• The Trust confirmed a total of 24 grade 1 and 2 pressure ulcers in February (13 grade 1 and 11 

grade 2), compared to 21 in January (11 grade 1 and 10 grade 2).   1 of which related to a medical 
device.   

• The Tissue Viability Nurse (TVN) team were unable to validate 6 grade 1’s and 3 grade 2’s as the 
patient had either been discharged, passed away or resolved (if a resolved grade 1 it may have been 
an inaccurate diagnosis). 

 

Actions and progress to date 
• Education about the new continence formulary is progressing well, with positive feedback being 

received from staff and the Patient Experience Group. The new formulary will be launched on 1st 
April 2017. 

• The TVN team are planning for two education days to be held in May.  These will focus on the 
dressings available on the Trust wound formulary, providing information and support on the goals of 
wound healing and which dressings are appropriate for which wounds. 

 

Present on admission 
• A total of 132 ‘present on admission’ pressure ulcers were reported in February compared to 141 in 

January. 
• Following review by the TVN team of all present on admission pressure damage, 76 of the 132 

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 in 

February which is comparable to January. 
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Pressure ulcers – Skin bundle compliance (reporting only) 
February position  
 
• Compliance is set against the overall audit 

submission rates, which for February 
stands at 95%, an decrease of the 
January figure of 99%. 
 

• Compliance with the SKIN bundle for 
February has decreased to 94%, 
compared to 95% reported in January.  
 

• Compliance with Braden for February has 
increased to 94%, compared to 87% 
reported in January. 

 

Actions and progress to date.   
 

 

• The low compliance within the Medicine 
and Emergency Medicine CSC is noted. 
AMU have commenced intensive support 
which includes 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% ↔ 100% ↔ 100% ↔ 

Emergency Medicine 50% ↓ 75% ↑ 86% ↑ 

Head and Neck 100% ↔ 95% ↔  100% ↔ 

Renal 100% ↔ 70% ↓ 84% ↓ 

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

Surgery 100% ↔   98% ↑ 95% ↓ 

MOPRS 97% ↓ 91% ↑ 93% ↓ 

MSK 94% ↔ 96% ↑ 88% ↓ 

Medicine 100% ↔ 93% ↑ 88% ↑  

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

CHAT 100% ↔ 100% ↔ 100% ↑  

Trust total 95% ↓ 93% ↑ 94% ↓ 

 Braden and SKIN Bundle compliance 

Month Braden SKIN Bundle Submission rate 
February 93% 94% 95% 

January 87% 95% 99% 

December 94% 97% 95% 
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February position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic 

harm. 
 

• There has been a total of 4 confirmed falls incidents in February.   
- 1 was reported as having resulted in the death of the 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 occurred at the end of 
February; as this was reported as a SIRI in March this 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.   

• There are currently 11 moderate harm incidents yet to be confirmed. 
 

Actions and progress to date 
• The falls training program continues, with a falls Champion Study day 

scheduled for March.  
• The Trust is part of the NHS Improvement Collaboration ‘90 day improvement 

plan for falls’ and has completed the first 30 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. 

• The Falls Policy has been reviewed and updated. 
• The Trust has registered to take part in the National Falls Audit in May 2017. 
• The Royal College of Physicians have recently released 2 new tools for 

Health Care Professionals to aid with falls prevention. These include advice 
on completing Lying and Standing Blood pressure. The Trust has been using 
the original pilot information for several months and is intending to launch the 
final version, along with the new Vision Assessment tool, at the Falls 
Champion Study day in March. 

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

CSC Level of harm 
None Low Moderate Severe Death 

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

Emergency 
Medicine 15 10 1 0 0 

Head & Neck 4 0 0 0 0 
Medicine 51 17 1 0 1** 
MOPRS 43 13 0 0 0 
MSK 32 2 0 1* 0 
Renal 5 0 0 0 0 
Surgery & 
Cancer 29 12 0 2** 0 

Women & 
Children 1 1 0 0 0 

Total 185 57 2 3 1 
* Incident occurred at the end of February and reported as a SIRI in March. 
** Reported as SIRIs in February. 

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 February, 
comparable to January. 
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February position  
Target: Monthly monitoring of incidents resulting in moderate, severe or catastrophic 

harm.  
 

• The Trust reported a total of 158 medication incidents in February, of which: 
- 3 were reported as resulting in moderate harm (1x Medicine,1x MSK and 

1x Emergency Medicine) all of which are currently under investigation.  
- 15 were reported as low harm and 140 as no harm. 
 

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

 

• The current year-to-date position is 10 confirmed medication incidents, 
(1 resulting in severe and 9 resulting in moderate harm).   

 

• There are currently 7 moderate harm incidents 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 increased focus on providing safety event feedback to 
individual junior doctors concerning prescribing errors to improve feedback 
and learning, which has been well received.  
 

• The NHS Protect Security Audit has been carried out across the Trust. This 
required each ward / department to assess medication security in their 
areas. The results will be reported and reviewed at the next Medication 
Safety Committee.  The findings combined with results of recent CD audits, 
will assist in a renewed focus on Controlled Drugs compliance. 
 

 

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. Sa
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Medication (Contract & Quality Account) 
Medication incidents – February 2017 

CSC Level of harm 
None Low Moderate Severe 

CHAT 4 0 0 0 
Clinical Support 12 1 0 0 
Emergency Medicine 34 3 1 0 
Head & Neck 3 0 0 0 
Medicine 24 1 1 0 
MOPRS 21 3 0 0 
MSK  7 1 1 0 
Renal 4 1 0 0 
Surgery & Cancer 19 4 0 0 
Women and Children 12 1 0 0 

Total 140 15 3 0 
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February position  
Target: Submit data to the National Patient Safety Thermometer 
 

• The Trust achieved 100% data collection for February.  
• 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 February, the Trust recorded in-patient harm free care of 98.5% which 

is a increase to the 97.8% recorded in January. 
• The total harm free care, which includes pre-hospital admission harm 

events, has increased slightly from 95.8% in January to 96% in February.  
This is above the national average of 94.0% (HSCIC  February 2016 – February  
2017. Official statistics published  8th March 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 

February 2017 96.0% 
(1,105) 

98.5% 

January 2017 95.8% 
(1,106) 

97.8% 

December 2016 96.2% 
(1,095) 

97.9% 

Types of harm 

Types of harm Dec 2016 Jan 2017 Feb 2017 
Pressure ulcers 
(new and old) 

26 31 30 

Falls 4 7 8 
Catheter and UTI 7 5 6 
VTE (new) 5 3 2 
Total patients 1,095 1,106 1,105 
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Healthcare Acquired Infection (National) 
February position  
 

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

• 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.  
• The Trust’s year to date 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 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). 

• The Trust’s year-to-date position is 32 cases against an objective of 37 (annual target of 40 cases). 
 
 

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

• There was 1 patient reported with MSSA bacteraemia attributed to the Trust in February. 
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Venous Thrombo-embolism Screening (National) 
  February position  
 

VTE Screening 
Target: 95% per month 
• 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%. 
 

VTE Appropriate prophylaxis 
Target: Monitoring and reporting 
• The VTE appropriate prophylaxis figure for February is 96.1% (subject to 

validation); compared to the January figure of 95.8%.  
 

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

• 85 VTE events were reported in February compared to 90 in January.  
 

- Of these 22 were hospital associated events (HAT), compared to 18 in 
January and 63 were community associated events (CAT) compared with 
72 in January. 

 

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

Actions and progress to date 
• VTE risk assessments improved further in the majority of areas and support 

has been offered to improve processes.  
• The current pressures within  the Emergency Corridor are affecting VTE 

assessment compliance within AMU, in particular relating to patients who 
are being cared for whilst awaiting a physical bed space. 
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Serious Incidents Requiring Investigation 
 (SIRIs)  (Contract and National) 
February position 
 

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

• 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. 

 
 

SIRIs over 60 day deadline 
Target: Monitoring and reporting 
 

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

• No SIRIs submitted in February breached the 60 working 
day target  

Never Events  
Target: 0 (zero) 
 

• 0 (zero) Never Events were reported in February. 
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.  

SIRI CSC 
IG breach – email sent to Warfarin Clinic patients with all other 
patients PID (x1) 

Clinical 
Support 

Unexpected readmission in cardiac arrest post discharge from ED 
(x1) Emergency 

Breach of DTA target (x83) Emergency 
Catastrophic bleed during stomaplasty surgery (x1) Head & Neck 
In-patient fall potentially contributing to death  (x1) Medicine 
Patient death following discharge post unsuccessful tunnel line 
attempt (x1)  Renal 

Dressing discovered in wound, not likely to be from previous 
surgery (does not meet Never Event criteria) (x1) Surgery 

Unplanned admission to ITU following cardiorespiratory arrest due 
to aspiration (x1) Surgery 

Inpatient fall resulting in fracture requiring surgical intervention (x2) Surgery 
Failure to recognise deteriorating patient (x2) Surgery 
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Patient safety incidents (excluding SIRIs) (Contract) 
February position 
Target: Increase in overall reporting of low and no harm incidents and 
reduce severity of harm 
• At the time of reporting 1,570 incidents had been reported in 

February; the top three reported incident categories are: 
- Tissue Damage: 290 events (21.9%). 
- Pathology/Blood: 274 events (14.9%). 
- Clinical Event (Other): 253 events (13.6%). 

• This compares with Tissue Damage, Clinical Event (other), 
Slips Trips and Falls in January 

• 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 additional Datix reporting function in relation to plaudits 

was launched successfully on 1st March 2017. The 
functions relating to ward level concerns and staff 
excellence have been delayed due to technical issues. 

• The next 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 March 2017.  

Month Reported incidents 
at time of report 

Confirmed incidents at time 
of report 

February 2017 1,570 386 
January 2017 1,512 807 
December 2016 1,473 928 
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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 February 15 - February 
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, which incorporated the new 
simpler reporting form. 

• The second graph shows total confirmed 
incidents by severity for the period April - 
February 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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February position  
 
 
Coroners recommendations – Regulation 28 reports (previously referred to as Rule 43 letters – to prevent future deaths) 
Target: Monitoring and reporting 

 

• The Trust received no Regulation 28 reports in February.  
 
 
Central Alert System (CAS) Alerts over deadline 
Target: Monitoring and reporting 
 
• 6 alerts were issued in February, 2 of which are currently being assessed for relevance and have action due dates of August 2017. Of 

the remaining 4  alerts, 3 were not applicable to the Trust and 1 has had all actions completed; these have now been closed on the 
Central Alert System. 
 

• 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
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National Patient Safety Stage 2 Alert (NHS Improvement) 
 
• The Trust has received a Stage 2 National Patient Safety Alert ‘Nasogastric tube misplacement: continuing risk of death and severe 

harm’ which requires action by 21st April 2017. 
 
• Within the alert there are 5 key actions: 

 
1. Identify a named executive director who will take responsibility for the delivery of the actions required in this alert. 

 

It has been agreed that this will be the Director of Nursing. 
 

2. Undertake a centrally coordinated assessment of whether the organisation has robust systems for supporting staff to deliver 
safety-critical requirements for initial nasogastric and orogastric tube placement checks. 

 

An assessment has been undertaken which has demonstrated that the Trust is compliant with 13 of the 14 requirements. 
 

3. If the assessment identifies any concerns, use the resources supplied with this alert to develop and implement an action plan to 
ensure all safety-critical requirements are met. 

 

The outstanding requirement relates to training and competency.  The Trust is required to provide assurance in relation to staff 
competencies.  To assist with this the Practice Educators are being requested to undertake an audit of Nursing competency 
rates within their clinical areas.  A discussion is to take place with the Director of Education to identify means of improving 
competency rates for junior doctors. 

 
4. Share this assessment and agree any related action plan within relevant commissioner assurance meetings. 
 

This will be included on a forthcoming agenda for the Clinical Quality Review Meeting with Commissioners. 
 

5. Share the key findings of this assessment and the main actions that have been taken in the form of public board paper.  
 

Completed.  The findings of the assessment are available upon request. 
 Sa
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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.   
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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. 

February position: 
a) The Trust is achieving the 1% reduction target for both 

Tazocin (9%) usage and carbapenem (29%) usage against 
the 2013/14 baseline. Alternative antibiotics have been 
suggested to achieve this, hence, the total antibiotic CQUIN 
remains over projection as predicted. 
 

b) The 72 hour review of antibiotic prescriptions continues with 
88% having had review within 72 hours in February. 

• It has been identified that in October compliance was 90%, 
rather than the 82% reported.  This gives a quarter 3 
compliance of 89%, rather than 86% as previously reported. 

Actions and progress to date 
• The results and feedback from the antimicrobial prescribing 

audit will be disseminated along with key messages to 
improve compliance with the CQUIN. 
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February position  
 
 

Acute Kidney Injury (AKI)  
Target: 90% (on average each quarter) compliance with reporting the 4 mandated data sets on discharge summaries. 
 Reduction (from 2015/16) in hospital acquired stage 3 AKI (reviewed 6 monthly) 
 
• The Trust achieved 92% compliance with the mandated items on the discharge summary in February. 

 
• The Trust is aiming to reduce the number of hospital acquired Stage 3 AKIs (AKI Alerts triggered ≥48 hours after admission); this will 

be reviewed in March by comparing AKI episodes recorded during the 2015/2016 financial year. 
 

• 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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February position  

CQUIN Details Current status Feb 2017 
(M11 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.  • Q3 achieved and reported to 
commissioner. 

• Q4 actions under way on time. 
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.   

• Q3 achieved and reported to 
commissioner. 

• Q4 actions under way on time. 
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. 

• Q3 achieved and reported to 
commissioner. 

• Q4 actions under way on time. 

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

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

• Q3 achieved and reported to 
commissioner. 

• Q4 actions under way on time. 
Disputed Q2 

68



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 29/03/2017 

Ef
fe

ct
iv

e 
- M

or
ta

lit
y 

Mortality indicators: HSMR and SHMI (Contract and Quality Account) 
February position  
 

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

• The updated Trust HSMR for the 12 months to November 2016 is 109.82.  
This represents a decrease on the rate previously reported for the 12 
months to October 2016 of 110.11.  This sits within a confidence interval of 
104.81 – 115.01.  The Trust HSMR is now classed as high as the lower 
confidence interval is above 100. 

 

• The weekday HSMR for emergency admissions has increased from the 
previously reported figure, and the weekend HSMR has shown a decrease. 
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.   
 

• The rate reported last month of 111.04, was an error due to the parameters 
used in the Dr Foster search. 

 

• 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  
 December 2015 – November 2016 
 
Weekday HSMR: 111.11  
 

Weekend HSMR: 108.62 (within expected range) 

HSMR:  December 2015 – November 2016 
 
HSMR: 109.82 (within expected  range) 

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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February 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 February, although 
compliance has improved to 74.8%, compared to 70.3% recorded in January 
and 63.4% in December. 

• A total of 427 patients have been assessed, from a maximum of 571 eligible 
patients; which is a decrease in the number of patients requiring assessment 
since January. 

• Performance data has been sent to the Chiefs of Service to instigate actions 
to recover the position and the daily distribution lists for all outstanding 
assessments are now sent to the Chiefs of Service and Clinical Directors. 

 
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.  
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Dementia (Contract) 
Dementia compliance 

 
December 

2016 
 

 
January 

2017 
 

February 
2017 

Step 1 63.4% 
 

70.3% 
 

74.8% 

Step 2 100% 100% 100% 

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

February position  
 

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

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

• One non-clinically justified single sex accommodation breach has been confirmed for 30th January 2017 when recovery was opened 
as an escalation area.  The breach affected four patients and lasted seven hours. 
 

• Key learning included the need for improved education and induction processes for surgical ward nurses who are deployed to this 
area, particularly at weekends.    
 

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

Facilities single sex accommodation breaches 
Target: Monitoring and reporting 
 

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

• 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. 

 

• The revised Delivering Single Sex Accommodation Policy, which includes guidance for Day Case areas and the Discharge Lounge 
when opened as escalation areas, was ratified at Governance and Quality Committee on the 9th March 2017.  

 

• 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 Director of Nursing, Deputy Director of Nursing and the Lead Nurse for Single Sex to ensure compliance. Overall compliance 
is very good.  71
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February position  
Target: Monitoring and reporting 
 

• A total of 63 complaints 
were received in 
February, a continued 
increase from 54 received 
in January.  
 

• Reporting per 1,000 
contacts is one month 
arrears; data for January 
equates to 0.65 compared 
to 0.49 in December.  

 
• To date 30 complaints 

received in January have 
been responded to (27 
within 30 working days); 
12 remain on target. 
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Complaints (Contract and National) 

JANUARY UPDATE - Complaints 

Sent within 30 working days 27 50% 

Sent after 30 working days 3 6% 

Ongoing past 30 working days 12 22% 

Ongoing still on target 12 22% 

CSC Jan-17 Feb-17 
CHAT 1 3 
CSS 2 2 
EMERGY 14 13 
H&N 4 5 
MED 8 14 
MOPRS 4 4 
MSK 5 7 
RENTRA 0 0 
S&C 9 6 
W&C 7 9 
TOTAL 54 63 

Green (Low risk) 18 29%

Yellow (Moderate risk) 35 55%

Amber (High risk) 10 16%

Red (Extreme risk) 0 0%

 Month  
No. of Complaints received Variance 

year on 
year 

Variance 
month on 

month 2013/14 2014/15 2015/16 2016/17 
February 62 60 67 63 ▼4 ▲9 
January 61 58 58 54 ▼4 ▲18 
December 47 39 38 36 ▼2 ▼21 
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February 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 has received 
two new notifications from 
the PHSO. 
 

Plaudits 
Target: Monitoring and 

reporting 
 

• The Trust received 789 
messages of appreciation 
during February. 
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Complaints (Contract and National) 
Complaints Subjects - February 2017 
ACT Aspects of clinical treatment  25 40% 
ADT Admission, discharge & transfer 13 21% 
AOS Attitude of staff 9 14% 
CPWO  Communication  6 9% 
APDELO Appt delay/cancellation 

Outpatient 4 6% 

AIDS Aids and appliances  1 2% 
CONSEN Consent to treatment 1 2% 
EOLC End of life care 1 2% 
TRANS Transport 1 2% 
APDELI Appt delay/cancellation Inpatient 1 1% 
ACCESS Access to treatment 1 1% 

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 12 6 0 2 4 
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Complaints, PALS (Contract) 
February position  
 

PALS contacts  
Target: Monitoring and reporting 
• 568 contacts were handled by PALS in February, a slight 

reduction from 667 in January. 
Types of contacts (concerns) 
• 189 contacts involved concerns about care and treatment.. 

74% of which were resolved within 5 working days.  This 
compares to 212 in January. 

 

Types of contacts (other) 
• 379 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). 

February – Trust wide themes Complaints PALS Total 
Aspects of Clinical Treatment 25 21 46 
OP Appt delay/cancellation  4 42 46 
Communication 6 47 53 
Admission, discharge & transfer 13 15 28 
IP Appt delay/ cancellation  1 27 28 
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Patient Moves 
February position  
Target: <3 non-clinical moves after 2100 
 

• Relentless focus continues on the implementation of the Urgent Care 
Transformation Programme, which in turn will reduce the number of non-
clinical moves experienced by patients. 
 

• In February the number of reported non-clinical moves between 2100 and 
midnight decreased to 174.  This equates to an average of 6.2 non-clinical 
moves per day, significantly above the target.  Risk assessments were 
undertaken for all patients prior to their move. 

  

• The number of non-clinical moves after midnight increased to 120 from 112 in 
January; equating to an average of 4.2 per day.  
 

• The Trust has over 50 escalation beds open to accommodate the 250+ 
patients medically fit to leave the hospital.  The non achievement of daily 
discharge targets and with only 21% of patients being discharged before 1200 
creates delays in the early transfer of patients and the need to outlie patients 
which in turn increases overnight moves. 

Patient moves 

Month 
2100 - 0000 0001 - 0700 

No. Average 
per day No. Average 

per day 

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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February 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 decreased from 4,001 in January to 3,460 
in February. This is partly due to the shorter month 
and is comparable to last year. 

 

• There has been a decrease in the response rate for 
the Emergency Department from 18.1% in January 
to 14.4% in February; therefore not achieving the 
required 15% target. This is below the 15% target 
but remains above the national average of 12.3% in 
January. Recovery work is underway with the 
areas. 

 

• The In-patient response rate has increased from 
28.6% in January to 30.6% in February and 
remains above the national average of 23.1% in 
January. 
 

Outpatient Department (OPD) 
• In February, 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 
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Friends and Family Test (FFT): Increasing response rate in In-
patient areas and ED (National) 

Friends and Family Response rates 

Month 

Total response rate 
(responses / eligible patients) 

ED 
Target: 15% 

In-patient 
Target:  not fall below 15% 

Trust National 
average Trust National 

average 

February ‘17 14.4% 
1197/8303 

- 30.6% 
2263/7395 

- 

January ‘17 18.1% 
1654/9134 

12.3% 28.6% 
2347/8204 

23.1% 

December  ‘16 21% 
1913/9119 

11% 31.6% 
2482/7845 

21.9% 
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Friends and Family Test Improving positive responses in ED, 
In-patient areas and maternity(National) 
February position  
 

Improving positive responses 
 

Emergency Department: 
 

• The reported satisfaction rate has decreased slightly 
from 95.2% in January to 94.3% in February. The 
Trust continues to exceed the national benchmark 
of 87% in January.  
 

• The number of patients who would not recommend 
ED has increased to 2.3% in February compared to 
1.6% in January. This remains significantly better 
than the national average of 8% in January. 
 

In-patient areas: 
 

• The reported satisfaction rate has remained 
constant at to 97%. This is above the national 
average of 95% in January. 

 

• The number of patients who would not recommend 
in-patient areas also remained at 0.5%. This is 
below the national average of 2% in January. 

 

Maternity: 
 

• There has been slight decrease in the reported 
satisfaction rate to 98.6% compared to 99.3% in 
January. Maternity services however consistently 
continue to compare favorably against the national 
benchmark of 96%.  

Emergency Department - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

February ‘17 94.3% - 2.3% - 

January ‘17 95.2% 87% 1.6% 7% 

December ‘16 93.4% 86% 1.2% 8% 

In-patient - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

February ‘17 97% - 0.5% - 

January ‘17 97% 95% 0.5% 2% 

December ‘16 95.6% 95% 1% 2% 

Maternity - Improving positive responses 

Month 

% recommend 
(positive) 

% not recommend 
(negative) 

Trust National 
average Trust National 

average 

February ‘17 98.6% 1.4% 

January ‘17           99.3%            0.7% 

December ‘16 100% 0% 77
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February 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 a slight increase in February to 17.6%.  Staff have been 
informed of the importance in proactively encouraging women to complete the forms for question 2. 
The Clinical Lead Midwife for labour ward will also be liaising with staff to encourage an increase in 
completion. 

 
 

Actions and progress to date: 
• There has been a slight improvement in the response rate for question 1 and staff will be encouraged 

to continue to complete the forms during the antenatal period. Response rate for question 4 has 
significantly reduced and is likely to be due to staff absence and increased activity. The figures will 
be shared with staff and the postnatal Co-ordinators will continue to encourage the community 
midwives and support workers to ensure the forms are completed during the postnatal period. 

 

Response themes: The majority of responses are positive. 
 

Positive comments:  
All staff and midwives were brilliant. They were friendly and very caring and supportive. The facilities 
were superb, everything was clean and we received high standard of care. Very impressed. Good 
communication and very informative. Always around to answer questions. 
 

Negative comments:  
• Car parking!!  - This is managed by the Trust and external agency. 
• Discharge could be quicker. We waited 5 hrs for paperwork after we were told we could go - The 

team are working on a mutli-disciplinary process to try to improve timeliness of discharges. 
• Some conflicting advice regarding breastfeeding techniques. - The infant feeding specialist midwife 

is ensuring that all staff, midwives and maternity support workers receive consistent training and 
support. Women may be encouraged to try different techniques to encourage the successful 
establishment of breastfeeding initially which may seem to be conflicting for women. Staff are aware; 
however, that the rationale for care should be fully shared and discussed. 
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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. Dec 16 Jan 17  Feb 17 

1. 2.1% 11.3% 12.7% 

2. 25.7% 16.5% 17.6% 

3. 34.9% 31.6% 33.2% 

4. 15.5% 12.6% 6.6% 

Rate 19.3% 17.4% 17.3% 

78



QAH Hospital 

 
Portsmouth Hospitals NHS Trust 29/03/2017 

Performance Against NHSi Accountability Framework February2017 
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NHS Constitution performance key Standards - February 
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Referral to Treatment (RTT) Incomplete standard 
• 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 service quality standards  
• Performance was 75.32% against the 95% standard and improvement 

trajectory of 85%  Total attendances in February averaged 361 per 
day , -39 less per day than in February last year. 

• There were 88 breaches of the 12 hr trolley wait standard. 
Cancer standards - Provisional 
• 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 waited more than 104 days for 
treatment. 

Cancelled operations  
• There were no breaches of the 0 tolerance 28 day guarantee. 
• 7 urgent operations were cancelled but none of these for a second 

time and all 7 patients have now been treated. 
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.  

• Average number of medically fit for discharge patients in Trust beds 
was 246 compared to 181 in February last year, and a deterioration 
from 244 last month. 80
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Cancer Standards Target Improvement 
Trajectory

January 
current January Forecast Improvement 

Trajectory
February 
current February Forecast

2 week wait 93% n/a 96.8% Currently achieving standard n/a 97.5% Currently achieving standard
2 week wait Breast 
Symptomatic 93% n/a 97.3% Currently achieving standard n/a 95.6% Currently achieving standard

31 day FDT 96% n/a 98.6% Currently achieving standard n/a 98.4% Currently achieving standard
31 day Subsequent 
Chemotherapy 98% n/a 100% Currently achieving standard n/a 100% Currently achieving standard

31 day subsequent surgery 94% n/a 95.0% Currently achieving standard n/a 90.0%

60 treatments with 6 breaches (average 60 
treatments tolerance of 4 breaches) low 
treatments, breaches exceed tolerance, 

unvalidated  potential to recover position when 
all treatments recorded and validated

62 day FDT 85% 85.2% 86.4% Currently achieving standard 85.3% 82.5%
 105.5  treatments 19.5  breaches (average 
treatments 125 tolerance 19 breaches) low 
treatments potential to recover when all 

treatments recorded and validated

62 day screening 90% n/a 88.1%
21 treatments 2.5 breaches (average 20 

treatments, tolerance 2 breaches) Unlikely to 
recover

n/a 72.7%
11 treatments 3 breaches (average 20 

treatments, tolerance 2 breaches) treatments low 
and within breach tolerance likely to recover 

when all treatments recorded.
31 day subsequent 
radiotherapy 94% n/a 94.8% Currently achieving standard n/a 98.7% Currently achieving standard

104 day maximum wait 0 n/a 2 both patient choice n/a 4 1 unfit requiring emergency non-cancer surgery, 
3 multiple complex diagnostics

62 day consultant upgrade 86%* n/a 50% 1 patient treated >than standard - potential to 
recover n/a 66.7% 2 shared breaches one treated outside target, 

unvalidated position

RTT & Diagnostic Standards Target Improvement 
Trajectory

January 
current January Forecast Improvement 

Trajectory
February 
current February Forecast

RTT Incomplete Standard 92% 90.0% 89.1% final positon against forecast of 88.6% 90.9% 90.5% Final Validated position

RTT 52 wk. maximum wait 0 0 2
admin errors, 1 patient has been treated the 

other is being progressed but patient 
compliance an issue

0 2 confirmed patient non-compliant telephone 
consultation arranged

Diagnostic 6 wk. Standard 99% 99.1% 98.4% currently forecasting 92 breaches 32 MRI CT 16 
small numbers across other modalities 99.1% 99.0%

currently forecasting 58 breaches against a 
tolerance of 58, CT breakdown lead to 

cancellation of 56 patients 

Cancer Submission Deadlines January final submission date  7th March February final submission date  4th April
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Contractual and Local Standards – February Performance 
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Ambulance delays 
• 337 patients experienced an ambulance delay of more than 

30 minutes. (503 last month) 
• 279 patients experienced a delay of more than 60 minutes  

(485 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 December was that 53.6% of 
stroke patients were admitted to the stroke unit within 4 hrs. 

• Performance against the 90% stay target was 83.1%. 
• The service improved to 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 89.7% 

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

75.4% against the 70% standard. 
RTT Backlog and long waiters 
• The overall waiting list size reduced by -99 and the backlog 

of patients waiting more than 18 wks. reduced by 422. 
• The number of patients waiting over 35 weeks was 215. 
Cancer 62 day consultant upgrade (provisional) 
• The standard has provisionally not been achieved for 

February. 
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February performance against the 4-hour A&E and 12 
hr Trolley Wait standards. 
Performance against the 4 hr standard was 75.32% for the 
month, compared  to 73.66% in January, and against the 
improvement trajectory of 85%.  There were 88 breaches of the 
12 hr Trolley Wait Standard during February.   
 
Contributing factors 
• QA type 1 attendances 282 per day compared to 320 per 

day last February.  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 4,064 emergency patients (an average of 
145 per day compared to 153 per day last February).  Bed 
occupancy was 96.9% (maximum of 98.8%) and there was 
an increase in medically fit patients waiting for packages of 
care / placement (average 246 per day  compared to 244 last 
month).  Reportable delayed transfer of care  performance 
was 6.2% 

 
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 elderly 
care wards.  

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

Exception Report : A&E waiting time standard performance 
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Exception Report: Stroke Contract Service Standards  
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January  Provisional Performance against key Sentinel 
Stroke National Audit Programme (SSNAP) using DIY 
analysis toolkit: Reported in arrears 
• 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%) 
• Patients thrombolysed within 1hr: 71.4% achieved (standard 55%) 
• Swallow screen ≤ 4hrs: 75.4% and not achieved (target 85%)  month 
• Speech and language assessment within 72hrs: achieved 92.3% and 

improved on previous month  (standard 90%) 
• Overall the service improved to level B. 
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.   

Actions and progress to date 
• Continued analysis of reasons for non achievement of 1 hr scans 

particularly out of hours. 
• ‘Direct to CT’ pathway continues to show improved ‘door to needle’ 

times for potential Thrombolysis patients (current median time 42 
mins) 

• Continued monitoring of Occupational therapy performance and 
impact of vacancies on service. Locum to be considered. 
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February 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 
February there were 88 breaches of the standard. 
 
Contributing factors 
• Trust  experienced significant unscheduled care pressures in February. To 

cope with demand the trust had between 59 – 89 additional escalation beds 
open and experienced a bed of occupancy of between 96.9% and 98.8%. 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.  

Exception Report : A&E waiting time 12 hr standard  
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Exception Report: Referral to Treatment (RTT) 
February Performance against Incomplete RTT standard  
• 90.49% achieved against the 92% standard (at aggregate level) and 

against the revised improvement trajectory of 90.9%.  
• During February the number of patients waiting more than 35 wks. 

increased by 7, however the number waiting more than 40 wks. reduced by 
9. 

• There were 2 breaches of the 52 wk. maximum wait standard. 
• There were 28,752 patients waiting for treatment 2,735 of these had 

waiting more than 18 wks. 
Contributing factors 
• There has been significant unscheduled care pressure and in anticipation 

of this the demand, the elective programme was reduced to urgent and 
cancer patients, with limited routine inpatient surgery undertaken and 
inpatient orthopaedic surgery suspended for most of February. 

Actions, progress to date and risks 
• Production of a revised recovery forecast built on specific actions and 

additional capacity to support improvement, including additional outpatient 
sessions, outsourcing of surgery, urology and T&O,  additional validation to 
ensure the Trust remains on track to recover the standard by mid-March. 
Progress against delivery is being monitored jointly with commissioners at 
an executive level. 

• The Trust is participating in a national validation exercise. 
• Additional governance arrangements have been put in place jointly with 

commissioners to monitor progress against delivery of the recovery plans. 
• Risks include continued use of day surgery, endoscopy and Cardiac Day 

Unit as escalation areas to provided unscheduled care capacity 
• Extended waits for diagnostic reporting due to clinical capacity short falls in 

radiology, options to reduce this are being explored. R
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Exception Report: RTT Patients waiting > 35, 40 and 52 wks. 
February performance against key waiting time metrics 
• There were 2 breaches of the 52 wk standard.  
• There were 56 patients waiting > 40 wks. (63 last month) 
• There were 215 patients waiting >35 wks. (208 last month) 
Contributing factors 
• Both breaches  of the 52 wk standard were due to an administration errors, 1 

patient has been treated, the other has agreed a treatment date.  Investigation of 
the incidents is under way and face to face remedial training has been provided. 

• High bed occupancy (96.9%) high numbers of medically fit for discharge patients 
and an increase in emergency admissions has limited the capacity to treat routine 
patients directly impacting on number of long waiters.  

• 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. 

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. R
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Exception Report RTT Performance against revised trajectory 
February performance against 
revised improvement trajectory 
• At aggregate level the Trust achieved 

90.49% against the improvement 
trajectory of 90.9%  

• Surgery achieved 86.34% against a 
trajectory of 81% 

• Cardiology achieved 89.58% against 
a trajectory of 87.9% 

• Urology achieved 78.84% against a 
trajectory of 86%  

• Gastroenterology achieved 80.43% 
against a trajectory of 86.9% 

• Dermatology achieved 89.61% above 
a  trajectory of 86 

On-going Risks 
• Continued cancellation of non-urgent 

long waiting patients and a reduction 
in bookings to meet unscheduled 
care demand.  

• Planned elective reduction over 
festive period and into January to 
allow capacity to be focused on 
unscheduled care in anticipation of 
‘winter pressures’ to ensure 
emergency patients can be managed 
safely. 

• Extending waits for diagnostic 
reporting R
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Exception Report: Diagnostic 6 wk. referral to test standard 
February performance against the 6 wk. diagnostic 
standard 
Trust performance was 99% against the 99% diagnostic standard 
and  improvement trajectory of 99.1%.  There were 59 breaches of 
the standard.  
Contributing factors 
• Demand for diagnostics remains high. Prioritisation of inpatients 

to assist unscheduled care flow. 
• CT scanner breakdown resulting in the cancellation of 56 

patients 
• 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. R
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Exception Report: Cancelled Operations 28 day Guarantee 
February Performance Cancelled Operations 28 
day Guarantee  
• There were 7 urgent operations cancelled in 

February, all patients have now been treated. 
• 3 of the urgent cancellations were due to bed 

availability including ITU beds, 2 due to emergencies, 
1 due to no surgeon and 1 no anaesthetist. No urgent 
operations were cancelled for a second time and 
there were no breaches of the 28 day zero tolerance 
standard. There were 151 patients cancelled on the 
day for non-clinical reasons in February. 

Contributing factors 
• Continued planned reduction of routine elective 

admissions into February to created capacity for the 
expected increase in unscheduled care demand, 
meant 180 patients were cancelled on the day. A 
number of these were cancelled for a second time 
meaning they could not be rebooked again within 28 
days. 

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 February 
and the requirement to continue to limit routine 
admissions, means it will not be possible to treat all of 
the cancelled patients within standard. Breach of the 
standard is recorded at treatment therefore there are 
likely to be a number of breaches in March. R
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Exception report:  Cancer Standards (provisional position) 

February provisional performance against national cancer standards and contributing factors ( national reporting 
deadline 4th April 2017 performance subject to change including additional shared breaches until submission deadline) 

• The final January performance showed that the Trust achieved 7 of the 8 key standards (62 day screening was not achieved) 
• The Trust is currently forecasting achievement of 5 of the 8 key national standards, with 62 day first definitive treatment, 31 day 

subsequent surgery, and 62 day screening provisionally not being achieved. 
• There are provisionally 4 patients who were treated in excess of 104 days   - 2 lower GI and 2 Respiratory patients required multiple 

complex diagnostics before final diagnosis and treatment plan agreed R
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Exception report:  Cancer Standards continued 
 February Performance 62 day first definitive treatment against 

recovery trajectory  (standard 85% trajectory 85%) 
February provisional performance 75.5% and expected to improve once 
validation and recording of all treatments has been completed. 105.5 
treatments have been recorded to date with 18.5 breaches of the standard.  
Actions and progress to date 
• Urology, progress continues to address clinical capacity shortfall. Service 

achieved 53.3% against the 85% standard  for February. Speciality 
remains in special measures with close monitoring by the Deputy Chief 
Operating Officer. 

• The cancer recovery trajectory is being reviewed including detailed 
stock-take of current action, performance, backlog and additional 
capacity.  

• 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  of 9.8% during April to Feb year 

to date. This is being closely monitored as a  risk this will impact on 
ability to treat patients within the 62 day standard, position being closely 
monitored. 

• 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 
 Contributing factors and 

actions taken 
 
• 4 reportable breaches of the 

standard. 
 
• 2 lower GI patient and 2 

respiratory patients required 
multiple complex diagnostics 
before final diagnosis and 
treatment plan agreed. 

 
• 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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The Trust has 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 requires 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 
recorded has been proposed to NHSi.

The year to date deficit also includes the loss of the quarter 3 STF allocation to PHT of £3.65m, and a 
further amounts of £1.217m for both January and February 2017. These sums cover both financial and 
operational performance. Overall the total STF funding not achieved year to date is £6.4m. 

The Trust continues to see high use of temporary staff to maintain urgent care services and additional 
capacity that has continued to be open due to the volume of patients that remain 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 undertook a Quarter 3 review of the forecast year end position with a view to consider recovering, 
in the remainder of the financial year, the existing deficit in addition to achieving planned levels of financial 
performance.  The financial out-turn identified under a realistic case is a £16.1m deficit. The loss of potential 
STF funding recognised as a part of this deficit projection is £7.3m. The Trust continues to consider 
mitigations in order to improve upon this figure. The forecast deficit assumes achieving an income 
agreement with Commissioners that recognises Q3 forecast outturn levels of performance. 

The Trust has spent £7.8m of capital against a programme for the year to date of £10.7m. The Trust has a 
cash balance of £4.9m at the end of February. 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 £40.9m 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.  Financing to support the forecast deficit position is being 
purused with NHSI.
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Finance and Use of Resources Metric R (Surplus)/Deficit £k R Cash £k A

Liquidity Capital   
Servicing

Overall Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date 4 4 4 Year to Date £k 888 20,276 (19,388) Year to Date £k 2,500 4,864 (2,364)
Year End Forecast 4 4 4 Year End Forecast £k (1,200) 16,118 (17,318) Year End Forecast £k 2,500 5,100 (2,600)

Income £k R Operating Expenditure £k R Capital £k A

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k 498,680 483,850 14,830 Year to Date £k 465,918 470,946 5,028 Year to Date £k 10,676 7,762 2,914
Year End Forecast £k 547,103 533,862 13,240 Year End Forecast £k 509,089 514,813 5,725 Year End Forecast £k 16,944 12,844 4,100

Cost Improvement Plans £k A Agency Cap £k A Key Risks:

Plan
Actual / 

Forecast Variance Plan
Actual / 

Forecast Variance
Year to Date £k 27,939 22,063 5,876 Year to Date £k 11,904 15,394 (3,490)
Year End Forecast £k 32,200 25,036 7,164 Year End Forecast £k 13,884 16,393 (2,509)

To date potential opportunities have been identified of 
£34.9m. Savings requirements escalate within the plan in the 
course of the year. There remain material risks associated 
with the full delivery of CIP targets. The savings figure 
reported of £22.063m year to date is gross of investments.

The trust has spent £7.8m of capital YTD, this is less than 
plan due to a linear capital profile being included in the 
original plan.

NHSI have approved carry forward of unspent CRL into 
2017/18.  This is due to nationl pressures on capital financing 
in 2016/17.

The forecast PFI capital expenditure has been reduced from 
£6.4m to £4.8m which has resulted in a reduction to the 
Capital Resource Limit (CRL) and the YTD charge against 
CRL.

The Finance and Use of Resources Metric came into effect from 
November 2016 and adds 3 further metrics to Monitor's 
Continuity of Services Risk Rating. The Trust’s overall rating at 
the end of January is a ‘4’, as is the end of year forecast (1 is the 
best on a scale of 1 to 4).  These metrics reflect the current 
liquidity issues the Trust is facing.

NB  - the best overall use of resources score that a Trust scoring 
4 on any individual metric can obtain is a 3.

The Trust is reporting a £20.276m year to date deficit at the 
end of February. This is £19.388m adverse to the Financial 
Plan submitted to NHS Improvement. The Trust continues to 
review its forecast position and CSC's have all completed 
forecast scenarios, highlighting the risk and opportunities to 
improve financial performance.  On the basis of the review 
undertaken the assessment of a financial outturn position is 
a deficit of £16.1m. The Trust is seeking ways to improve 
upon this forecast including working with Commissioners 
and the Regulator.

The plan reflects the Janaury 2017 NHSI submission and 
assumes no repayment of interim financing accessed in 
2016/17 (£21.3m).  The Trust continues to work with NHSI 
colleagues on the long term financing of the Trust and has 
escalated the lack of resolution of the long term financing 
issue.  The year end balance has been increased to £5.1m to 
reflect the capital expenditure carried forward to 2017/18.

The Trust is reporting an adverse variance on its income plan year to 
date of £14.83m.  As a part of this, the Trust SLA income has an 
under performance of £8.0m. The adverse variance against STF 
funding allocations year to date are £6.4m. Dicussions with the 
CCGs on perfomance issues are on-going relating to the treatment of 
CQUINs and payment  for activity and this carries a risk. The Trust's 
estimate of activity related income for 2016/17 is higher than 
Commissioners. Therefore, there is a risk of securing the levels of 
planned income. The Trust continues to work with Commissioners to 
find effective plans to mitigate these risks and find a joint position in 
relation to this.The financial  position reflects the Trusts assessment 
of activity and income levels delivered for the year to date position. 
The Trust had agreed Payment by Results (PbR) contracts with both 
Local Clinical Commissioning Groups and NHS England.

At the end of February the Trust is reporting a £5.0m 
overspend against operating expenditure. Pay is £8.3m 
adverse to plan year to date. The pay overspend against 
profiled budget year to date links to a continued reliance on 
premium rate staff costs to both unscheduled and scheduled 
care to maintain capacity. In addition, the on-going costs of 
additional capacity assumed to be closed as part of the 
Trusts Unscheduled Care Improvement Plan have further 
impacted on the expenditure trends against pay budgets. 
Non-pay has a favourable variance overall of £3.3m. An 
adverse postion on clinical supplies of £1.5m is offset by a 
favourable variance on drugs of £0.8m. There are 
outsourcing commitments to Non NHS Providers of £2.7m 
year to date. 

The key financial risk relates to controlling the financial 
pressures encountered in the first three quarters of the year 
and tranforming these into a financial improvement during the 
last quarter. The difficulties related to this action have 
contributed to the adverse affect cash flow resulting in debtor 
and creditor management, and potential revisions to the 
capital plan.  The key risks are: (a) Maintaining the 
performance of the budgetary control enviroment when 
encounteriing severe operational pressures (b) Achieving 
income targets (c) The identification and delivery of a full 
financial improvement plan (d) The delivery of performance 
trajectories.  

The Trusts external reporting includes the monitoring of 
agency staffing as temporary workforce costs. This covers 
in month costs and performance against agency caps. The 
rules require compliance against a ceiling set for total 
agency expenditure, the use of approved frameworks to 
procure all agency staff at rates set at or below the gradually 
reducing price caps, and introduces a maximum hourly 
wage rates for agency workers from 1 July 2016. The Trust 
is working with NHSP to pursue compliance with this issue.96
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Previous Month

Contract Group Individual Contract Plan Actual Variance Variance

NHS FAREHAM AND GOSPORT CCG 89,457 90,720 1,263 1,132

NHS PORTSMOUTH CCG 94,596 96,958 2,362 2,104

NHS SOUTH EASTERN HAMPSHIRE CCG 80,338 82,406 2,068 1,773

264,391 270,084 5,694 5,010

NHS COASTAL WEST SUSSEX CCG 7,336 7,653 317 285

NHS DORSET CCG 434 323 (110) (124)

NHS GUILDFORD AND WAVERLEY CCG 175 185 10 9

NHS ISLE OF WIGHT CCG 3,299 3,775 476 439

NHS NORTH EAST HAMPSHIRE AND 

FARNHAM CCG 168 158 (11) (14)

NHS NORTH HAMPSHIRE CCG 837 902 65 67

NHS SOUTHAMPTON CCG 1,561 1,475 (86) (51)

NHS WEST HANTS CCG 7,913 8,038 124 126

NHS WILTSHIRE CCG 535 519 (16) (15)

22,258 23,028 770 723
Wessex Area Team 

Specialised WESSEX AREA TEAM_Specialised 70,162 74,203 4,042 3,056

70,162 74,203 4,042 3,056

AREA TEAM - MILITARY 1,922 2,141 219 181

SURREY AND SUSSEX AREA 

TEAM_DENTAL 166 258 91 80

WESSEX AREA TEAM_DENTAL 5,827 6,391 563 551

WESSEX AREA TEAM_PUBLIC HEALTH 4,273 3,951 (322) (326)

12,189 12,740 552 486

Audiology any 

qualified Provider

NHS COASTAL WEST SUSSEX 

CCG_AUDIOLOGY 227 80 (147) (138)

227 80 (147) (138)

369,226 380,136 10,910 9,136

Cancer Drug Fund/Individual Funding 

Request 5,787 5,989 202 471

TRUST PLAN 14,515 49 (14,466) (12,665)

NON CONTRACT ACTIVITY 3,258 2,776 (482) (196)

23,560 8,813 (14,747) (12,390)

392,786 388,949 (3,837) (3,254)

Subtotal:

COMMISSIONERS Financial Value (£000's)

3 CCG's

Subtotal:

Other CCG's

INCOME WITHOUT CONTRACTS TOTAL:

TRUST PLAN TOTAL:

Subtotal:

Other Local Area Team

Subtotal:

Subtotal:

SIGNED CONTRACTS TOTAL:
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16/17 Contracts - Contract information is dependent on validation processes so this report is regarding Month 10 
CCG. 
• Progress against contract is illustrated on previous slide. 
• CSU have increased scrutiny to the data with more disputes to payment continuing during 2016/17. The Trust has put more effort 

and resource towards defending the Trust position and charges in response. Finance and Contracts staff are spending material 
amounts of time defending such issues. A compromise proposal which does not impact unduly on 2017/18 is under discussion with 
the Commissioners as part of closing the year 2016/17. 

Local CQUIN agreement 
• Following disagreement over Q2 payment, the Trust issued a formal dispute notice under General Condition 14 of the contract.  The 

Q2 payment position is now nearly agreed, with just the Paediatric CQUIN performance being outstanding at dispute (awaiting 
clarification between Exec directors). 

• No performance challenge has been received by the Trust regarding the published Q3 position at the formal reporting date. Q3 will 
thus be paid as claimed or disputed at the next payment reconciliation period. 

 
17/18 contracts 
• A NHS Standard Contract for 2017/19 under National Tariff Payment System rules for activity performed was signed by the Trust and 

NHS Portsmouth CCG acting as Co-ordinating Commissioner for all CCGs  on 3rd January, and with NHS England on 18th January 
2017, in line with mandated guidance. The contract sets out agreement on, or the agreed way to finalise arrangements for, all 
necessary areas of the contract. 

• PHT are actively exploring the potential to agree an aligned incentive contract in place of PbR for 17/18 which may result in most of 
these issues being addressed in a different way.  The objective is an agreement based on key values and behaviours to be applied by 
all parties, absolute cost transparency and system wide engagement to achieve a system cost reduction target of £82.6m in 17/18. 
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Performance Theme 
 

• The total workforce capacity increased by 30 FTE to 6979 FTE in February 17 and  is 175 FTE over the new funded establishment. 
 

• The temporary workforce capacity increased to 494 FTE in February 17 and comprises 7.1% of the total workforce capacity. This is a 
0.3% increase compared to January 17. 
 

• The number of shifts that have breached the capped rates or are off-framework have decreased by 427 shifts to 1773 shifts in 
February 17. 

 
• The evidence collected for February 17 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 M11. The evidence collected for February 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 records at  81.9% in February 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 February 17 from 89.5% to 89.6% and continues to record above the 85% target. 
 
• Fire Safety (face to face training) increased to 70.7% in February 17. 

 
• Information Governance Training has increased to 91.3%. This is below the Information Governance Training target. 

 
• 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. 
 

• No whistleblowing, Safe Guarding and Professional Registration referrals were received and reported in February. 
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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 1 FTE to 6804 FTE for February 

17. This has increased by 63 FTE since April 16 and increased by 269 FTE 
since April 15. 

• The total workforce capacity increased by 30 FTE to 6979 FTE in February 17 
and is 175 FTE over the new funded establishment. 

• Substantive workforce capacity has increased to 6484 FTE in February 17. 
• The temporary workforce capacity increased to 494 FTE in February 17 and 

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

Establishment Vacancies

CHAT 773 733  40
Clinical Support 1369 1296  73
Emergency 479 470  9
Head & Neck 337 317  20
Medicine 752 676  75
MOPRS 503 485  19
Musculo-skeletal 369 347  22
Renal 283 276  7
Research & Development 91 85  6
Surgery & Cancer 579 573  6
Women's & Children's 703 689  14
Corporate Functions 567 538  29
Total Trust 6804 6484  320

Substantive

Substantive Staffing FTE

CHAT 39  772 

Clinical Support 28  1324 

Emergency 62  531 

Head & Neck 18  335 

Medicine 98  774 

MOPRS 87  571 

Musculo-skeletal 43  390 

Renal 27  302 

Research & Development 2  86 

Surgery & Cancer 50  623 

Women's & Children's 28  717 

Corporate Functions 13  551 

Total Trust 494  6979 

Temporary  Total Workforce

Workforce Capacity FTE
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Trends and Patterns 
• The number of shifts that have breached 

the capped rates or are off-framework 
have decreased by 427 shifts to 1773 
shifts in February 17. 

• The number of breaches have increased 
by 294 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

M
ay

-1
6

Ju
n-

16

Ju
l-1

6
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g-

16

Se
p-

16

O
ct

-1
6

No
v-

16

De
c-

16

Ja
n-

17

Fe
b-

17

Administration and estate 18 22 6 48 76 84 49 26 34 25 20
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

Healthcare assistant and other support 422 394 471 356 332 418 338 1
Both Price Cap & Wage Cap 1
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
Both Price Cap & Wage Cap 35 22 41 17 15 17 17 15
Price Cap Only 17 38 52 2

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

Nursing, Midwifery & Health visiting 384 472 541 542 671 755 952 844 1065 1144 779
All Price Cap, Wage Cap and Framework 112 271 114 270 167 68
Both Framework & Price Cap 35 222 288 30
Both Price Cap & Wage Cap 458 669 643 655 693 752 927 664
Framework Only 16 15 25 10 2 6
Price Cap Only 333 235 228 34 11 26 29 32 36
Wage Cap Only 10 9 11 14 18 11

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

Grand Total 1479 1628 1964 1815 1886 2302 2245 1625 2100 2200 1773
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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 February 17 indicates that overall 

staffing levels have increased from 99.1% to 99.3% compared 
to planned levels. 

• The planned skill mix has decreased in February 17 for 
Registered Nurses (RNs), and the actual skill mix for the Trust 
was 65.5% RNs with 34.5% Health Care Support Workers 
(HCSWs) which has increased since January 16. 

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. 

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%

RN:HCSW RN:HCSW

Actual Staff Numbers and Skill Mix

Skill Mix

Planned Actual

Average Fill Rate

P A % P A %

84814 76631 90.4% 38183 40437 105.9%

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

Planned vs Actual Staff Hours (Day)

Registered Nurse Healthcare Support Worker

P A % P A % P A %

16431 15194 92.5% 6911 7996 115.7% 23342 23190 99.3%

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

Registered Nurse Healthcare Support Worker Combined

Queen Alexandra Hospital

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Planned vs Actual Staff Hours (Day and Night)

P

208546 204376

A %

98%

P A % P A %

61928 58443 94.4% 23621 28865 122.2%

NHS Choices
These figures do not include ED, Day 

Units, or Flexible/Unfunded Capacity

Queen Alexandra Hospital

Registered Nurse Healthcare Support Worker

Planned vs Actual Staff Hours (Night)
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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 M11. 

 
• The evidence collected for February 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. 
 

• The total hours for February equals 7.6 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 

2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.5 2.5 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

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 decreased and currently records at  81.9% in February 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 February 17, the 85% appraisal target has been met by Clinical Support, Head & 

Neck, Surgery & Cancer 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 February 17 from 89.5% to 89.6% 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 and Surgery & Cancer CSC. 
Root Cause analysis and insights 
• Overall Safeguarding Children compliance (All Levels) is currently at 88.6% and is 

above the 85% target. Level 2 has maintained at 91.5%, but is above the 85% target. 
Level 3 continues to be below target and compliance currently records at 71.1% and is 
an increase compared to the previous month reported. 

• Fire Safety (face to face training) increased to 70.7% in February 17. 
• Information Governance Training has increased to 91.3% 
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 79.1%  89.6% 

Clinical Support 85.0%  94.4% 

Emergency 68.2%  85.2% 

Head & Neck 88.0%  88.5% 

Medicine 73.1%  86.0% 

MOPRS 78.8%  88.9% 

Musculo-skeletal 82.8%  84.5% 

Renal 79.3%  90.5% 

Research & Development 80.0%  96.3% 

Surgery & Cancer 87.9%  88.2% 

Women's & Children's 84.4%  90.4% 

Corporate Functions 91.1%  93.3% 

Total Trust 81.9%  89.6% 

85%

Appraisals and Essential Skills Compliance
Appraisals Essential Skills

85%
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Where we want to be: targets and benchmarks 
Target: 3% 
 

Trends and Patterns 
• 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. 

 

Root Cause analysis and insights 
• CHAT, Emergency, MOPRS, Renal, and Women’s and Children’s 

CSCs have the highest rate of in month sickness absence.  
• All the CSCs, with the exception of Surgery & Cancer CSC, are above 

the in-month 3% target in January. 
 

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 February 17. This was in 

Medicine CSC. 
• The were 12 sharps injuries reported in February 17. These were 

reported in majority of the CSCs, with the exception of Head & Neck, 
MSK and Corporate Functions.  

TARGET
CHAT 5.8%  4.2% 

Clinical Support 4.0%  3.4% 

Emergency 5.3%  4.0% 

Head & Neck 3.4%  3.2% 

Medicine 4.0%  3.5% 

MOPRS 5.9%  5.7% 

Musculo-skeletal 3.7%  4.5% 

Renal 7.0%  5.4% 

Research & Development 3.7%  2.3% 

Surgery & Cancer 2.8%  3.3% 

Women's & Children's 4.9%  4.9% 

Corporate Functions 3.1%  2.2% 

Total Trust 4.4%  3.9% 

Sickness Absence rate

In month Rolling 12 
month

3% 3%
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Flu  
 
• Total CQUIN of 72.5% achieved. 

 

• This includes front line health care workers who did not have 
the vaccination due to contraindications, allergies, treatment 
which the vaccine could affect or they were vaccinated 
elsewhere. Carillion staff were not included as agreed with the 
CCG. 
 

• 1031 (15.8%) were approached by letter and invited to an 
individual vaccination appointment and did not attend. 
 

• 765 (11.7%) declined to be vaccinated and completed a 
consent form to that affect. 

%
TARGET 75%
CHAT 72.3%
Clinical Support 74.0%
Emergency 68.0%
Head & Neck 66.6%
Medicine 67.8%
MOPRS 66.7%
Musculo-skeletal 68.0%
Renal 66.7%
Research & Development 53.5%
Surgery & Cancer 68.4%
Women's & Children's 80.4%
Corporate Functions 78.0%
Total Trust 72.5%

Flu Vaccination

# %
Vaccinated elsewhere, including at GPs 318 4.8%
Clinical contraindication to vaccine 18 0.3%
Known/suspected allergy to vaccine 48 0.7%
Undergoing treatment which may be affected by 
vaccination

13 0.2%

Declined vaccine by written consent form 765 11.7%
Not vaccinated. Did not attend individual 
vaccination appointment offered

1031 15.8%

Vaccine given 4327 66.5%
Total 6520 100.0%

Reasons for having/not having flu vaccine Total

Vaccinated Total
Direct patient care 72.5% 4724 6520
Medical & Dental 74.0% 710 959
Registered Nurses 68.8% 1565 2276
Other Prof Qualified Staff 74.3% 594 800
Support to Clinical Staff 74.6% 1855 2485
Non-Frontline 59.2% 281 475
Total 71.6% 5005 6995

Staff group Headcount%
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National Staff Survey 
• 3949 staff took the opportunity to complete and return a survey, 

representing a 58% response rate which is in the highest 20% for 
acute trusts in England, and compares with 59% in 2015. 

Of the 32 Key Findings (KFs) when measured against all acute 
trusts in England: 
• 12 are in the best 20% 
• 7 are above average 
• 7 are average 
• 3 are below average and 3 are in the worst 20% 
Top ranking scores: 
• More staff are satisfied with flexible working opportunities 
• There is good communication between senior management and 

staff 
• There is recognition and value of staff by managers and the 

organisation 
• The percentage of staff working extra hours is low 
• There is support from immediate managers  
• There is organisation and management interest in and action on 

health and wellbeing 
Bottom ranking scores: 
• Staff recommendation as a place to work or receive treatment  
• Staff experiencing bullying or harassment or abuse from patients, 

relatives/public 
• Staff experiencing physical violence from patients, relatives or the 

public 
• Staff witnessing potentially harmful errors, near misses or incidents  
• Staff attending work despite feeling unwell because they felt 

pressure from their manager, colleague or themselves 
• Staff reporting most recent experience of harassment, bullying or 

abuse 
• Staff experiencing physical violence from staff 

• Our overall engagement score moved from the worst 20% 
of all acute trust in England in 2012 to above average in 
2016, maintaining this position since the 2015 survey. 
 

• A full report will go to the public Trust Board in April and 
Trust wide actions will be disseminated once approved. 
CSCs will develop their own action plans with staff 
engagement. 
 

• The full report is available from the NHS Staff Survey Co-
ordination Centre: http://www.nhsstaffsurveys.com 

29/03/2017 
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Whistleblowing / Safeguarding / Professional Registration 
 
• No whistleblowing referrals were reported in February 
• No safeguarding referral has been received or reported in February. 
• No Professional Registration referral was received and reported in February. 

 

Revalidation of Medical Staff 
 
• 2 doctors have undertaken revalidation as at 28th February 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. 

• 1 doctor has been deferred as at 28th February 2017. 
• All medical staff are engaged in the validation process. 

 

Revalidation of Nursing & Midwifery Staff 
 
• 744 Nursing and Midwifery staff have undertaken revalidation as at 28th February 2017. 
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TRUST BOARD PUBLIC – APRIL 2017                                       Agenda Item Number: 48/17 
         Enclosure Number: (3) 

Subject: Care Quality Commission  

Prepared by Tracey Stenning, Head of Governance and Quality 

Fiona McNeight, Associate Director of Quality and 
Governance 

Debra Elliott, Deputy Director of Nursing. 

Sponsored by: 
Presented by: 

Debra Elliott, Deputy Director of Nursing  

Debra Elliott, Deputy Director of Nursing 

Purpose of paper 
Why is this paper going to the Trust 
Board? 
(Delete as appropriate) 

This report updates the Trust Board on the outcome of 
recent CQC inspections and subsequent actions 

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 

· The inspection by the CQC in February 2016 resulted in 
the Trust receiving an Enforcement Notice due to on-
going safety concerns relating to the Emergency 
Department for which the Trust has received an 
Enforcement Notice.  

· 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 result of the September visit, the Trust received 
requirement notices for which an action plan was 
developed; progress against which has been 
subsequently been reported to the Board monthly. 

· 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, to deadline, on the 27th February 2017. 

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

· As a result of these inspections, on the 3rd March the 
CQC imposed four conditions upon the Trust. 

· The Trust has subsequently reviewed all 
correspondence both from and to the CQC and 
developed a short term action plan to ensure all actions 
raised from the February inspections have been 
addressed and actioned accordingly. 

· As a result, 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 which will be reported to Trust Board.  Any 
outstanding actions from the plan which has currently 
been submitted to the Board will be addressed through 
the new plan. 
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Options and decisions required 
Clearly identify options that are to 
be considered and any decisions 
required 

Trust Board are asked to note this report and feedback any 
areas of concern or where further information is required. 

The Trust Board is asked to note that the response to the 
CQC final published report will be presented to a future 
Trust Board. 

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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The inspection by the CQC in February 2016 resulted in the Trust receiving an Enforcement Notice 
due to on-going safety concerns relating to the Emergency Department for which the Trust 
received an Enforcement Notice.  
 
The CQC undertook an unannounced inspection of the Trust on the 29th and 30th September 2016; 
during this inspection the CQC found that significant improvements in patient safety had been 
made and proposed to remove the conditions. 
 
Following the inspections in September, the Trust received requirement notices for which an action 
plan to address the issues was developed.  This plan has subsequently been reported, monthly, to 
Trust Board. 
 
The final report from the September inspections was published by the CQC on the 1st February 
2017.  The Trust was required to provide a detailed action plan, which included actions not 
originally contained within the requirement notices, in the CQC template, by the 27th February; this 
deadline was achieved.   
 
The CQC undertook further unannounced inspections on the 16th and 17th February, returning 
again on the 28th February.   
 
As a result of these inspections, on the 3rd March, the CQC imposed four conditions on the Trust: 
 

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. There is no 
internationally agreed and widely used definition of crowding. Markers of crowding or 
escalation might include, but are not exclusive to:  

- Prolonged Ambulance offload times (e.g. > 15 minutes).  
- Long waits for patients to be assessed by clinicians (e.g. > 1 hour).  
- Occupancy of available chairs greater than 100%.  
- Use of the corridor area by patients (e.g. > 5 or more trolleys/ beds)  
- Delays between request for a bed and that bed being made available (e.g. > 1 

hour).  
- High proportion of patients in the AMU waiting area awaiting placement on an 

appropriate inpatient ward.  
 

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.  
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The Trust has adhered to the requirements to report on the 6th and 13th March. 
 
The Trust has undertaken a review of all correspondence, both from and to the CQC and has 
developed a short term action plan to ensure all actions raised by the CQC from the February 
inspections have been addressed and actioned accordingly. 
 
The subsequent inspections and issues raised by the CQC have led to the requirement for the 
need to comprehensively review the action plan submitted to the CQC following receipt of the final 
report in February.   
 
As a result, 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 which will be reported to Trust Board.  Any outstanding 
actions from the plan which has recently been submitted to the Board will be addressed through 
the new plan. 
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TRUST BOARD PUBLIC – APRIL 2017    Agenda Item Number: 49/17 
        Enclosure Number: (4) 

Subject: Learning and Development Annual Report & GMC Results 

Prepared by: 
Sponsored & Presented by: 

Paul Sadler / Lynn Hansell / Debbie Knight / Ben Short 

Rebecca Kopecek / Paul Sadler 

Purpose of paper Present Annual Report to Board and discuss content of letter as 
relating to experience in PHT 

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 

Annual Report 

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 eg 
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. 

 

GMC Letter 

PHT a consistent outlier for workload in GMC trainee survey 
(especially EM). 

Rota gaps widespread & increasing with particular areas of concern. 

Some issues e.g. high outlier numbers, impact significantly. 

We have a good reputation for support in PHT. 

New Junior Doctors contract makes requirements to deliver training 
more explicit. 

GMC Trainee Survey 2017 currently open. 

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

Agree that report format is appropriate. 

How do we man rotas of the future with no imminent improvement in 
numbers? 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

Receive future reports which will be delivered more in real time. 

Support / Drive development of workforce alternatives. 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

Nil 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 
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Links to Portsmouth Hospitals NHS Trust  Board Organisational Priorities, Assurance 
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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Providing excellent education, training and development to 
support the current and future workforce in delivering the best 

patient care 
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Skills for Health Quality Mark:  In Feb-
ruary the Learning and Development Depart-
ment were awarded the Quality Mark in recog-
nition of the quality of training delivery within 
the Trust. 

 

Simulation:  The  TEAMS Centre 
achieved lots of ‘firsts’ this year, including a 
Sepsis Course, Laparoscopic Skills for Thea-
tre Staff and EU Preceptorship Programmes.  
Emma Williams and Annette Farrell present-
ed at the Wessex Quality and Improvement 
Conference on the use of simulation in devel-
oping trainee and apprentice HCSWs. 

 Stop the Red Clocks:  This   Patient  
Safety Initiative was a great success, led by 
Nicky Sayer and Caroline Chap-
man.  The data  shows significant 
improvement across all CSCs.  This 
initiative has been shortlisted for a Nursing 
Times Award. 

UK Simulation in Nursing and Mid-
wifery and Allied Health Conference:     
Kirsty Harris, Lisa Toft and Emma Williams 
were invited to present 3 abstracts at this na-
tional conference in June 2016, including the 
use of simulation in training programmes for 
EU nurses. 

Essential Skills Trainers:  Two mem-
bers of staff from Emergency Medicine com-
pleted a year long secondment with Learning 
and Development to become Essential Skills 
Trainers for their CSC.  They are now able to 
deliver Resuscitation, Moving and Handling 
and Fire Training to colleagues in their de-
partment.  This initiative is being repeated in 
2016/17 with staff from Medicine and 
MOPRS. 

Community Engagement:  The TEAMS 
Centre successfully hosted a “Simulation 
School for Surgery and Medicine” on the 16th 
October 2015 and 30th June 2016 in the 
VIMARS Suite, as part of our community en-
gagement to inspire the new generation of stu-
dents to take up medicine as a career regard-
less of their background   

 

 

Sepsis Training :   Kirsty Harris, Anita 
DeHavilland and Beverly Stockwell were suc-
cessful in their bid to the ‘Sign up for Safety’ 
initiative, resulting in £20k  funding for the de-
livery of sepsis training.  Sepsis training was 
launched in September. 

ACHIEVEMENTS 
‘I am pleased to be able to share with you The Annual Report from the Learning and Develop-
ment Department.  It highlights our achievements, provides information about education activity 
and the role we play in staff development.  The report also identifies future challenges and these 
will be alongside the anticipated changes to pre-registration training for Non-medical staff, and 
the potential reduction in funding.  Despite these challenges the Department remains dedicated 
to providing excellent education, training and development’  Dr Paul Sadler, Director of Educa-
tion 
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Developing our Educators:   

We are proud to have hosted an innovative 
new course, Multi-Professional Postgraduate 
Certificate (PGCE) in Medical Education, to 
develop our staff as educators in a multi-
professional environment. In partnership with 
the University of Winchester we have devel-
oped and run locally a PGCE course where 
the learners came from medical, nursing, 
physiotherapy, and other healthcare profes-
sional groups. By training as educators to-
gether, we plan to encourage more high qual-
ity multi-professional education and working 
in our workforce. The feedback from the first 
cohort is extremely positive.  

Additionally, the Trust became an approved 
centre for delivering the new Level 3 Award 
in Education and Training Qualification, 10 
staff from across the organisation have suc-
cessfully completed this .   

ALERT™ :  Version 4 of the 
ALERT Manual was released in 
May 2016.  It has been well   re-
ceived by our customers and 
continues to be endorsed by the 
Intensive Care Society.  Over-
seas customers continue to grow with the ad-
dition of Qatar, Oman, Dubai and USA.  An 
Obstetric version has been successfully 
launched and work is underway to create a 
Paediatric ALERT Course. 

The Care Certificate : launched in  
June.  This certificate sets out the learning 
outcomes, competences and standards of 
care expected to be achieved by a HCSW 
through training. To date 118 unregistered 
practitioners have completed. 

Trainee Associate Practitioners:  14 
non-nursing staff commenced Foundation 
Degree Courses with Solent University—a 3 
fold increase on the previous year. 

Vocational Centre (NVQ):  The Trust’s 
Vocational Centre had 3 programmes suc-
cessfully inspected by an external  Standards 
Verifier. 

Healthcare Support Workers:  7 HCSW 
Apprentices and 10 Trainee HCSW completed 
their training programmes and were success-
fully appointed into Band 2 posts.  37 HCSW 
commenced the Level 3 Diploma in Clinical 
Healthcare Support. 

Science without Borders:  Five Brazili-
an students undertaking the Science Without 
Borders Programme with the University of 
Portsmouth, completed a successful clinical 
placement with PHT.  The student feedback 
was extremely positive and the university 
wish to repeat the exercise. 

Associate Practitioner Educator:  
Sue Garland and Chrissy Cowan have pre-
sented at two national conferences, Assis-
tant Practitioner Leaders Conference and 
the Developing the Role of Healthcare Sup-
port Workers Conference.  They shared the 
work that PHT has undertaken to develop 
Associate Practice Educators in Clinical 
Practice at Band 3 level.  This resulted in the 
Trust hosting a visit from Health Education 
Scotland who are keen to create similar 
roles. 

Workforce for the future:  Lisa Marie 
Way, Christina Goode and Theresa Farmi-
loe took part in a two day STEM (Science, 
Technology, Engineering and Maths) event 
at CEMAST and a Government Project 
called Stepping Stones into Healthcare.  
Both events were aimed at  raising aware-
ness amongst local school children of       
careers in health care. 
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Students 

PHT provides placement opportunities for 
medical and non-medical students.  These in-
clude nursing and midwifery, medical and den-
tal, scientists, paramedics, dental therapy, 
pharmacy, occupational therapy and physio-
therapy. 

Trainees 

There are a number of trainees from a wide 
range of professions, employed by the Trust.   
Their placements, progress and welfare are 
monitored by the Learning and Development 
Department. 

Funding  

The above activity is supported by funding 
from Health Education England (HEE) in the 
form of Tariffs, the amount received is in-
formed by the number of students and trainees 
placed with the Trust in the previous financial 
year and are subject to fluctuation and reduc-

Governance 

In addition to internal governance arrangements, the delivery of education and training to staff 
and students is monitored by HEE through Quality Standards which are reviewed during our 
Annual Quality Review Visit.  There are 49 standards of which three are reported as partially 
met, the remainder being fully met.  The partially met relates to appraisal rates and quality of 
workforce planning data. 

Quality Assurance 

The quality of student and trainee placements is monitored by the relevant university and      
Wessex Deanery, feedback is shared with the Trust.   To augment this process, LDD regularly 
survey students and trainees and run focus groups, acting on feedback when required.   Nursing 
and Midwifery and Medical Student evaluations remain positive.  The GMC Survey demonstrates 
that some trainees have concerns, reporting an increasingly heavy workload and undermining.  
Internal Training for PHT Staff is regularly evaluated  using both on the day and post course    
surveys, the results of which are shared with CSCs via the Strategic Education and Workforce 
Development Meeting 

FACTS AND FIGURES 
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The Learning and Development Department work closely with Workforce Planning and the CSCs 
to facilitate the creation of new roles to help meet some of the workforce challenges facing the 
Trust.  These are some of our successes. 

Nursing: Open University (OU) Adult 
Nursing Degree 

One of our enduring and greatest successes is 
the OU nursing programme.  Health Care Sup-
port Workers who meet the entry criteria of a 
level 3 qualification in health  and social care 
and level 2 Mathematics and English qualifica-
tions or equivalents can apply.  If successful at 
a joint interview between the Trust and the OU 
they are seconded on to the course and work 
and study part time to become a registered 
nurse. To date 73 nurses have qualified via 
this route and only 2 of these have left to take 
up posts elsewhere. There are challenges 
ahead as to how we can continue in light of 
national funding changes; however, we are 

committed to this as a developmental route for 
our staff into a registered nursing career. 

Associate Practitioners (Nursing) 
In association with the CSCs, Learning and 
Development are supporting the introduction of 
a new band 4 role into the nursing career 
structure.  This role is intended to bridge the 
gap between the HCSW and registered nurse 
and will link into the future role of Nursing As-
sociate, which will be piloted in January 2017 
nationwide as part of the outcome of the Willis 
Report (2015).  The role is in development with 
14 trainees in post in MSK, MOPRS and 
ED.  They are currently undertaking a 2 year 
Foundation Degree with Solent University. We 
are recruiting to our next cohort for 2017 and 
see this as an essential role for the future in 
both the delivery of patient care and the devel-
opment of unregistered staff. 

Debbie Gibbs 

Debbie had a passion for 
nursing from an early age 
and started her career as a 
nursery nurse.  Then life 
took over, she had a family 
and put her nursing passion 
on hold.  She undertook the 
OU course to becoming a 
registered nurse and the 
programme drew on her life experiences and 
she realised what you put into studying you 
get out tenfold!   Debbie started her registered 
nurse career in Medicine for Older People Re-
habilitation and Stroke (MOPRS) and was rec-
ognised as having good organisational skills 
by a Ward Manager who acted as a role mod-
el for her.  Debbie has developed herself and 
has been promoted to Senior Sister in 
MOPRS.  She loves her role and enjoys being 
practical, fair, organised and a problem solver.   Louise Banham 

Louise chose to undertake 
her training as she was en-
couraged by her ward sister 
at the time.  She did not re-
alise what she was capable of, and becom-
ing an OU student gave her confidence. She 
realised her goal via completing the academ-
ic work and with the support of her col-
leagues. Louise’s first registered nurse role 
was in cardiology and she has become a 
sign off mentor developing herself to achieve 
a Junior Sister post on the Acute Stroke 
ward.  She now acts as  a role model ensur-
ing patients receive the highest standard of 
care as well as advocating for both patients 
and relatives at a very stressful time in their 
lives.  Louise is planning to develop herself 
further within stroke services. 

ROLE REDESIGN AND  
STAFF DEVELOPMENT 
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ACCPs: Within Critical Care six trainees 
have commenced the 2year PG Diploma 
course, training as Advanced Critical Care 
Practitioners.  In time, it is envisaged that our 
trained ACCPs will be able to perform many of 
the tasks that medical practitioners perform, 
including clinical assessment of critically ill pa-
tients, airway management, placement of inva-
sive monitoring lines and the transfer of criti-
cally ill patients.   

 

The Academic Department of Critical Care is 
providing the clinical component of the training 
and assessment (approximately 70%)  to com-
pliment taught modules provided by the Uni-
versity of Southampton.  With this large cohort 
from very different backgrounds has come 
great enthusiasm and new ideas that will, we 
are sure, develop the Department further.   

Apprenticeships:  Apprenticeships provide 
a great opportunity to employ someone from 
the local community and help develop them to 
fill vital clinical and non-clinical roles within the 
Trust.   PHT provides apprenticeship roles 
across all CSCs.  In 2015/16 174 members of 
staff  commenced an apprenticeship.  Approxi-
mately 50% of these have been employed di-
rectly into an apprenticeship role, with the re-
mainder being existing staff undertaking role 
development. 

 
The apprenticeships offered include:   

 
Healthcare Support Services 
Clinical Healthcare Support 
Pathology Support Worker 
Pharmaceutical Science 
Business and Administration 
Customer Service 
Management 

 

PHT also offers 5 standalone NVQ and BTEC 

one individual area .   

 

Former Apprentice: Amy Regan, Pharmacy 
Level 2 Apprentice 2013 

The apprenticeship allowed me to gain experi-
ence in the hospital pharmacy environment. It 
was a brilliant experience for me that gave me 
the foundation knowledge and confidence to 
progress in my career as a pharmacy techni-
cian. Joining the trust at this entry level also 
gave me an insight to each area of the depart-
ment which helped with the educational fac-
tors of the course such as the BTEC and 
NVQ. I am now pleased to have just qualified 
as a Registered Pharmacy Technician.    

Insight into Pharmacy Apprenticeships  

Trainer:  Kerry Proctor - Principal Pharmacy 
Technician Training  Co-ordinator 

We have been running level 2 apprentices in 
Pharmacy since 2013, we have recently re-
cruited our 4th cohort, in total this will be 20 
apprentices we have trained. The benefit to 
the department is that we train them in all are-
as of work and they obtain the underpinning 
knowledge as well as the practical skills. It en-
ables us to have a workforce ready to pro-
gress their career to meet their full potential, 
as well as being able to be flexible to cover 
any band 2 role, previously band 2s would not 
rotate they would only be trained to  work in  

ROLE REDESIGN AND STAFF 
DEVELOPMENT CONT 
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Attracting Students/Trainees:  The 
amount of funding received by the Trust from 
HEE is dependent on the number of students 
and trainees who undertake a placement with 
PHT.  Placement activity is impacted by the 
number of students on programme, competi-
tion from neighbouring healthcare providers 
and the requirement for more community 
placements to meet requirements of the Five 
Year Forward View.   Additionally, the long 
term implications of the new Junior Doctor 
Contract on the number of Trainee Doctors 
applying for posts is yet to be realised. Whilst 
evaluations from students on placement con-
tinue to be positive the effect of the CQC Im-
provement Notice and negative responses to 
the GMC Trainee Survey in terms of work-
load and undermining could have a negative 
result in terms of future placement activity.  
The Learning and Development Department 
are working with HEI providers and the Dean-
ery to mitigate against this. 

Real Estate and Library:  The increasing 
demands to provide additional clinical space 
across the Trust is encroaching on the num-
ber and size of rooms available for teaching, 
with 3 large rooms removed from general use 
in recent years.  Currently there is only one 
room that will hold more than 28 people, 
which is fully booked for months ahead.  This 
makes it difficult to plan and implement new 
training initiatives/programmes in a timely 
manner.   The Library is currently (temporarily) 
split between the main building and the QuAD 
to allow the relocation of the Clinical Coding 
Team, enabling some key recommendations 
from the CQC to be implemented.  This has 
resulted in negative feedback from library us-
ers, students, trainees and staff; it is difficult to 

find the correct book and access to computers 
and study space is limited.  There is also im-
plications for the delivery of blended learning  
as the Library IT Suite has been adapted to 
provide computer access to staff.   The Learn-
ing and Development Department are working 
closely with the Development Team to identify 
areas within the Trust that could be utilised for 
the delivery of education and Training. 

Apprenticeship Levy :   2017 will see 
the implementation of a new Apprenticeship 
Framework and Funding Levy.  The full ex-
tent of the impact on PHT is yet to be identi-
fied.  In terms of the levy the Trust will be 
subject to a ’tax’ of circa £1.3m and in re-
turn will be able to access apprenticeship 
training programmes from approved provid-
ers.  Early indications are that the amount 
available under the new funding arrange-
ments will be less than current levels; re-

sulting in a requirement for contributions 
from the Trust to continue with the provision 
of apprentices and redesign/development of 
the workforce.    We are exploring the op-
tion of becoming an employer/provider for 
our own apprenticeship programmes. 

Funding:  The current level of funding 
provided by Health Education England to 
support the education of students and trainees 
will reduce further in 2017/18.  It is anticipated 
that there will be 2% reduction in Tariffs (circa 
£250k).  The removal of bursaries for nursing 
students will impact on the availability of salary 
supported training to enable registration, e.g. 
Open University Pre Registration Nursing.  A 
plan to allocate funding across all HEE Regions 
in a more consistent manner could see the 
removal of CPPD allocations for Bands 5—9, 
this is currently the major source of financial 
support  for the development of PHT Staff.   

FUTURE CHALLENGES 
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Words used most frequently on class       
evaluations in 2015-16 

The newly introduced level 3 BTEC in Ed-
ucation and Training was verified by Edex-
cel/Pearson.  The External Verifier com-
mented that the documentation, internal 
verification and systems we have in place 
are the best he has ever seen!     

When awarding the Quality Mark the 
Skills for Health Inspector made the ob-
servation that ‘the manner in which train-
ing staff conduct themselves and pass on 
knowledge and insight to others is highly 
professional and supporting’. 

The Royal College of Surgeons have con-
gratulated the department on the running 
and administration of three national courses, 
following excellent feedback from candi-
dates.   

ATLS course participants have scored the 
course highly, with an average score of 
99%.   

Basic Surgical Skills scored an average of 
91%  

CcRISP course averaged 89% 

Feedback received from two Trainee      
Doctors 

 

“Very supportive of training, both educational-
ly and emotionally, helped me grow as a doc-
tor, supportive”  

“Outstanding DME - very accessible and ex-
ceptionally supportive, clearly very experi-
enced, 'goes the extra mile', well-respected 

Feedback received for International Tran-
sition Programme 

 

• “effective study day I learnt a lot” 

• “excellent content and trainers much 
appreciated” 

• “Simulation—Fantastic! The best and 
most interesting and useful course I 
have done so far” 

• “Very good, More simulation please” 

 The University of Portsmouth have been 
asked to feedback on our ‘rather unique 
and enviable relationship compared to oth-
er universities’ by the Education Lead for 
the Institute of Biomedical Scientists. 

ENDORSEMENTS 
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TRUST BOARD PUBLIC – APRIL 2017    Agenda Item Number: 50/17 
Enclosure Number: (5) 

Subject: National NHS Staff Survey 2016 

Prepared by: 

Sponsored & Presented by: 

Lucy Wiltshire, Head of Organisational Development 

Sponsored by: Rebecca Kopecek, Interim Director of Workforce and 
Organisational Development 

Presented by: Lucy Wiltshire, Head of Organisational Development 

Purpose of paper For Information and discussion 

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 

· Full census undertaken with 3949 responses (58%) 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) 

Priority areas identified for action described in section 5 

Options and decisions 
required 

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

Request for Trust Board to endorse proposals for priority areas of 
focus for 2017 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

Full cascade to organisation via Clinical Service Centre 
Management Teams and Corporate Function Heads of Service 

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 STRATEGIC AIM 4:    CREATE A HEALTHY ORGANISATIONAL 
CULTURE WHERE STAFF REPORT THEY ARE WELL LED AND HAVE 
HIGH LEVELS OF SATISFACTION WORKING IN THE TRUST. 
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Board Assurance Framework/ 
Risk Register Reference 

P1 

Risk Description If members of staff are not engaged then patient satisfaction, patient 
mortality and infection rates have worse outcomes. Insufficient 
engagement of workforce, implications: 

· Lack of understanding/buy in, and therefore delivery of 
strategic priorities 

· Suboptimal delivery of patient care 

· Declined staff survey results 

CQC Reference Well-led domain 

 

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

None  
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Staff Engagement – National NHS Staff Survey 2016 

1.0 Purpose 
 
The purpose of this brief is to present the Results of the 2016 National NHS Staff Survey conducted in 
Portsmouth Hospitals NHS Trust between September and December 2016, how they compare to 2015 
results and how they rank against our national benchmark group of acute trusts. It also provides clarity 
on what the priority areas are for action at an organisational level. 

 
2.0 Background 

 
This summary is based upon the survey results provided by the Trust’s contractor, Quality Health.  The 
results are used by NHS England to support national assessments of quality and safety. The Care 
Quality Commission use the results to inform their Intelligent Monitoring work to help to decide who, 
where and what to inspect. The NHS Staff Survey is recognised as an important way of ensuring that the 
views of staff working in the NHS inform local improvements and input in to local and national 
assessments of quality, safety, and delivery of the NHS Constitution. 
 
3.0 2016 Action plan 
 
The 2016 action plan identified from the 2015 staff survey concentrated on thirteen priority Key Findings 
(KFs).  Of the thirteen one has improved, one has declined and eleven remain unchanged.  When 
reviewing the thirteen key findings against all acute trusts nationally; three are in the Best 20%, three are 
better than average, three are average, two are worse than average and two are in the worst 20% (see 
table 1). 
 
Table 1: 

2015 NSS Actions Change since 2015 
survey  

2016 ranking compared 
with all acute trusts 

Health and well-being (KF15 & 18*) 
Opportunities for flexible working or feeling 
pressure to attend work when unwell 

KF15 Improved  
KF18 No change 

Average 
Worst 20% 

Violence and harassment (KF22, 23, 24, 26 & 27) 
Staff experiencing and reporting physical violence, 
harassment, bullying or abuse from patients, 
relatives, the public or staff in the last 12 months 

KF22 No change 
KF23 No change 
KF24 No change 
KF26 No change 
KF27 No change 

Worst 20% 
Worse than average 
Average 
Average 
Worse than average 

Discrimination (KF20)  
Staff experiencing discrimination at work in last 12 
months 

KF20 No change Better than average 

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

KF1 Decrease Better than average 

KF6  
Reporting good communication between senior 
management and staff 

KF6 No change Best 20% 

KF7 
% able to contribute towards improvements at work 
 

KF7 No change Better than average 

KF12 
Quality of appraisals 
 

KF12 No change Best 20% 

KF31 
Staff confidence and security in reporting unsafe 
clinical practice  

KF31 No change Best 20% 
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As well as trust wide work streams which developed from the 2015 survey, Clinical Service Centres 
identified their own actions that addressed priority actions within their local areas. 
 
 
4.0 2016 Survey Results 

Portsmouth Hospitals NHS Trust chose to survey all staff in 2016 as in previous years.  A total of 3949 
staff took the opportunity to complete and return a survey, representing a 58% response rate which is in 
the highest 20% for acute trusts in England and compares with a response rate of 59% in the 2015 
survey.  Facilities Management employees were removed from the survey by NHS England as they are 
under a Retention of Employment (RoE) model and as such are not on the PHT payroll. 

The survey report has been structured around nine themes: 

· Appraisals and support for development 
· Equality and Diversity 
· Errors and incidents 
· Health and wellbeing 
· Working patterns 
· Job satisfaction 
· Managers 
· Patient care and experience 
· Violence, harassment and bullying 

The detailed content of the report has been presented in the form of KFs and contains 32 in total, all of 
which are comparable with the 2015 survey. 

There are two types of Key Finding: 
 

· Percentage scores i.e. the percentage of staff giving a particular response to a question or 
series of questions. 

· Scale summary scores, calculated by converting staff responses to particular questions into 
scores.  For each of these scale summary scores the minimum score is always 1 and the 
maximum score is 5. 

 

4.1 Overall Staff Engagement Score  

The overall staff engagement score when compared with all acute trusts has remained at ‘above 
average’.  From being in the worst 20% in 2012 and 2013, average in 2014 and above average in 2015 
with a scale summary score in 2016 of 3.85 (a slight decline of 0.03 from 2015).  This is detailed in 
Graph 1 below. 

Graph1: 
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This overall indicator of staff engagement has been calculated using the questions that make up KFs 1, 
4 and 7. These KFs relate to the following aspects of staff engagement: staff members’ perceived ability 
to contribute to improvements at work (KF7); their willingness to recommend the trust as a place to work 
or receive treatment (KF1); and the extent to which they feel motivated and engaged with their work 
(KF4). 
 
KF1 Staff recommendation of the trust as a place to work or receive treatment 
78% of staff agreed or strongly agreed that the care of patients/service users is the organisations top 
priority, and 66% said they would recommend it as a place to work.  When asked whether, if a friend or 
relative needed treatment, they would be happy with the standard of care provided by the organisation, 
72% of staff agreed or strongly agreed. 
 
KF4 Staff motivation at work 
Over half of all staff (61%) reported that they often or always look forward in going to work, 94% of staff 
reported that they were trusted to do their job with three quarters of staff (77%) reporting that time 
passed quickly whilst they were at work. 
 
KF7 Percentage able to contribute towards improvements at work 
74% of staff reported that there were frequent opportunities to show initiative in their role, 77% reported 
that there are able to make suggestions to improve the work of their team/department whilst 56% said 
they are able to make improvements happen in their area of work. 
 
4.2 Overall Engagement Score by staff group 

Overall staff engagement has shown a slight decrease in all staff groups except Professional and 
Technical, with Nursing and Midwifery demonstrating the highest level of engagement followed by 
Medical staff. Graph 2 below displays engagement levels by staff group since 2012. 
 
Graph 2: 
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4.3 Overall Engagement Score by Clinical Service Centre 

Overall staff engagement by Clinical Service Centre (CSC) shows 5 CSC’s benchmarked higher than the 
overall trust engagement score and 6 CSC’s lower.  Emergency Care, Head and Neck, Renal, Surgery 
and Cancer CSC’s are the most improved, with Corporate Functions, Medicine and Musculo-skeletal 
most declined.  See Graph 3. 

Graph 3: 

  

4.4 Overall Engagement Score compared with Trusts within Wessex region 

The Overall Engagement Score for Portsmouth Hospitals sits centrally when compared with our 
colleagues/partner organisations within the Wessex region, as demonstrated in Graph 4 below. 

Graph 4: 
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However, when considering those Acute Trusts within the Wessex region who score in the top 20% for 
overall staff engagement, Portsmouth has more overall KFs in the top 20% than some, as demonstrated 
in Graph 5.  

 Graph 5: 

 

4.5 Summation of KFs compared to 2015 results  

32 key findings are comparable to the 2015 survey, of these: 
 

· 1 shows improvement  
· 28 have remained unchanged   
· 3 have deteriorated (however of these, one KF is better than average when compared to all 

acute trusts) 

4.6 Summation of all 32 KFs compared with all acute trusts nationally 

There are 98 acute trusts participating in the staff survey in England.  Table 2 below displays where 
Portsmouth ranks for all 32 KFs against all acute trusts for 2014, 2015 and 2016 results. 
 
Table 2: 

Benchmark group 2014 
compared to all 

acute trusts 

2015 compared 
to all acute 

trusts 

2016 compared 
to all acute 

trusts 
Best 20% (Highest/Lowest) 10 15 12 
Above (better than) Average 7 9 7 
Average 9 7 7 
Below (worse than) Average 3 1 3 
Worst 20% (Highest/Lowest) 0 0 3 

 
4.7 Top and bottom 5 ranking scores 

For each of the 32 Key Findings, the acute trusts in England were placed in order from 1 (the top ranking 
score) to 98 (the bottom ranking scores).  Portsmouth Hospital’s five top ranking bottom ranking scores 
are presented here in table 3. 
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Table 3:  

 
 
 
4.8 Where staff experience has most improved or declined  
 
Table 4 below highlights the KFs where staff experience has most improved or deteriorated since the 
2015 survey. (However, please note that, when compared with other acute trusts in England, the score 
for KF1 is better than average). 
 
Table 4:  

 
 
 
When examining the Key Findings where staff experience has declined in more detail it is noticeable that 
for KF28 (witnessing potentially harmful errors, near misses or incidents in the last month) the worst performing 
CSCs and those who have had the greatest change from 2015 are; Emergency Care (12% increase 
from 2015), MOPRS (8% increase from 2015) and CHAT (10% increase from 2015).  See graph 5 below 
 
 
 
 
 
 
 
 
 

Trust 
Score 
2016

Trust 
Score 
2016

1
KF6. Percentage of staff reporting good 
communication between senior management 
and staff

40% 1
KF22. Percentage of staff experiencing physical 
violence from patients, relatives or the public 
in last 12 months

18%

2
KF5. Recognition and value of staff by managers 
and the organisation

3.59 2
KF28. Percentage of staff witnessing potentially 
harmful errors, near misses or incidents in last 
month

34%

3 KF16. Percentage of staff working extra hours 66% 3

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

62%

4 KF10. Support from immediate managers 3.83 4
KF27. Percentage of staff / colleagues reporting 
most recent experience of harassment, bullying 
or abuse

43%

5
KF19. Organisation and management interest in 
and action on health and wellbeing

3.76 5
KF23. Percentage of staff experiencing physical 
violence from staff in last 12 months

2%

3.73 45%

3.61 2%

33% 15%

3.45 31%

72% 56%

Ranking of Key Findings

Top 5 Ranking Scores
National 
Average 

2016
Bottom 5 Ranking Scores

National 
Average 

2016
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Graph 5:  

 
 
There may be a correlation between KF28 and KF25 (% of staff experiencing harassment, bullying or abuse 
from patients, relatives or the public in last 12 months) with the two CSC’s experiencing the highest level of 
harassment, bullying or abuse with the highest negative change since 2015 being; Emergency Care 
increased from 49% in 2015 to 61% in 2016, and MOPRS increased from 41% in 2015 to 49% in 2016.  
However, CHAT goes against this trend with a positive score of 24% which is lower that the PHT 
average of 29%. 
 
Surprisingly, Women’s and Children’s CSC has seen the highest increase (11%) of harassment, bullying 
or abuse from patients from 2015 to 2016.  See graph 6 below. 
 
The increase associated to both these KFs may be resulting from the increased out lied number of 
patients in the hospital and or those with mental health issues, although this depth of analysis will be 
considered at CSC level as part of local action planning. 
 
Graph 6:  

 
 
 
For KF1(Staff recommendation of the organisation as a place to work or receive treatment), the majority of 
CSCs score similarly to the Trusts average apart from Emergency and Head and Neck who have the 
lowest scores for 2016, although Head and Neck are showing an improvement from 2015.  Medicine 
show the most improvement from 2015.  See graph 7 below. 
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Graph 7: 

 
 
The table in appendix A outlines a more detailed summary of all key findings and ranking from 2012 to 
2016 compared to all acute trusts. 
 
 
5.0 2016 Priority Areas for Action  
The focus given to our staff engagement, leadership development, staff health and well-being and 
appraisal has resulted in our workforce feeling more recognised and valued, reporting improved 
communication, less likely to work extra hours, having more support from managers and feeling that 
more attention is given to their health and well-being.  It is pleasing to see the overall staff engagement 
level maintain over the last 12 months during a time of unsettling change, unprecedented activity and 
external scrutiny.   
 
Continuing to strengthen our staff engagement agenda provides the opportunity for us to continue to 
foster a culture of openness and transparency to promote staff led change and to provide a first class 
service for our patients.   
 
Priority areas for improvement will be built upon during 2017 to ensure that we not only maintain our 12 
KFs being in the top 20% of all acute trusts but also aspire to be in the top 20% for overall staff 
engagement. 
 
However, it is crucial that to maintain this upward direction of travel, we not only continue to build on our 
successes but pay much attention to those areas that are still in need of improvement. Overall, the 2016 
survey results provide evidence of a highly engaged but pressured workforce. 
 
Over the coming 12 months we plan to take action to improve in the areas outlined in Table 5 below: 
 
Table 5: 

 
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 
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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 
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Appendix 1 
 

National Key Finding Scores 2012-2015 

Comparison against all acute Trusts  

 

National Key Findings Score 2012-2016 2012 2013 2014 2015 2016
KF1. Staff recommendation of the organisation as a place to work or receive 
treatment 3.41 3.55 3.71 3.89 3.84
KF2. Staff satisfaction with the quality of work and care they are able to 
deliver N/C N/C N/C 3.99 3.97
KF3. Percentage of staff agreeing that their role makes a difference to 
patients N/C N/C N/C 91% 91%

KF4. Staff motivation at work 3.76 3.78 3.88 3.98 3.94

KF5. Recognition and value of staff by managers and the organisation N/C N/C N/C 3.58 3.59
KF6. Percentage of staff reporting good communication between senior 
management and staff 25% 29% 38% 40% 40%

KF7. Percentage of staff able to contribute towards improvements at work 65% 61% 68% 72% 71%

KF8. Staff satisfaction with level of responsibility and involvement N/C N/C 3.91 4.00 3.98

KF9. Effective team working N/C N/C N/C 3.83 3.82

KF10. Support from immediate managers 3.62 3.62 3.76 3.83 3.83

KF11. Percentage of staff appraised in last 12 months 86% 85% 87% 87% 88%

KF12. Quality of appraisals N/C N/C N/C 3.22 3.28

KF13. Quality of non-mandatory training, learning or development N/C N/C N/C 4.07 4.1

KF14. Staff satisfaction with resourcing and support N/C N/C N/C 3.41 3.4
KF15. Percentage of staff satisfied with the opportunities for flexible working 
patterns N/C N/C N/C 48% 51%

KF16. Percentage of staff working extra hours* 65% 63% 63% 67% 66%

KF17. Percentage of staff suffering work related stress in last 12 months* 38% 37% 33% 32% 32%
KF18. Percentage of staff feeling pressure in the last 3 months to attend work 
when feeling unwell* N/C N/C 61% 63% 62%
KF19. Organisation and management interest in and action on health and 
wellbeing N/C N/C N/C 3.73 3.76
KF20. Percentage of staff experiencing discrimination at work in the last 12 
months* 10% 11% 9% 10% 10%
KF21. Percentage of staff believing that the organisation provides equal 
opportunities for career progression or promotion 87% 89% 89% 90% 90%
KF22. Percentage of staff experiencing physical violence from patients, 
relatives or the public in last 12 months* 16% 15% 14% 16% 18%
KF23. Percentage of staff experiencing physical violence from staff in last 12 
months* 3% 2% 2% 2% 2%
KF24. Percentage of staff/colleagues reporting most recent experience of 
violence N/C N/C 49% 63% 67%
KF25. Percentage of staff experiencing harassment, bullying or abuse from 
patients, relatives or the public in last 12 months* 28% 30% 29% 27% 29%
KF26. Percentage of staff experiencing harassment, bullying or abuse from 
staff in last 12 months* 26% 25% 23% 26% 24%
KF27. Percentage of staff/colleagues reporting most recent experience of 
harassment, bullying or abuse N/C N/C 37% 42% 43%
KF28. Percentage of staff witnessing potentially harmful errors, near misses or 
incidents in last month* 38% 35% 32% 32% 34%
KF29. Percentage of staff reporting errors, near misses or incidents witnessed 
in the last month 91% 91% 89% 91% 90%
KF30. Fairness and effectiveness of procedures for reporting errors, near 
misses and incidents N/C N/C N/C 3.82 3.83

KF31. Staff confidence and security in reporting unsafe clinical practice N/C N/C 3.70 3.71 3.74

KF32. Effective use of patient / service user feedback N/C N/C 3.75 3.78 3.78

Overall engagement score 3.59 3.62 3.76 3.88 3.85

*An asterisk indicates a key finding for which a lower score is better Key for comparison against all acute Trusts

N/C = not comparable

Top 20%
Above average
Average
Below average
Bottom 20%
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TRUST BOARD PUBLIC – APRIL 2017    Agenda Item Number: 53/17 
        Enclosure Number: (6) 

Subject: Audit Committee Timetable 

Prepared by: 
Sponsored & Presented by: 

Lee Williams, Head of Financial Accounting 

Chris Adcock, Director of Finance 

Purpose of paper For Ratification 

Key points for Trust Board 
members 
 

The Board are asked to note and ratify the Audit Committee 
timetable for 2017/18 which was approved by the Committee in 
March. 

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

 N/A 

Next steps / future actions: 

Clearly identify what will follow 
the Trust Board’s discussion 

 N/A 

Consideration of legal 
issues (including Equality 
Impact Assessment)?     

 N/A 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

 N/A 

 

Links to Portsmouth Hospitals NHS Trust  Board 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 

Audit Committee 23.03.17 
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Audit Committee Timetable
Prepared by Lee Williams, Head of Financial Accounting

Audit Committee: March 2017

Agenda Item/Issue Mar-17 Apr-17* May-17 Sep-17 Dec-17 Mar-18

GOVERNANCE

Review the Assurance Framework � � � � � �

Any areas of concern from other Governance & Quality committees � � � � �

Review standing orders (bi-annually due - next due 2017) �

Review standing financial instructions (bi-annually - next due 2017) �

Review powers reserved for the Board (bi-annually - next due 2017) �

Review scheme of delegation (bi-annually - next due 2017) �

Review code of financial procedures (bi-annually - next due 2017) �

Audit Committee Assurance Statement (Audit & Management Letters) � �

Review draft Governance Statement �

FINANCIAL FOCUS

Agree write offs >£1k � � � � �

Review losses and special payments �

Receive and approve Charitable Funds Annual Accounts and External Audit 

Governance Report

�

Review SFI Breach and STW Log Report � � � � �

Review proposed changes to accounting policies � �

Review draft annual accounts �

Review draft annual report �

INTERNAL AUDIT

Review internal audit progress report � � � � �

Review internal audit completed reports � � � � �

Review outstanding internal audit recommendations � � � � �

Review and approve annual internal audit plan � �

Review annual internal audit report �

Review Head of Internal audit opinion �

EXTERNAL AUDIT

Review external audit progress report � � � � �

Review Trust progress on outstanding external audit actions (including Charitable 

Funds recommendations)

� �

Agree letter of representation �

Receive Audit Results Report Report �

Receive Quality Account External Assurance Report �

Agree external audit fees � �

Agree external audit plan � �

COUNTER FRAUD - NHS PROTECT 

Review counter fraud progress report � � � � �

Receive counter fraud annual report �

Review and approve annual counter fraud plan � � �

Review and Ratify Bribery, Fraud and Corruption Policy (bi-annually - next due 

September 2017)

�

AUDIT COMMITTEE  

Self-assess Committee's effectiveness �

Review Committee's terms of reference �

Approve annual Audit Committee report to go to Trust Board �

Confirm items to be reported to Trust Board � � � � �

Opportunity for private discussions with internal and external audit � � � � �

Review Effectiveness of External Audit �

Review Effectiveness of Internal Audit �

NON STANDARD ITEMS

Auditor Panel Meeting Pre-Audit Committee � � �

* The April meeting is not a full Audit Committee, internal meeting for review of draft

Annual Accounts, Report and Governance Statement.
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TRUST BOARD PUBLIC - APRIL 2017     Agenda Item Number: 54/17 
           Enclosure Number: (7) 

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 S4 – a decrease in the scoring from 16 to 12 

· All RED Risks scoring 16 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. 141



 
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 
PE4 – CQC regulations 
S3 – Cancer targets 
S4 – 6 week wait for diagnostics 

 

Likely 
(4)  

  P4 – Managers and leaders skills 
P5 – Workforce sustainability 
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        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        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        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        Jun 

17 
Sept  
17 

Patient 
Experience PE3 CS 

PESG Achieve positive patient experience through full  
engagement  with  families, carers and patients All    6 6        Apr 

17  

Patient 
Experience PE4 CS 

G&Q Maintenance  of   compliance with CQC  regulations All 12 12 12 12 12        Apr 
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        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        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        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        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        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        Mar 

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        Mar 

17 

 
Mar 
17 143



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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        Mar 

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        Mar 

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        Apr 
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        Mar 
17 Apr 17 

Financial Health 
F1 - Income CA SMT/ 

FIC 
Income control total is not achieved. 
 S/WL 16 16 16 16 16        Mar 

17 
Mar 
17 

Financial Health F1 -  
Expenditure 

CA SMT/ 
FIC Expenditure control total is not achieved. S/WL 20 20 20 20 20        Mar 

17 
Mar 
17 

Financial Health 
F2 CA SMT/ 

FIC 

Failure to deliver the Cost Improvement Programme 
benefits. 
 

S/WL 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        Mar 

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        Qtr Mar 
17 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 
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D
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L 
R
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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 
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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 

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
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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 

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 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 

· 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. Consistency of 
application of 
escalation policy and 
poor patient flow 
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 Senior 
level in ED at nights 
and week-ends and 
junior doctors in AMU 

4. Lack of capacity in 
the community for 
onward placement of 
patients in settings 
most appropriate to 
their clinical need 
 
  

5. Evidence of 
sufficient 
community 
capacity to deliver 
D2A benefits. 

6. Receipt of STF 
7. Failure to improve 

and deliver A&E 
performance 
standards 

8. Number of 
patients outlied 
and increased use 
of (unfunded) 
escalation 
capacity 

9. Increasing number 
of ambulance 
holds 

 
 

1) Executive 
Director of 
Urgent Care 

2) EMT/Trust 
Board 

June 2017 September 
2017 

All 
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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 1-9 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 

May 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. Short term programme of work (lead by A&E Delivery Board group) to remove 100 patients from MFFD back log (100 patient 
challenge) 

A&E Delivery Board, IDS 
and Solent C.O.O 

May 17 Recruitment underway of EOLC 
HCSW’s to release domiciliary 
care capacity for MFFD patients 
in PHT 
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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 

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       Inconsistent 
application of 
escalation policy 
leading to 
ambulance holding 
and inappropriate 
patient placement 
over 24 hrs 

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 Evidence that 
sufficient 
community 
capacity exists to 
deliver D2A 
benefits. 

6 Receipt of STF 
7 Failure to deliver 

on A&E 
performance 
standards 

8 Number of 
patients outlied 
from specialty 

9 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 Operation Officer May 17 Escalation threshold have been 
revised pending final version of 
escalation policy  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 150



 
Ref 
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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 

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 

April 2017  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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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 12 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 
requirement 
notices 

1) Director of 
Nursing 

2) Head of 
Governance 
and Quality 

3) G&Q 
Committee 

April 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 

TBC once action plan 
agreed 

  

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   
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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 

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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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 154



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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) 

 
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  157



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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RISK 
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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, 

159



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 April 2017 New roles identified in the 
workforce, replacing difficult to 
recruit traditional roles and 
incorporated into Trust wide 
workforce plans, linking with LW 
action. 

 

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   

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 

10. Urgent Care 
Transformation 
Programme benefits 
delayed because of 
increased 
unscheduled care 
inpatient burden and 
inconstant delivery 
of improvement 
principles and 
processes. 

11. Admission demand 
increased above 
agreed activity plan 
for 16/17. 

12. Gaps in ED Medical 
workforce, 
specifically at nights 
and week-ends and 
in AMU junior staff 
workforce 

13. Discharge to assess 
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.  
  

14. Evidence that 
sufficient 
community 
capacity exists to 
deliver D2A 
benefits. 

15. Receipt of STF 
 

 

1) Executive 
Director of 
Urgent Care 
 

2) Deputy Chief 
Operating 
Officer 

 
3) Urgent Care 

Transformation 
Board, EMT 
and Trust 
Board 

March 
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 

6. Mitigation case for urgent care agreed with CCG for NHSI appeal process for access to STF funds quarterly or recovery plans that 
support over-performance in subsequent quarters to make good STF allocation over full year 

Exec Director Emergency 
Care 

Quarterly STF funds allocated in full March 2017 

7. 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. 

Exec Director Emergency 
Care 
Medical Chiefs 

May 2017 Task and finish groups chaired 
by a medical chief established, 
with weekly meetings and 
updates presented to the Urgent 
Care Improvement Board 
fortnightly. 

May 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 

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 

March 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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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 

March 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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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 

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 

March 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 

 
POSITIVE 

ASSURANCE 
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T 
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A
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N

G
 (C
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D
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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 

Discharge to assess 
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 

April 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 

March 2017 D2A KPIs achieved July 2017 

Discharge escalation learning from x 2 perfect week initiatives (November 16/January 17) incorporated into BAU from January 2017 onwards A&E Delivery Board, 
supported by ECIP 

Jan/Feb 2017 A&E Delivery Board agreement 
January 2017 

March 2017 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 

ASSURANCE 

IN
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T 
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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 
 

March 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 33% of discharges achieved by 
1200 

March 2017 
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Ref 

 
RISK 

DESCRIPTION 

 
KEY CONTROLS 

 
POSITIVE 
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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 

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 

March 
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.  
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Ref 

 
RISK 
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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 

 
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 

March 
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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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 

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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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 

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 

March 
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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RISK 
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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 

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 

 

188



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 – APRIL 2017    Agenda Item Number: 55/17 
        Enclosure Number: (8) 

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 February 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)?     

Not applicable 

Consideration of Public and 
Patient Involvement and 
Communications 
Implications? 

Not applicable 

 

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

Organisational Priorities Not applicable 

Board Assurance Framework/ 
Risk Register Reference Not applicable 

Risk Description Not applicable 

CQC Reference Not applicable 

 

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

Charitable Funds Committee  9th March 
2017 

 
192



PORTSMOUTH HOSPITALS NHS TRUST GENERAL CHARITABLE FUND 
REPORT TO TRUST BOARD – March 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 £1,671,000 as at 28th February, 2017.  

  
2. Charitable Income 

During the month, the charity received donations, legacy and fundraising 
income of £109,000, including the following items of note:  

 
· Neonatal ICU received a grant of £40,000 from the Ickle Pickles 

Partnership Ltd and donations of £6,000 
· Renal Charitable fund raised £9,000 through various fundraising activities 

 
3. Charitable Expenditure 

During the month, expenditure of £81,000 was processed, including the 
following items of note: 
 
· Neonatal charitable fund spent 31,000 to purchase 31 oxygen blenders to 

benefit patients 
 

4. The Rocky Appeal 
Net funds of £1,554,000 have been raised for the Robot appeal. The appeal 
has funded the first three years of the robot lease and associated equipment. 
There is currently £221,000 to support future lease costs. 

 
5. Investments 

The only investment held is with CCLA £119,000. 
  

 
Fundraising 

 
The Charity is pleased to announce that with one month to go before the end of 
the financial year, it has reached its financial target for 2016/17 of £1.044M.   
 
Make your Will Month in October – this was the first time we have held this event 
and we had three solicitors participate.  The charity has raised an initial income of 
£815, and we know of one person who has left a legacy in their will though this 
event.  We are currently working on recruiting more solicitors for this year.   
 
Any contacts you may have in Wills & Probate who might want to be 
involved would be appreciated. 

 
Asda in Havant have picked the charity for 3 months starting March for their token      
scheme.   

 
Waitrose, Gosport and Waitrose in Havant have chosen the Bubbles Fund 
Paediatrics garden project for February’s token scheme. 

 
 

February saw 11 press releases being publish for the charity, in the following 
publications:  

· 6 in The Portsmouth News – 37,257 print readers 
· 2 in Team Locals – 90 – 150,000 online readers 193



· 2 in About My Area – 15 – 35,000 online readers 
· 1 in Postcode Publications - 32,000 across postcodes PO7 to PO11 

 
      Social media support is currently standing at:  

Facebook followers: 1,122 
Twitter followers: 1,029 
LinkedIn: 59 

 
Coming up events:  

· Brighton Marathon- 9th April, SOLD OUT (total of 5 places) 
· Southampton ½ marathon & 10K -23rd April, registration & minimum 

sponsorship required- SOLD OUT (total of 16 places) 
· Southampton Marathon- 23rd April, registration & minimum sponsorship 

required- 5 places left 
· London Marathon -23rd April SOLD OUT (1 place) 
· WardWalk – 21st May, Staunton Country Park £2 registration and £15 min 

sponsorship 
· Renal Skydive – 23rd April (total16 places) 

 
 
 
Sabeena Shetty 
Accountancy Technician 
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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 

 

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 
 

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 
§ Quarterly Legal Services Report 
§ Summary of Governors business 

May 

§ Patient Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update  
§ Safer Staffing Report Nursing & Midwifery 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 
§ Junior Doctor Contracts 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Complaint 
§ Annual Governance Statement 
§ Annual Accounts 
§ Annual Report 

June 

§ Staff Story 
§ Chief Executive Report 
§ Integrated Performance Report 
§ Charitable Funds Update 
§ Final Quality Account 
§ Annual Paediatric Safeguarding Report  
§ Quarterly Complaint Report 
§ CQC Improvement Notice and Urgent Care 
§ Board Assurance Framework (BAF) 

§ Quality Report (SUI’s) 
§ Papers for noting 
§ Example of Incident 
§ Summary of Governor business 
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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 

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 
 

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 

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 

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 
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31-M
ar-16

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

Directors

Tim Powell ü ü ü ü ü ü ü ü ü ü
Peter Mellor ü ü ü X ü ü ü ü ü ü
Simon Holmes ü ü ü ü ü ü ü ü ü ü
Simon Jupp ü t ü ü ü ü ü ü
Cathy Stone ü ü ü ü ü X ü ü ü ü
Ed Donald ü ü X ü ü ü X 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
Rob Haigh X ü ü ü ü X
Michelle Dixon ü X
Sheila Roberts ü

Non-Executive Directors

Sir Ian Carruthers ü ü ü ü ü ü ü ü X ü
Elizabeth Conway ü ü ü ü ü ü ü ü X ü
Mark Nellthorp ü X ü ü ü ü ü ü ü ü
Steve Erskine ü ü ü ü ü ü ü ü ü ü
Dr John Smith X ü ü X X X ü ü X X
Michael Attenborough-Cox ü ü ü ü ü ü X X ü ü

ü

X

t

ATTENDANCE RECORD

Attended

Apologies given

Absent on Trust Business
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